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Problems That Arise in the Use of the

Intramedullary Fixation Principle

In Fractures

JAMES K. STACK, M.D.*
CHICAGO, ILLINOIS

There are five basic methods used in the treat-

ment of fractures. Each has its own principles,

indications, and uses, and each has its own advo-
cates. Each, too, has its limitations, and what not

to do and when not to do it are less likely to be
learned from didactic teaching than in the “school
of hard knocks.” To enumerate, the methods are:

(1) closed reduction and external fixation with
casts, splints, braces and other devices; (2) closed

reduction by the gradual exertion of traction and
counter-traction forces and the maintenance of

position by the balanced suspension of the limb

—

a technic which requires bed rest during the

greater part of the healing period, and usually
some form of ambulatory fixation later; (3) open
reduction with internal fixation, by means of

plates, screws, wires, bands, pegs, etc. of various
materials—a fixation which is many times not
secure enough to be completely independent of

external support; (4) external skeletal fixation

which utilizes the principles of closed reduction,
but with the maintenance of position by pins and
wires that are inserted completely into or through
the bone above and below the fracture, the ex-
ternal position of these pins being then held to-

gether by special devices or by plaster of Paris;

(5) intramedullary fixation, which is based on
the principle that a fracture in any bone with a
medullary canal can be maintained after open or
closed reduction if one fills the canal with a metal-

* Associate Professor of Bone and Joint Surgery, North-
western University Medical School; Attending Orthopedic
Surgeon, Passavant Memorial Hospital and Cook County
Hospital, Chicago, Illinois.

lie rod or pin of sufficient length to engage the

cancellous bone in the proximal and distal ends.

The intramedullary fixation principle is now
accepted as the treatment of choice in certain

fractures under certain conditions. Although its

acceptance has been rather rapid and spectacular

in this country, the refinements of the method
have been evolved over a long period of time.

Beginnings are vague and shadowy things, and
it is difficult sometimes to isolate the essential

features of the origin of any given method. Which
is most important? Is it the germ thought itself?

Is it the first application of its principles? Or is it

the persistence of an individual in popularizing an
idea or project which is the important feature of

its origin?

Nicholayson (1897), Delbet (1906), Lambotte
(1913), Hey-Grove (1917), Rush (1936) and
Kuntscher (1940) all participated in the evolu-

tion of this method. It has had the remissions and
exacerbations of so many of the ultimately useful

things. One can compare its vicissitudes with the

delayed acceptance in this country of the suction-

socket limb. It, too, was thought to be an out-

growth of World War II until someone pointed
out that the first patent in the United States, at

least, for a valve to maintain suction on a leg

prosthesis was granted by the United States Pat-

ent Office in 1863.

The Kuntscher nail and its application consti-

tute “a virtue born of necessity.” The original

application was for the transportation of German
soldiers who had sustained fractures of the femur.
It was used as more or less an emergency pro-
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Figure 1. The presence of an intramedullary nail does not
guarantee healing. This fracture is 16 months old. and, while
clinically stable, with the rod in place, healing is not com-
plete.

cedure. It was then noted, upon arrival of the sol-

dier in the zone of the interior, that the continua-

tion of this treatment method was feasible, and,

as time went on, it then became an elective as

well as an emergency measure.

In the femur, the method is most suitable in

those fractures that are transverse or mildly ob-

lique without important comminution of either

fragment, and are situated within the middle third

of the bone. It may also be used for the fixation

of pathologic fractures with or without resection

of the involved portion of the bone. And here,

because of the seriousness of the situation, greater

liberties may be taken as far as the location of

the pathologic fracture within the femur is con-

cei’ned. It has proved useful in the maintenance of

the bone following shortening operations and as

an adjunct in bone-grafting procedures for de-

layed or non-union. The method has also been used
in fractures of the humerus, both bones of the

forearm, the tibia, the metatarsals and the meta-

carpals. It has also been shown to have certain

advantages in the maintenance of the knee after

arthrodesis. It is in the femur, however, that the

Kuntscher nail has attained its greatest popularity

—popularity attested to by the fact that during

the year 1951 as many as 67 articles were pub-

lished in the American literature concerning this

method in the treatment of human fractures, and
6 papers described its use in the treatment of

fractures in animals.

Outside the femur, the intramedullary fixation

method seems best adapted to fractures through
the proximal third of the ulna, as seen typically

in the so-called Monteggia lesion, in which an
anterior dislocation of the radius accompanies the

fracture of the ulna. It has achieved rather wide
acceptance in the management of those fractures

of the clavicle which cannot be handled by the

usual closed methods.

Certain anatomic facts about the femur should

be borne in mind if the Kuntscher nail treatment
is contemplated. The medullary canal of the

human femur is not round; it is oval and has its

greatest width in the sagittal plane of the bone.

The width is not uniform from its proximal
through to its distal end. There is a definite and
constant constriction or isthmus near the junc-

tion of the middle and upper thirds. The femur is

not parallel to the weight-bearing line of the

lower extremity, but courses medially. The femur
is not straight, but has a well-defined anterior

bow which is likely to be accentuated in older

Figure 2. This complication is the result of poor selection
of the nail. In order to get firm fixation in the lower frag-
ment, it had to be buried, as seen above. Considerable dif-

ficulty will no doubt be encountered when the time comes
for its removal.
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people. Variations in the size and contour of the

medullary canal, as well as the abnormal bowing

in one plane or another which are found in cer-

tain pathologic conditions, may require pinning

after fracture. Examples of these are the osteitis

deformans of Paget, the residuum of rickets,

fibrous dysplasia of bone, hyperparathyroidism,

etc. Unfortunately, there is no rule of thumb by

which one can ascertain the shape of the femur

or the variations in its medullary canal from ob-

serving the individual body type.

There is no age group, with the exception of

growing children, that need be excluded from the

advantages of this method, and, as a rule, any
older patient whose debility would not exclude,

for instance, the pinning of a hip fracture, is a

suitable candidate for intramedullary fixation of

a shaft fracture, provided that the fracture meets

the general qualifications mentioned previously.

Three principal types of nails have been per-

fected: the clover-leaf, the diamond-shaped and
the flanged. Each has its advantages and its ad

vocates, and each, too, has its special instruments

for insertion and extraction. Since a complete set

of nails and instruments is an expensive item, it

is best for the surgeon to choose the one with
which he is most familiar, and become proficient

in its use. The nails vary in length and width,

and the preoperative choice is most important.

This choice is usually based on an x-ray examina-
tion of the sound femur. Ratios are then estab-

lished between the length of the bone and the

length of the nail, and between the width of the

canal and the width of the nail. This ratio is sub-

sequently revised as one attempts to correct for

the distortions which are present on the x-ray

film to forecast the actual conditions which he
will meet in the operating room. The surgeon
must then decide between the open and closed

procedures, and, if he decides upon the open
method, he may then insert the nail in either a

direct or a retrograde fashion. Kuntscher’s origi-

nal application was by way of the closed route, the

nail being driven from the trochanteric fossa into

the upper fragment, after which the femur was
reduced under fluoroscopic or x-ray control and
then the nail was driven into the lower fragment.

This method was undoubtedly dictated by the

unfavorable conditions under which the nail was
originally used. In this country, open reduction

and retrograde nailing is the method of choice—

a

choice which is made, at least partially, because of

the plentiful supply of antibiotics available to us
as compared to what is available to surgeons in

other parts of the world.

The surgical approach to the fracture site is

similar to that used in the plating procedure. The
skin and fascia are incised laterally. The lateral

muscle mass is then reflected forward from its

posterior attachment to the femoral shaft, and
leverage-type retractors are then used to permit
inspection of the bone ends. At this time, the size

of the nail chosen can be tested in the open end

of the canal of the proximal fragment. The end of

this fragment can usually be brought readily out-

Figure 3. This nail is too long, and there has developed
over it a painful bursa.
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side the wound, and, if there is any question about

the nail’s passage through the femoral isthmus,

then this isthmus can be enlarged by drilling.

Because the patient is lying on the sound side,

with the hip of the fractured side flexed, there

is no difficulty in managing the end of the nail

as it appears outside the buttock. The fragments

are then aligned and locked into position by the

end of the nail that is protruding from the frac-

tured surface of the proximal fragment. It is then

driven into the distal fragment to a point within

the condylar bone, where the cancellous nature of

this bone will grip it and tend to prevent rotation.

Before the nail is securely engaged in the distal

fragment, the surgeon must be sure that the rota-

tory alignment of the two fragments is as perfect

as the alignment in the antero-posterior and lat-

eral planes. It can readily be seen that, with the

patient on his side, mistakes in rotatory alignment

are possible, and the usual one is that the frac-

ture is secured with the lower fragment in exter-

nal rotation. If the assistant, who is holding the

leg, will align the middle of the patella with the

antero-superior iliac spine and the space between
the second and third toes, the resultant position

will be satisfactory. It has been our practice to

take at least one x-ray of the knee region just

before the nail is driven home to be sure that

it will not penetrate into the knee joint or fall

short of the cancellous portion of the metaphyseal
area. The problems associated with the proximal

end of the pin are not so weighty. Yet, a pin that

is too long will have developed over it an adventi-

tious bursa which may be tender and painful, and
a pin that is too short will have to be driven into

the bone at the base of the femoral neck, and con-

siderable difficulty may be encountered at the

time of its removal.

No postoperative external fixation is necessary,

other than a pressure dressing, and it has been
our practice to break the foot of the Gatch bed
so that the knee is slightly flexed and the leg

elevated. This position will tend to keep the leg

from dropping into external rotation and will also

enable the patient to get leverage to lift the heel

off the bed, and, thus, start his quadriceps exer-

cise program early in the postoperative period.

There are no set rules about the number of days

of bed rest, and we permit the younger, agile

group of patients bathroom privileges on crutches

just about any time they choose, provided, of

course, that no weight is borne on the affected

side. The older age group are encouraged in

their quadriceps exercises and instructed in the

use of the trapeze to exercise their arms and
areate their lungs, but the day of ambulation is

usually not in the immediate postoperative period.

It is perfectly proper to permit a patient who is

crutch-walking to put the affected foot down for

balance without actually forcing it to bear weight,

and any important degree of weight-bearing is

not permitted until he has sufficient callus to aid

in keeping the nail from bending. Too early

weight-bearing may compromise the nail and
cause it to bend or break, and thus, the patient

will be subjected to another surgical procedure,
or he will have to be returned to one of the older

methods of treatment. It has been our experience
that this method does not shorten the true healing

time of a femoral-shaft fracture. The nail has no
osteogenetic powers, and delayed union or non-
union can and does occur even in this method.
There are complications, although one of our

Figure 4. An excellent example of Wolff’s law showing
the formation of strong callus on the medial side of the
fracture in response to the pressure applied by the adductor
muscle group. The fracture line, itself, is not yet obliterated.



Vol. XLIV, No. 1 Journal of Iowa State Medical Society 5

British colleagues has said that he dislikes to

discuss the complications of this method because

he feels very much as if he were talking about the

faults of an old friend. It has been said that there

is no method of managing suitable femoral-shaft

fractures quite so wonderful when all goes well,

but, also, there is no method quite so terrible

when certain complications arise. Some of these

complications, to those who have experienced

them, remain unforgettable. They can usually be

divided into four groups: 1. There are those that

result from poor choice—i.e., an attempt to use

the method in a type of fracture for which it was
not designed. 2. There are those which arise from
faulty technique, such as improper choice of nail,

or no preoperative choice at all, improper position-

ing on the table, insufficient help during the oper-

ation, difficulties with the knee or the buttock be-

cause of a nail that is too long, malpositions which
have been mentioned before, and impalement of the

nail in the region of the isthmus so that it cannot
be driven through and cannot be extracted, and
the instruments are broken in the attempts at

extraction. In such circumstances, one finally

ends up sending for the janitor’s hack-saw, and

treating the patient by suspension traction. 3. Cer-

tain complications occur during the healing peri-

od, such as bending or breaking of the nail due
to premature weight-bearing, external rotation

contracture of the hip, particularly in older peo-

ple, as a result of one’s permitting them to lie

in a position of flexion abduction and external

rotation for too long a period. Intense atrophy of

the quadriceps muscle can occur if exercises are

not outlined early and insisted upon. Limitation

of motion in the knee can occur in this as in any
other method, if the surgeon is not insistent on
both passive and active movement of this joint.

A nail that is too short and does not have a good
grip in the cancellous bone of the lower end of

the femur may wander proximally and protrude
beneath the skin of the buttock so that it will have
to be redriven or replaced by one of suitable

length. 4. Lateral bowing of the femur can result

from chronic osteomyelitis by infection introduced

at the time of nailing, from delayed union or non-

union, or from premature extraction of the nail.

As far as fat embolism is concerned, it has been
pretty well established by now that the incidence

of this complication is no greater in those in-

stances in which the nail has been used.

Representation at the October 25, 1953, Presidents’ and Secretaries' Conference



The Autonomic Nervous System

Clinical Application

LOUIS T. PALUMBO, M.D.*
DES MOINES

In a previous issue,** the basic principles of the

anatomy of this complex system was presented.

I desire, in this concluding section, to present

some of the clinical physiology as it is related to

the diseases or conditions we are confronted with

in our practices and to show how this knowledge
is being applied in present day therapy.

Generally, the parasympathetics and sympathet-
ics are opposed in action. In some areas of the

body one may predominate over the other. Both
of these divisions supply all of the structures or

organs containing smooth muscles, glandular

structures or organs, cardiac musculature, and
sweat and sebaceous glands.

The sympathetics are more important clinically

in reference to their action upon the vascular

tree, particularly of the extremities, the heart,

and the endocrine glands. Stimulation of the

sympathetic supply to the extremities results in

vasoconstriction of the blood vessels and in-

creased secretion of the sweat and sebaceous
glands. Division or paralysis of this nerve supply
would result in a marked vasodilatation and ces-

sation of sweating of the portion of the body so

denervated.

These important functions can be altered by
diseases or other conditions affecting the circula-

tion to an extremity, digit, or sweat and heat

regulating mechanisms of the body. Thus patients

with peripheral vascular diseases with or without
an associated vasospastic element, with coldness

and clamminess of the extremity as a result of

excessive sweating, can be improved from the

standpoint of their symptoms, and helped as re-

gards the warmth and dryness of the extremity,

by means of a lumbar or dorsal sympathectomy
for denervation of the lower or upper extremity,

as the case may be. In order properly to denervate
the sympathetic supply to the upper extremity
(Fig. la and b), removal of most medial portions

of the second and third intercostal nerves and
associated rami communicantes and division of

the sympathetic trunk below the third ganglion (a

modified Smithwick procedure) are necessary.

This surgery is accomplished through a posterior

s From the Department of Surgery. Veterans Administra-
tion Hospital, Des Moines, Iowa. This article is sponsored
by the Veterans Administration with the approval of the
Chief Medical Director. Statements and conclusions published
by the author are the results of his own studies and do not
necessarily reflect the opinion or policy of the Veterans
Administration.

** Journal of the Iowa State Medical Society 43:326-9,
(August) 1953.

extrapleural approach, resecting the angles of the

second and third ribs. A stellate ganglionectomy
has come to be regarded as inadequate in that it

does not completely denervate the upper extrem-
ity. The newer and accepted procedure, advo-

cated by Smithwick, precludes one of the undesir-

able sequalae of the older operation, namely, a

Horner’s syndrome.
A lumbar sympathectomy with the removal of

the second, third, and fourth ganglia and the asso-

ciated chain will result in a denervation of the

lower extremity from the sacrum to the toes pos-

teriorly and from above the knees to the tips of

the toes anteriorly (Fig. 2a and b). This opera-

tion is performed through a muscle-splitting in-

cision placed at the level of the umbilicus. All

muscles of the anterior abdominal wall are split,

and the chain is reached through a retroperitoneal

approach.

These two operations are performed for a
great variety of conditions; time and space do
not permit a lengthy presentation of the various

complaints and physical findings of them. Suffice

it to say that included in this group are: periph-

eral vascular diseases such as peripheral arterio-

sclerosis with or without diabetes, Buerger’s dis-

ease (thrombo-angiitis obliterans), immersion or

trench feet, frostbite, Raynaud’s disease; sclero-

derma, hyperhidrosis; chronic thrombophlebitis;

A-V aneurysm or A-V fistula; chronic leg ulcers;

arterial embolus or thrombosis; saddle thrombosis

of the abdominal aorta; unclassified peripheral

vascular diseases; Sudeck’s atrophy; causalgia;

and phantom limb.

The sympathetics are important in the complex
mechanism responsible for essential hypertension.

Sympathectomy and splanchnicectomy have been
and are performed in a select group of patients in

the treatment of high blood pressure. The release

of vasospasm and the creation of a large reservoir

in the vascular splanchnic and lower extremity

beds, particularly when the patient is in the erect

position, has been and is partially the rationale for

this operation. In addition, the sympathectomy in-

creases the blood flow through the kidneys to

counteract the renal factor, and it also denervates

the adrenals, thereby influencing their various

functions, particularly in relation to their secre-

tion of adrenaline and other hormones related to

fluid and salt metabolism, both of which play an

important part in maintaining blood pressure.

In order to denervate them, the sympathetic

6
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chain is removed from the 5th or 7th dorsal seg-

ments down to or through the 2nd or 3rd lumbar
levels (Fig. 3). In addition, all of the greater,

lesser, and least splanchnic nerves are likewise

resected. This is accomplished bilaterally, usually

one side at a time, at intervals of two weeks. The
approach to these structures can be made by one
of many ways: by a transthoracic incision, by a

retropleural one, removing small portions of the

11th and 12th ribs, or by a combined thoracic and
retro-abdominal incision.

Splanchnicectomy, with a lower dorsal and
upper lumbar sympathectomy, is advocated also

for the treatment of chronic recurrent pancrea-

titis, for calcinosis and calculosis of the pancreas,

and for a post-cholecystectomy syndrome.
The rationale for this operation is based upon

the fact that the disabling pain accompanying
these diseases is referred from the sympathetics

by way of the visceral afferent pathways which
are contained within the greater and lesser

splanchnic nerves, the 11th and 12th dorsal and
1st and 2nd lumbar sympathetic ganglia and
neurones. These pathways supply the viscera and

tissues involved by these disease processes. The
operation does not correct or cure the disease or

underlying causes, but relieves the patient of his

disabling distress and permits him to live in

comfort.

Dorsal sympathectomy has been employed in

the treatment of angina pectoris, coronary insuf-

ficiency, and recurrent coronary occlusion, as well

as auricular tachycardia and tachycardia associ-

ated with hypertension. Recently, several neuro-

surgeons have advocated this operation in some
cases of advanced decompensated heart disease,

particularly in those cases that do not respond to

medical management.
Sympathectomy for denervation of the heart

has had its shortcomings in the past, due to the

fact that an incomplete procedure was utilized.

A stellate ganglionectomy is totally inadequate to

divide all of the sympathetic pathways to the

heart, since the fibers go directly from the dorsal

(thoracic) one to five levels bilaterally, besides

those that ascend the sympathetic chain to the

three cervical ganglia. Today, the procedure of a

posterior approach, with removal of the first five

Figure la Figure lb

Light areas reveal complete bilateral sympathetic denervation by dorsal sympathectomy of the entire upper extremities,
including the shoulders, hands, and fingers.
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dorsal ganglia and associated chain, will de-

nervate the heart of all its sympathetic supply, but

will not result in a Horner’s syndrome, since the

operation does not destroy the inferior cervical

ganglion. This procedure can now be performed
through a transthoracic, transpleural approach,

bilaterally, at intervals of two weeks.

Stimulation of the sympathetics to the heart

will result in cardiac acceleration. In addition,

the visceral afferent (pain pathways) fibers pass

by way of the sympathetics. Thus, in order to

free the patient from cardiac pain due to various

causes, all of these pathways should be inter-

rupted. This operation will also increase the cor-

onary circulation by producing vasodilatation of

the coronary vessels.

A presacral sympathectomy can be performed
for the relief of severe dysmenorrhea. The fibers

of the sympathetics arise from the upper lumbar
chain and pass by way of the hypogastric plexus

to the structures in the pelvis.

Operations upon the parasympathetic portion

of the autonomic nervous system have gained a

great deal of recognition since Dragstedt’s re-

port in 1943 on vagotomy. An infradiaphrag-

matic vagus resection, partial vagus neurectomy,
vagotomy or vagectomy (terms commonly used)
has been and is employed for the treatment of

chronic duodenal ulcer, marginal or jejunal ulcer,

select cases of chronic idiopathic ulcerative colitis,

regional enteritis, and chronic pancreatitis, pan-
creatic calcinosis or calculosis.

The division or sectioning of the vagus nerves
is now accomplished below the diaphragm along
the esophagus, just above the cardio-esophageal

area. Usually several inches of the nerve trunks
and associated branches are removed. In this man-
ner, re-establishment of the pathways by means
of regeneration can be prevented. The autonomic
nervous system has a greater ability for regenera-

tion than have the peripheral somatic nerves. The
vagus nerves are composed of preganglionic neu-

rones. Their synapse does not occur until the

fibers reach the tissue or organ which they inner-

vate.

Stimulation of the trunks of the vagus below
the diaphragm results in muscular contraction of

all of the smooth muscles of the stomach, duo-

Figure 2a Figure 2b

Typical sympathetic denervation of lower extremities following a lumbar sympathectomy with removal of the 2nd,
3rd. and 4th ganglia and associated chain. Anteriorly the denervation or loss of sweating occurs from the knee to the

tips of the toes and posteriorly from the sacrum to the toes.
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Figure 3. Typical denervation pattern following a bilateral thoracolumbar sympathectomy and splanchnicectomy. There
is absence of sweating (light areas) anteriorly from the nipple to the tips of the toes and posteriorly from the mid-back
to the toes, except for a small area of sweating over the sacrum posteriorly and in the groin area anteriorly.
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denum, and small bowel, and usually the first half

or two-thirds of the colon. In other words, it pro-

duces gastrointestinal peristalsis. In addition, vagal

stimulation results in the increased secretion of

gastric juices, both in total volume and in free

hydrochloric acid production. Therefore, the vagus
plays an important part, from the cephalic phase
of digestion and acid secretion, in the normal
physiology of gastric function. In patients with

peptic ulcer, the cephalic phase is usually aug-

mented so that the total and free-acid secretions

and total volume of gastric juices are markedly
increased. This secretion continues in excess dur-

ing the resting phase also, and because of this

factor, the gastric or duodenal ulcer is kept active.

It is upon this phase of disturbed physiology

of vagal activity that vagotomy or vagus resection

has been of value in the surgical treatment of

some cases of duodenal ulcer. The interruption

of the vagus usually produces an anacidity, and in

many, a complete and persistent achlorhydria. In

addition, the associated gastro-duodenal spasm is

eliminated. So for a short period of time, gastrople-

gia and the resultant delayed emptying of the stom-

ach occur. Because of this undesirable feature of

the operation, a gastroenterostomy is performed
at the same time. Achlorhydria persists even after

alcohol or histamine stimulation and also after a

Hollander’s insulin test, in which an injection of

insulin stimulates the production of hypogly-
cemia. A hypoglycemic state in individuals with
an intact vagus pathway to the stomach will pro-

duce an increase in gastric secretions, including

the acid phase.

Vagus resection is employed in the treatment
of marginal or jejunal ulcer. The rationale again
is to reduce or eliminate acid secretion so that

the ulceration can heal. Stomal ulcerations are

usually due to the persistence or increase of the

production of free acid in the gastric juices of

the gastric remnant.

Some surgeons have advocated vagus resection

for the treatment of select cases of ulcerative

colitis and regional enteritis. Their concept is that

the motor activity as well as the secretory func-

tion of the bowel should be reduced and that a

combination of these two factors may influence

the course of the disease and bring about favor-

able progress. However, a vagus resection alone

does not completely denervate the entire colon,

for the left half of the colon generally receives

its parasympathetic supply from the nervi erigen-

tes (2, 3, and 4 sacral levels). It appears to me
that a more rational approach, from the stand-

point of bowel innervation and physiology, is a

right vagus resection, a bilateral splanchnic re-

section, and a section of the left nervus erigente

and an upper bilateral lumbar sympathectomy.
These procedures bring about a complete dener-

vation of the small and large bowel, and thereby
achieve the desired changes in the altered physi-

ology associated with these diseases. The right

vagus resection should be performed below the

origin of the gastric branches, and the left vagus
should not be divided. In this way, the disturb-

ances of gastric and duodenal functions can be
avoided, since they are not a part of this syn-

drome. This technic eliminates some of the unde-
sirable features of vagotomy which develop when
the operation is performed for duodenal ulcer.

Some men have advocated vagotomy or vagus
resection in the treatment of chronic recurrent

pancreatitis and calcinosis or calculosis of the

pancreas. The division of these nerves decreases
the secretory function of this organ, reduces the

distention of the glands, lowers the intraductal

pressure, and lessens the amount of pain in an
organ which is already fibrosed and unable to

withstand increased pressure from secretory activ-

ity. But it is my opinion that the sympathetic de-

nervation of the organ, as described elsewhere in

this presentation, is a much more efficacious pro-

cedure for the relief of the disabling pain.

SUMMARY

Some of the important clinical physiology of

the autonomic nervous system has been presented
in relation to its clinical application.

A variety of surgical procedures upon this sys-

tem have been discussed in their relationship to

the treatment of many diseases and conditions

affecting many vital areas and functions of the

body.

S.U.I. DOCTORS ON A.M.A. PROGRAM

Faculty members of the College of Medicine at

S.U.I. played a prominent role in the programs of

the Interim (Clinical) Session of the American
Medical Association in St. Louis, December 1-4.

Dr. W. B. Bean, Head of the Department of In-

ternal Medicine lectured before the general ses-

sion on “Opportunities for Research in General
Practice,’’ and he presented a paper before the

medical section on “The Tongue in Deficiency

Disease.”

Dr. L. E. January, from the same department,

acted as moderator and internal-medicine partic-

ipant in a panel discussion before the general ses-

sion entitled “Stump the Experts.” Later in the

week, Dr. January addressed a joint session of

the surgical and cardiovascular sections on “The
Mitral Problem.”

Dr. A. L. Sahs, of the Department of Neurology,

presented a paper before the neurology and
psychiatry section on “Strokes: Differential Di-

agnosis.” The Department of Ophthalmology was
represented by an exhibit on ocular prosthetics,

and the Departments of Pharmacology and Sur-

gery sponsored an exhibit entitled “Studies of

Analgesia in Human Beings.”



Diagnosis and Management of

Gastrointestinal Hemorrhage
GEORGE G. SPELLMAN, M.D.

SIOUX CITY

Gastrointestinal hemorrhage is always a serious

and significant condition. The problems of diag-

nosis and management of patients with a massive

hemorrhage from the gastrointestinal tract are

quite different from the problems of the patient

who has bled only 50 to 60 cubic centimeters, the

amount of blood required in the intestinal tract

to produce a tarry stool. In the latter patient,

there is no immediate threat to life, and we may
unhurriedly perform the indicated diagnostic pro-

cedure. There is a threat to life and a mortality

rate as high as 25 per cent (1 out of 4) in massive

gastrointestinal hemorrhage.

Massive hemorrhage from the gastrointestinal

tract practically always occurs from the upper
section. Hemorrhages from the lower gastrointes-

tinal tract may be severe and prolonged, but they

are rarely massive in the sense that large amounts
of blood are lost suddenly. A massive gastroin-

testinal hemorrhage may be defined as one in

which the red blood cells count drops below three

million and the hemoglobin below seven and one-

half grams. The patient is in some stage of shock.

The mortality rate of patients with such hemor-
rhage from the gastrointestinal tract is 10.3 per

cent for patients of all ages, 1 and it has been as

high as 25 per cent in patients over the age of

forty-five. The mortality rate persists in spite of

the availability of blood for transfusions, intra-

venous fluids, early feeding of the patient as intro-

duced by Meulengracht, and other therapeutic

measures which have been devised for the treat-

ment of shock. Actually, the mortality rate from
massive gastrointestinal hemorrhage has changed
very little since these procedures were introduced.

Therefore, it is well to review our methods of

treatment and attempt to formulate a plan of

treatment for these patients.

Many articles are appearing in the literature

concerning treatment, and many of them are at

odds with the others. For example, some authors

advise no whole blood transfusions until the blood
volume has been partially replaced by electrolytes

and plasma because of the danger of overloading
the kidneys when the blood pressure is below the

renal filtration level. 2
’ 3 Another author reported

a series of patients to whom blood was given in

large amounts, one patient receiving 9,500 cc.,

with only one death in 46 patients—a mortality

rate of 2.1 per cent.4

The patient with a massive gastrointestinal hem-

orrhage presents a double therapeutic problem.

The first is the control of the hemorrhage and the

shock; the second is the control of the underlying

disease. The immediate treatment is directed to-

ward the control of the hemori'hage. Of course,

the methods of control will depend on the cause.

The causes of massive gastrointestinal hemor-
rhages are many. It is a fact that 90 per cent of

such hemorrhages are due to intragastric and intra-

duodenal disease. Peptic ulcer alone is the etiolog-

ical factor in 85 per cent. Five per cent are due to

carcinoma of the stomach and 5-10 per cent are

due to ruptured esophageal varices secondary to

the portal hypertension which results from cir-

rhosis of the liver or congestive splenomegaly

such as is found in splenic anemia or Banti’s syn-

drome. Two to three per cent are due to miscel-

laneous causes such as hiatus herniae, blood dys-

crasia, gastritis with superficial erosions of the

stomach and duodenum, polyps, both gastric and
duodenal, and, rarely, prolapse of the gastric

mucosa through the pylorus.

When the hemorrhaging patient is admitted, he

must receive the time honored and proved bed
rest, elevation of the foot of the bed, and sedation

to allay his restlessness. An icebag to the abdomen
may or may not help, but, as one author aptly

stated, it at least makes the patient remain flat on
his back and saves the doctor’s explaining to the

relatives why he doesn’t have an icebag. If the

patient is in shock, fluids are immediately started

to replenish the blood volume, plasma is adminis-

tered immediately and whole blood is transfused

as soon as it can be made available. Lavaging the

stomach with ice water and introducing two
ounces of adrenalin hydrochloric 1:1000 solution

into the stomach may cause enough vasoconstric-

tion to stop the bleeding. Antacids every two
hours and milk and cream on the alternate hours

should be administered as soon as the patient

stops vomiting. Atropine sulfate .6 mgm. (1/100

gr.) should be given hypodermically every 4 to 6

hours to quiet the stomach.

It has been satisfactorily proved by experience

and experiments that there is no increased danger
in elevating the blood pressure and forcing out a

clot in the vessel by transfusions. 1
’ 5 The fall in

blood pressure probably is not the protective

mechanism we once thought, but rather the reflec-

tion of the diminished blood volume due to hemor-
rhage. The prompt replacement of the blood not
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only corrects the shock, but also lessens the cere-

bral and myocardial damage from anoxia.

The amount of blood prepared for the patient

should be adequate. There are no good criteria

for accurately determining the amount of blood

lost. The hemoglobin, red blood cell count, and
hematocrit initially are normal or elevated due to

hemoconcentration and do not show a decrease

for some hours. The elevation of the blood urea
nitrogen is of value prognostically at the end of

24 hours, but initially it tells us very little. We
know a massive hemorrhage has occurred if three

of the following criteria are present: 2

(1) Sudden fainting.

(2) Drop in systolic blood pressure of 50 points

or more.

(3) Blood pressure below 96 mm. mercury.

(4) Passage of 3 or more tarry stools in 12

hours.

(5) Hematemesis of a pint or more of blood.

(6) Drop in red blood cell count below three

million.

Knowing that a massive hemorrhage has oc-

curred, we can use the blood pressure as a rough
guide to the amount of blood the patient will

need:

(1) If the blood pressure is 100 mm. mercury
or over, give 500 cc. blood.

(2) If the blood pressure is 85 to 100 mm. mer-
cury, give 1,000 cc. blood at normal rate of trans-

fusing.

(3) If the blood pressure is below 85 mm. mer-
cury, give 1,500 to 2,000 cc. of blood in first six

to twelve hours. Give at a rate sufficient to main-
tain the blood pressure. Check it every 15 to 30

minutes.

(4) If the blood pressure fails to rise and to

stabilize at 100 mm. mercury, the patient is still

bleeding and more blood should be given and
other measures instituted.

The immediate problem is whether the patient

is bleeding from the stomach or duodenum, from
esophageal varices or because of a blood dyscrasia.

While he receives the blood, as complete a history

as possible is obtained from the patient or from
his relatives. One carries out a careful physical

examination—looking for evidences of spider nevi

and enlarged liver, purpuric areas, jaundice, epi-

gastric tenderness, supraclavicular nodes, and any
other findings which might enable us to make a

tentative diagnosis. A blood smear should be ex-

amined for leukemia. It is wise to do a bromsul-
falein test for liver function. A history of ulcer

symptoms preceding the hemorrhage, with a sud-
den cessation of all pain after the onset of the

bleeding, justifies a tentative diagnosis of peptic

ulcer. 11

If the patient has continued to bleed, further

plans of treatment must be prepared. We must
determine whether the condition present is amen-
able to surgical intervention. If the bleeding is due
to esophageal varices, surgical therapy is likely

to be disappointing. If we don’t know the site of

the bleeding, the surgical attack will be extremely
difficult, and perhaps the surgeon will be unable
to find the bleeding site. The surgeon should be
consulted early, but his presence in the case does
not relieve the practitioner of the responsibility

for making the diagnosis. In a recent series of 27

patients with massive gastrointestinal hemorrhage
in whom the etiology could not be determined on
the first admission to Boston City Hospital, sur-

gical exploration eventually revealed the cause of

the bleeding in only two more cases than had
been diagnosed clinically. 7 Sixteen of the 27 pa-

tients remained undiagnosed even after explora-

tory operations.

Figure 1. Sengstaken-Blakemore Tube.

A new stomach tube is now available which
should prove invaluable in determining the site

of bleeding. It is the triple lumen tube of Seng-

staken and Blakemore, and it consists of a stom-

ach tube with an esophageal balloon and a balloon

for the cardiac end of the stomach. When this tube
is in place and the balloons inflated, pressure is

exerted on the lower end of the esophagus. The
bleeding stops if the hemorrhage is from esopha-

geal varices.

The tube is inserted and the balloons inflated.

The stomach should then be washed with 2 ounces
of powdered gel foam, followed by 50 cc. of a

buffered solution of thrombin containing 250 to

1,000 units per cc. 8 If the returns remain bloody,

add the thrombin and gel foam the second time.

If the bleeding stops, continue gel foam, one
ounce, and 250 units of thrombin every 2 hours
for 3 to 5 days. The antacid, atropine and milk

regimen as outlined above should be instituted.

Leave the tube in place 48 to 72 hours. Anyone
who has had a patient exsanguinate from hemor-
rhage through an esophageal varix will appreci-

ate the value of this tube.

X-ray investigation using the Hampton tech-

nique of passively turning the patient to the

prone, supine, and various oblique positions with

a minimum of gentle manual pressure may be
valuable. It is contraindicated if there is still

active bleeding, as manifested by hematemesis or

liquid malena, shock to the extent that the patient

has to receive intravenous fluids and has pallor,
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tachycardia, and cooling of the skin, and if the

hematocrit is below 28.9 If these contraindications

are observed, the x-ray examination is not dan-

gerous. It is of value not only in localizing the

site of the bleeding in case surgical intervention

is necessary, but also in making the diagnosis. In

one series of cases, early x-ray examination was
performed within 24 to 72 hours and was repeated

14 days later. 10 Of 23 duodenal ulcers, 6 had
healed in the two weeks, and 2 of the 10 gastric

ulcers had healed.

There are no clear-cut indications for surgery,

but, in general, the following factors may act as

a guide: 11

(1) If the diagnosis of ulcer is established with

the exclusion of esophageal varices and other

causes of bleeding.

(2) If the patient is in shock and doesn’t re-

spond to 1,500 cc. of blood.

(3) If the patient’s blood pressure is main-
tained only by repeated transfusions.

(4) If the hemorrhage persists or is recurrent

in the first 72 hours.

(5) If the age of the patient is over 45 years.

It is better to treat the patient medically if the

services of a skilled surgeon are not available.

For ulcer, the operation of choice usually is a

subtotal gastric resection with excision of the

ulcer. It is sometimes impossible to do this if there

is a posterior duodenal ulcer penetrating into the

pancreas. In these latter, a subtotal gastric re-

section with exclusion of the duodenum and ulcer

is done. The stomach, pylorus and duodenum all

may have to be opened if one is to locate the site

of the bleeding accurately. If the site of the bleed-

ing is not found, a subtotal gastric resection

should be done, since it may be curative even
though the source of the hemorrhage may never
be established.

Perforation of an ulcer may occur with hemor-
rhage. This complication should be considered in

these acutely ill patients. It is not common, but
failure to recognize it will probably result in

death of the patient.

Most patients with bleeding from the gastro-

intestinal tract do not have massive hemorrhages.
However, any patient with melena or hematemesis
has a serious condition, and the etiology must be
determined and the correct treatment instituted.

Hematemesis alone as a symptom and sign is

much more serious than melena alone, as is

shown by its five times greater mortality rate. The
two symptoms often occur together. In bleeding
peptic ulcer, hematemesis will occur if the stom-
ach becomes irritated enough by the gross blood,

but the absence of hematemesis in no way lessens

the likelihood of peptic ulcer.

All the conditions mentioned in connection with
massive hemorrhage will more often give bleed-

ing in lesser amounts. Other conditions involving
the lower gastrointestinal tract produce bleeding.

Bleeding may arise in the small intestine from be-

nign and malignant tumors and inflammatory con-

ditions, such as regional ileitis. Peptic ulceration

in a Meckel’s diverticulum is a “common source

of melena in infants and children and may occur

in adults.” 1 -

The large bowel is very frequently the site of

the hemorrhage in gastrointestinal bleeding. Here,

too, are found the tumors, benign and malignant,

and the inflammatory conditions. Carcinoma of

the right side of the colon is such a common cause

of bleeding that it must be ruled out in every

case of unexplained anemia.

Diverticulosis of the colon is common, occurring

in 5 per cent of the adult population. However,
it rarely causes bleeding, for ulceration of the

mucosa of the diverticula is uncommon. Hemor-
rhoids are probably the most common source of

bleeding from the gastrointestinal tract, but, not

infrequently, they are secondary to a carcinoma
above. Fissures of the anus often bleed.

The treatment of lesser bleeding from the gas-

trointestinal tract is no less important than the

treatment of massive hemorrhages. The prime dif-

ference lies in the time available for instituting

our therapy and our diagnostic procedures. The
same careful history, physical examination, and
laboratory examinations must be performed. The
severity of the hemorrhage can be accurately de-

termined within a few hours by using the red
blood cell count, hemoglobin determination, and
hematocrit after the initial hemoconcentration has

been corrected. In 24 hours, the blood urea nitro-

gen parallels the severity of the hemorrhage—an
elevation of 50-70 mgm. per cent indicates a mod-
erately severe hemorrhage, and over 70 mgm. per
cent, a very severe one. Bockus states that 500

600 cc. of blood in the gastrointestinal tract dou-
bles the urea nitrogen in 8 hours.

The general measures mentioned previously re-

garding massive hemorrhages should be instituted

immediately in all these patients, including bed
rest, sedation, antispasmodic, ice bag, and indi-

cated parenteral fluids. Early feeding, of course,
is indicated if there is no vomiting.

The fear of the patient must be allayed. Remem-
ber, restlessness may be the only manifesta-

tion of anoxia, and anoxia occurs often in the
hemorrhaging patient. Prompt relief of the anoxia
will lessen the incidence of complicating cerebral
thrombosis and coronary insufficiency, two con-
ditions which too often follow gastrointestinal

hemorrhage in patients past 45.

X-ray examinations “as soon as the patient can
get on the cart” will yield an optimal diagnostic

return. Esophagoscopy and gastroscopy are im-
portant. The patients with hemorrhagic gastritis,

be it atrophic, hypertrophic, superficial, or post
operative, can be diagnosed only with the gastro-

scope. Many of the marginal or anastomatic ulcers

can be seen only with the gastroscope. Sigmoid-
oscopy is always indicated in lower gastrointes-

tinal tract bleeding. The lower 10 inches of the
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bowel is not satisfactorily visualized by x-ray.

Seventy per cent of all polyps of the large intes-

tine are within reach of the sigmoidoscope. 13 Clin-

ical judgment must be exercised in determining

when these diagnostic procedures should be per-

formed. The condition of the patient is the de-

termining factor.

The first 72 hours constitute the “critical peri-

od” in these patients. At the end of that time, one
will know whether he is dealing with a single

hemorrhage or repeated hemorrhages. It would
seem wise to wait the 72 hours before subjecting

the patient to these diagnostic procedures, unless

it is imperative, as might be the case in massive
hemorrhages. It is not wise, either, to wait very
long before performing these tests, for the diag-

nostic yield is so decreased.

Indications for surgery will be present in some
of these patients with the non-massive hemor-
rhage. Tumors must be explored and excised, if

possible. Repeated hemorrhages from an ulcer in

spite of adequate medical care, peptic ulceration

in hiatus hernia, repeated hemorrhage in gas-

tritis, bleeding esophageal varices—all these re-

quire some surgical procedure.

For the majority of patients, the medical treat-

ment will suffice.

SUMMARY

All hemorrhages from the gastrointestinal tract

are serious. The mortality rate of massive gastro-

intestinal hemorrhage is 10 to 25 per cent, in spite

of our increased knowledge of fluid balance, ad-

ministration of intravenous fluids, blood trans-

fusions, and early feeding regimes. More active

treatment of these patients is necessary and pos-

sible. Immediate correction of shock by blood

transfusions is necessary. The diagnosis of the site

of the hemorrhage can be made earlier by the use
of the triple lumen tube of Sengstaken and Blake-

more. The use of this tube to control the bleeding

from esophageal varices is described. A regimen
of the use of coagulants for the bleeding site is

outlined. Early roentgen examination of the pa-

tient with gastrointestinal hemorrhage has been
proved to be safe and reliable. Indications for

surgery for bleeding peptic ulcer are outlined.
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Diabetes and Basal Metabolism

The second Postgraduate Course in Diabetes

and Basic Metabolic Problems to be conducted by
the American Diabetes Association will be offered

at the Mayo Clinic, in Rochester, Minnesota, on
January 18, 19 and 20, 1954.

Highlights of the Course will be lectures by
Charles H. Best, C.B.E., M.D., F.R.S., co-discoverer

of insulin, and by Joseph Hoet, M.D., Professor

and Head of Medicine, University of Louvain,

Louvain, Belgium. Dr. Best is speaking on “About
the Pancreas” and Dr. Hoet is coming to this

country especially to give a lecture on “Diabetes

in Pregnancy.” In all, there will be more than

thirty-five lectures and round-table discussions.

Other topics to be taken up include “Complica-

tions of Diabetes,” and “Nutritional Requirements

and Diet in Diabetes.”

The Course is open to non-member physicians

as well as to members of the American Diabetes

Association, but the number of registrants will be

limited to 125. Fees are $40 to members, $75 to

non-members. Details of the three-day program
and registration and hotel information may be

obtained from J. Richard Connelly, Executive

Director, American Diabetes Association, 11 West

42nd Street, New York City 36.

Help your central office to

maintain an accurate mailing

list. Send your change of ad-

dress promptly to the Journal,

529-36th Street, Des Moines 12,

Iowa.



Hemolytic Anemia

HAROLD MARGULIES, M.D.
DES MOINES

This is a review of current thinking about some
of the problems raised in the study of hemolytic

anemia. It is not a comprehensive summary of

the entire literature, but instead is an attempt
to give an unprejudiced summary of the most
important recent contributions and to correlate

them with older ideas. It is appropriate to present

such a discussion here for more than one reason.

An obvious reason is the existence in certain pa-

tients of a disease which it is imperative that the

physician recognize and treat. In addition, newer
ideas of the nature of the red cell are necessarily

included in the description of the syndromes. And
I shall be led to speak about some of the recent

techniques in immunology which have contributed

greatly to the expansion of our knowledge of

the disease state under scrutiny. It will be seen
that some of these data should be classified under
the heading of serendipity, for they have been the

outgrowth of studies in somewhat unrelated fields

by investigators seeking answers to unrelated
questions.

The present discussion is intentionally limited

to an area much smaller than the title would sug-

gest. It is restricted to a consideration of the dis-

ease states known as congenital spherocytosis and
acquired spherocytosis. It will not include the

hemolytic phenomena of other entities such as

sickle-cell anemia, however interesting and per-

tinent they may be. It will avoid, wherever pos-

sible, the insistent arguments of those investiga-

tors who have become too anxious to prove that

they are right and who have, therefore, lost the

impersonal attitude required in research.

Since we must talk about the erythrocyte, it is

apparent that we need full knowledge of its anat-

omy and physiology. It is derived from the bone
marrow and has a plan of development which is

important. The last step in its maturation is the

formation of a normoblast from which the mature
red cell is formed. In the final phase just described,

the cell loses volume, it loses surface area, and it

loses some of the lipoid which forms a part of its

coating. It is well known that the erythrocyte is a

biconcave disc, and it should be clear that the disc

part of its shape dominates its appearance. The red

cell is made up of a protein network envelope
which is much thicker than we have previously

thought. It is probably 0.5 micra thick, and the

opposing sides are so close in the narrowed middle
portion as actually to touch. The coat is a lipo-

protein which is essential to normal cell function.

Within the cell boundaries is a highly concen-
trated hemoglobin solution which is attached to

the protein network by electrostatic attraction.

Any disturbance of this state is capable of chang-
ing the relationship of the hemoglobin to its cell,

with a resulting hemolysis. This can be accom-
plished by a change in the pH of the environ-

ment or by the exposure of the cell to hypotonic
solutions. The usual volume of the red cell is 90

cubic micra, and it has a surface area of 155

square micra. If the volume increases significantly,

the cell becomes progressively more nearly spher-

ical. To be a perfect sphere, the volume would
have to reach 180 cubic micra. In experimental

studies, the hemolysis which occurs begins at

volumes much below such a level.

CONGENITAL SPHEROCYTOSIS

In congenital spherocytosis, the red cell is

formed abnormally in an otherwise normal bone
marrow. There is insufficient surface area for the

volume of the cell, and in consequence the shape
is more nearly round. In the maturation of the

normoblast into a mature erythrocyte, there is a

relatively greater loss of surface area than of

volume.

The usual life span of a red cell is 120 days,

but in congenital spherocytosis it is from 10 to 20

days. This is a consistent and fundamental phe-

nomenon. If these spherocytic cells are transfused

into normal individuals, they continue to last 10

to 20 days, thus indicating that the defect is in-

herent in the cell. If the cells are transfused from
the patient as donor into an individual who has

had his spleen removed for a reason unrelated to

spherocytosis, they will last almost the full 120

days. Thus, it seems, a combination of the sphero-

cytosis and active spleen function is necessary for

the disturbance of life span to occur. Since trans-

fused normal donor cells survive for the normal
120 days in a patient with congenital spherocytosis,

the spleen alone does not produce the disease.

The clinical syndrome is the reflection of these

phenomena. The abnormally shaped cells are de-

stroyed by the normal spleen. It is likely that

they are caught in the pulp more easily than is a

normal red cell and that this circumstance is re-

sponsible for their unusual shape. It is also very
likely that they are abnormally fragile, and that

because the volume of the cell is extraordinarily

large and its situation exposes it to rough treat-

ment it undergoes greater hemolysis than nor-

mally occurs. There is good evidence that the

glycolytic action of the cell is important for the

maintenance of the potassium ion within the cell

and of the sodium ion outside. If the spherocyte

stagnates in the spleen long enough, the glycolytic

action ceases, potassium passes through the cell
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wall and sodium takes its place, thereby increas-

ing the fluid content which in turn may increase

hemolysis significantly.

The diagnosis of congenital spherocytosis de-

pends upon established criteria: (1) a family his-

tory of the disease in siblings and/or preceding

generations; (2) hypochromic anemia, the sever-

ity of which depends upon the extent of hemol-
ysis; (3) icterus, also in proportion to the hemol-
ysis; (4) elevated uroblinogen content in the

feces and in the urine due to the greater amount
of bilirubin which is released into the blood

stream and which subsequently passes through
the liver and into the bowel; (5) splenomegaly,
which is a finding in all but a few well established

cases; (6) hyperplasia of the bone marrow, also

a constant finding as the marrow responds to ex-

cessive blood loss by greatly increased cell forma-

tion. Hyperplasia also bears a direct relationship

to the degree of anemia. As hemolysis is increased,

the marrow cannot compensate adequately, and
anemia may become profound, despite extreme
hyperplasia. There may be an exception to this

during an acute hemolytic crisis, when, for a

time, bone marrow function is depressed.

Laboratory tests are related to the disturbed

physiology of the disease state. The bone marrow
has been described. There is also evidence of in-

creased fragility of the red cells, both in solutions

of increasingly hypotonic structure and on ex-

posure to some type of mechanical trauma. The
former may be made more definite if the cells

are incubated 24 hours before the test is per-

formed. The appearance of the cell is characteris-

tic when the disease is not too quiescent. It ap-

pears under the microscope just as described—

a

round cell that has lost the paler center portion

which represents the biconcave shape. At times,

the diagnosis will be missed if microscopic recog-

nition of the spherocyte is required during all

phases of the disease.

Congenital spherocytosis varies markedly in

intensity, undergoing many spontaneous remis-

sions and exacerbations. The treatment at any
time is splenectomy, and the operation should be
done when the diagnosis has been established. If

the diagnosis is correct, splenectomy will lead to

complete or almost complete relief of symptoms.
During an acute hemolytic crisis, it is sometimes
essential that a splenectomy be done as an emer-
gency procedure. The results may be dramatic,

at times restoring a patient who has appeared
almost moribund. Confusion about the results of

splenectomy in established congenital spherocy-

tosis probably stems from failure to distinguish

the congenital from the acquired form, or from
some similar illness.

ACQUIRED SPHEROCYTOSIS

Although it has a variety of other names, the

other very interesting syndrome which I propose

to discuss is best called acquired spherocytosis.

Clinically there are some differences which may
lead to the diagnosis and, subsequently, to the

appropriate therapy. The patient may have the

same symptoms as just described. There is, of

course, no pertinent family history, but, as before,

the patient is jaundiced, he has a fever, his spleen

is enlarged, he is anemic and he may have more
symptoms of gastrointestinal disturbances than
are to be noted in the congenital form. Varying
degrees of severity occur, and either form may
prove fatal.

Although it is not final, the evidence is convinc-

ing that there is a type of immune reaction which
causes this disease. There have been repeated

demonstrations of the existence of an incomplete

agglutinin which causes the changes in the red

cells. It has been described as a globulin material

which is similar to hyperimmune Rh substances

and is attached to the lipid fraction of the red
cell membrane. Knowledge of this phenomenon
became possible only with the recent improve-
ments in techniques for acquiring immunologic
data. This globulin substance, which is firmly at-

tached to the red cell at usual temperatures, can
be removed at 57 °C. It is active for all red cells,

and it is agglutinated by the anti-human globulin

which is prepared with rabbit blood in vivo. The
Coombs test which demonstrates this remarkable
event is done by exposing the cells under suitable

conditions to serum previously prepared by in-

jecting human blood into the rabbit, thus forming
anti-human globulin in the rabbit.

The cells in this disease are normal at matura-
tion. They developed in the bone marrow in an
undisturbed fashion, in contradistinction to the

faulty maturation in the congenital form. These
cells will last for the full 120 days in a normal
subject, but cells from a normal donor will sur-

vive in the patient for only a short time. This is

probably due to the acquisition of the incomplete

agglutinin by cells infused into the patient. The
agglutinin, as noted above, is active for all red

cells so that the type makes no difference in the

attachment of the substance to the cell membrane.
It is not understood why some individuals acquire

this abnormal cell reaction, but it is very clear

that it does not occur as a result of faulty cell

maturation.

The treatment of acquired spherocytosis has very

important differences from that of the congenital

form. Tiansfusions may cause further trouble, and
for some reason may actually prolong the disease.

In older individuals, transfusions have caused such

a marked increase in hemolytic activity as to

threaten the life of the patient or even to bring

about his death. On the other hand, transfusions of

fresh blood to the patient with congenital sphero-

cytosis may be lifesaving when anemia is very

marked. Although there is disagreement concern-

ing the percentage, splenectomy helps some pa-

tients with acquired spherocytosis. This confusion

can be dispelled only as the disease is diagnosed
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more consistently. If the patient is not responding

satisfactorily and the disease appears to be pro-

longed, splenectomy should be considered. It is

certainly successful often enough to justify the

operation for such individuals. But there is prob-

ably less than a 50 per cent chance that the patient

will be cured or markedly improved by splenec-

tomy.

At present, preliminary studies on the use of

ACTH and cortisone are encouraging enough to

justify further trial. There have been some case

reports of very marked response, with partial or

total disappearance of spherocytes. It is reason-

able that these substances may be helpful because
of their role in altering immune reactions. But be-

cause the disease also undergoes spontaneous
remissions and exacerbations, evaluation of any
treatment is hazardous. It is apparent that the

differential diagnosis between these syndromes is

extremely important, especially in the more se-

vere phases. There remains some doubt that all

patients with acquired spherocytosis will show a

positive Coombs test, but a positive test is very
strong evidence to support the diagnosis and may
in time become a prerequisite.

SUMMARY

1. The current understanding of the anatomy
and physiology of the red cell as it pertains to

spherocytosis was reviewed.

2. Congenital spherocytosis was described as a

disease arising from the faulty maturation of red

cells in the bone marrow and causing a recogniz-

able syndrome treated by splenectomy.

3. Acquired spherocytosis was described as a

disease occurring when normally developed red

cells are altered by a globulin substance. It also

produces a recognizable syndrome, but is treated

somewhat differently.

4. Careful distinction between these forms of the

disease is essential for the use of appropriate

treatment, and it may be life saving.

Changes in Communicable

Disease Rules

ABRAHAM GELPERIN, M.D., Dr. P.H.*

DES MOINES

The Iowa State Department of Health believes

that the modern use of sulfonamides and antibi-

otics in prophylaxis and treatment of communica-
ble disease is very definitely reducing both the

period and degree of infectivity of these diseases.

With this in mind we entered into a series of

conferences two years ago with Abraham Gel-

perin, M.D., Director, Des Moines-Polk County
Health Department, and other physicians in Polk
County to draw up a set of trial control proce-

dures for communicable disease in Polk County.

When it became apparent that these modifica-

tions were working successfully in Polk County,
we suggested certain other counties also try them,

after approval of their county medical societies

and their county and city boards of health.

If it becomes apparent that our physicians and
others interested in communicable disease control

prefer these modifications, the State Department

of Health will start negotiations toward getting

them adopted as official rules and regulations.

Ralph H. Heeren, M.D.
Deputy Commissioner

By Approval of:

Edmund G. Zimmerer, M.D.
Commissioner

* Director, Des Moines-Polk County Health Departments.

Programs for communicable disease control

slowly change as a result of the evaluation of

natural and man-made modifications in the host-

parasite relationship. Disease is as variable as

man; therefore, a study of host-parasite antago-

nism and interaction through the decades is im-

portant. Measles, scarlet fever, meningococcal
meningitis, diphtheria, whooping cough, and di-

arrhea are no longer important causes of child

and infant death. Except for the four common
childhood virus diseases (measles, German
measles, mumps, and chickenpox)

,
the seri-

ous childhood illnesses have declined in incidence,

as well as in mortality, for reasons such as im-

munization, decrease in the size of the average
American family, refrigeration, pasteurization,

sanitary packaging of food, natural modifications

in parasite virulence and loss of rural isolation,

as well as specific sera, sulfa drugs and anti-

biotics. Mortality has receded markedly or has

reached zero. Health department regulations and
practices therefore must periodically be re-evalu-

ated and modified in accordance with changes in

the host-parasite relationship, and with newly
available and utilized therapeutics and preven-

tives. 1 ' 2

In November, 1951, the Child Health and Welfare

Committee of the Polk County Medical Society,
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the Director of the Des Moines-Polk County
Health Departments and the Directors of the

Communicable Disease and the Maternal and
Child Health Divisions of the State Health De-
partment met to discuss communicable disease

regulations and practices in Polk County. The re-

sults of the meeting may be summarized as fol-

lows:

1. It was agreed that the marked changes which
have occurred in the morbidity of some and mor-
tality of most of the communicable diseases, and
the availability and wide medical usage of ef-

fective therapeutics and preventives require a

re-evaluation of present regulations.

2. It was recognized that communicable disease

regulations permitting the medical profession to

use those therapeutics and preventives have been
promulgated in other communities by the con-

certed action of local medical societies and health

departments, with salutary effects.

3. It was agreed unanimously that modification

of present practices should be initiated in Polk
County.

4. Coordination with such groups as schools,

hospitals, nursing organizations, was emphasized.
In addition, it was the opinion of the conferees

that the widest publicity to the people of Polk
County by the Medical Society and local health

departments is mandatory in order to insure un-

derstanding and cooperation.

The State Health Department gave approval
to a trial demonstration; and the County Medical
Society also approved the conclusions of its com-
mittee. The Des Moines city and Polk County
boards of health and all the boards of education in

the county were apprised of these actions. They
unanimously concurred. As addenda, the latter

group also approved uniform regulations for all

schools in the county, irrespective of location or

jurisdiction. 3 All interested and affected groups
cooperated in the widest publicizing of the new
regulations. Physicians in their daily contacts

with patients and families, and the health depart-

ment in frequent presentations to clubs, groups,

organizations and societies spearheaded the im-

portant job of public education.

The program as instituted can be summarized
as follows:

1. The minimum period of isolation of patients

with communicable diseases is unchanged.
2. The use of placards for all communicable dis-

eases is at the discretion of the director of public

health. They will not be used when there is ade-

quate isolation of the patient and adequate med-
ical attention. Tuberculosis is included in this

group.

3. Antibiotic prophylaxis for familial and other

intimate contacts to a case of scarlet fever or

streptococcal upper-respiratory-tract disease is

discretionary with the family physician. The doc-

tor may employ any antibiotic with any regime,

provided the contact is adequately protected for

the seven-days quarantine period—for example,
600,000 u procaine penicillin G with 2 per cent

aluminum monostearate for a 150 lb. high school

lad, given once. If antibiotic prophylaxis is em-
ployed, the quarantinable contacts may go back to

school or to work 24 hours after administration.

Adequate isolation and treatment of the patient

is the prerequisite to this routine.

4. Antibiotic or sulpha-drug prophylaxis of

familial and other intimate contacts of a patient

with meningococcal meningitis is also at the dis-

cretion of the family physician. One or two grams
of a sulpha drug for 3 days, for example, may be
employed. Adequate isolation and treatment of

the patient is again the prerequisite.

5. Contacts to a case of pertussis fall into two
categories, those who have had previous vaccine

prophylaxis and those with no history of specific

immunization. In the former instance, a single

booster is recommended, provided the prophylac-

tic inoculations have not been administered dur-

ing the previous year and the contact is under 12

years of age. These children may continue in

school. In the latter instance, child contacts are

to be excluded for two weeks unless immuniza-
tion is immediately initiated and the second and
third injections are given at two-week intervals,

instead of four weeks apart.

Immunization against pertussis of unprotected

familial or intimate contacts over 12 years of age,

as described in paragraph 5, is to be initiated with

caution. The older teen-age contact may forego

this preventive inoculation, depending upon the

judgment of the family physician.

6. A new regulation for infectious hepatitis is in-

cluded. School children with disease are excluded
for a minimum of four weeks, to insure adequate

recovery from this treacherous disease. All famil-

ial and intimate contacts are given gamma globu-

lin by the family doctor according to an agreed

schedule, i.e., lcc per 25 lbs., to a maximum of 4

cc. Since the state regulation for infectious-hepa-

titis isolation is seven days, the family physician’s

judgment will determine when an adult may be

released for work or other duties.

7. Contacts of patients with measles, German
measles, mumps and chickenpox are not quaran-

tined. Gamma globulin is recommended for modi-

fication of measles in child contacts. All school

personnel is informed that contacts of the four

virus diseases are to be inspected each day as a

part of home-room morning inspection by the

home-room teacher, and when first signs of illness

appear, referred to the school nurse or to the

family doctor if there is no school nurse available.

In this regard, through every channel of com-
munication the community must be informed that

it is best for children to have these childhood

diseases during childhood. 1 ’ 2

8. Local regulations concerning other communi-
cable diseases, such as poliomyelitis, scabies,

ringworm of the scalp, impetigo, diphtheria, etc.,
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are as listed in section IV B 3 of the Rules and

Regulations of the Control of Communicable Dis-

eases, State Health Department.

9. An intimate contact is any person who has

spent time in the home of the patient with said

patient during the prodromal-symptom period of

the disease in question, or has been a playmate of

the patient during the period just mentioned. It

is not to include contacts in the school room or

during normal working relations except under

very unusual circumstances. This definition is

applicable to all the communicable diseases de-

scribed above.

The new regime in communicable disease con-

trol has been in effect in Polk County for two

years. With the wholehearted backing and co-

operation of the county’s physicians, the partici-

pation of the affected agencies such as schools and

hospitals, and the understanding of an informed

community, our local program now has complete

acceptance. The presently accepted medical prac-

tices in the care and management of the com-

municable diseases have, in a sense, been legalized

and, to some degree, standardized.
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State University of Iowa College of Medicine

Clinical Pathologic Conference

October 14, 1953

SUMMARY OF CLINICAL FINDINGS

A 59 year old trucker was admitted to the Uni-

versity Hospitals. The accompanying relatives

related the following history. Five days before ad-

mission the patient sprained his back while at

work and was unable to continue his activities.

The same evening he complained of a sore neck,

but otherwise his condition was satisfactory.

Sometime during the night, the patient awoke
with a severe headache and was admitted to a

local hospital. A short time later he became le-

thargic and febrile.

For many years the patient had had coarse

physical features. The size of the head and hands
had continued to increase. For several years he

had been a diabetic and was taking ten units of

regular insulin one to two times a day. Addi-
tional symptoms included nocturia and three

stools per day.

On admission, the patient was lethargic, but
could be aroused. He would sit up on command,
grasp with both hands, and carry out other sim-

ilar acts as directed. He was disoriented in all

spheres, confused, and extremely restless. There
was moderate dyspnea. The blood pressure was
150/90 mm. Hg. The temperature was 103.6 de-

grees F. The pulse rate was 106, and the respira-

tory rate was 42 per minute. There was enlarge-

ment of the head, with prognathism. The antero-

posterior diameter of the chest equalled the tran-

verse. The hands and feet were extremely large.

Examination of the neck revealed moderate re-

sistance on anteflexion. The ocular rotations were
normal. The diameter of the pupils measured 2

mm. on the right and 3 mm. on the left. The light

reflexes were normal. Funduscopic examination

revealed mild arteriosclerotic changes in the ves-

sels. Examination of the chest revealed dullness

in both bases. The breath sounds were absent in

the lower lung fields posteriorly. Occasional moist

rales and expiratory wheezes were audible in the

right mid-lung posteriorly. Both inspiratory and

expiratory wheezes were audible in the left mid-

lung field anteriorly. There was moderate left-

ventricular enlargement. A systolic murmur was
heard at the apex. The liver edge was palpable

below the right costal margin and was tender.

The testes were small and atrophic.

The patient was able to move all four extremi-

ties equally well, and proper adaptive movements
were executed. The hand grips were estimated to

be normal. There was moderate lateral insta-

bility in both knees, with crepitation on motion.

The lower extremities were hyperextensible at

the hips. Sensory examination was not satisfac-

tory. Withdrawal responses were obtained on ap-

plication of noxious stimuli. The deep tendon re-

flexes were equal and active throughout. The
plantar responses were flexion.

Laboratory studies: The hemoglobin was 14.5

gm. per 100 ml. The white blood count was 15,400

per cu. mm. The specific gravity of the urine was
1.008. The pH was 7.0. There was 3 plus albuminu-
ria, and chemical tests for sugar and blood were
negative. Microscopic examination of the urine

revealed several hyalin casts and an occasional

white blood cell per high power field. X-rays of

the skull revealed enlargement of the sella tur-

cica. Overgrowth of the facial bones was evident,
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and there was extensive pneumatization of the

frontal sinus. A chest x-ray revealed an increase

in the bronchovascular markings in the right

cardiophrenic angle. The heart was enlarged,

and the configuration was of left ventricular hy-

pertrophy.

Fluids were administered subcutaneously, and

a wide spectrum of antibiotics was employed.

Nasal oxygen was administered. Throughout the

evening of admission, the patient’s course became
progressively worse. The respirations became
labored and very rapid. The level of consciousness

gradually ebbed. Eight hours after admission, the

patiently suddenly gasped, moved about in bed,

became cyanotic, and developed stridulous respi-

ration. Aspiration of the pharynx with a nasal

catheter yielded a small amount of tenacious

mucosa. Artificial respiration was performed man-
ually and with a bag and mask, but the patient

died.

CLINICAL DISCUSSION

Dr. Bernard I. Lewis, Medicine: The conference

today is concerned with a rather infrequent but
interesting and, at times, quite dramatic problem.

I assume that most of you have read the protocol

so that it will not be necessary for me to review

the history in great detail. In essence, we have a

59-year-old trucker with a prolonged, slowly pro-

gressive history of peculiar coarse features and
overgrowth of his skeleton, soft parts, and prob-

ably his internal organs. Certainly he had cardio-

megaly and hepatomegaly, if we are to rely on
the protocol. In addition, he had diabetes mellitus,

and it is noted that his testes were atrophic. De-
spite all these, he was apparently getting along

fairly well until five days before admission, when,
subsequent to a supposed minor injury—a back
strain—he developed a headache, became lethar-

gic, and spiked a fever.

He was admitted to a local hospital because of

these symptoms. Although not indicated in the

protocol, a lumbar puncture was performed there;

and, according to the patient’s hospital chart, this

revealed no cells, no evidence of gross blood, a

normal protein content, but an elevation of pres-

sure to 230 mm. of water. On admission here, the

patient was somnolent and lethargic, appeared
disoriented, had a pyrexia of 103.6 degrees, a
tachycardia of 106 and a blood pressure of 150/90,

and was hyperpneic and perhaps somewhat dysp-
neic. Neck resistance on anteflexion was demon-
strated. There was some pupillary inequality,

but the neurological examination was otherwise
not revealing. The other pertinent findings were
related to the pulmonary signs—the patient was
breathing both rapidly and with some difficulty;

he had bilateral basal rales, dullness, and
wheezes; and he had some moist rales over the

right middle lung area. He had a leukocytosis
of 15,000; the specific gravity of his urine was
1.008; and he had 3 plus albumin, an occasional

white blood cell, and some hyalin casts. Appar-
ently, a second lumbar puncture was not per-

formed here, which is unfortunate. However, he
did have some x-rays, and this might be an appro-

priate time to have Dr. Kerr tell us what they

revealed.

Dr. H. Dabney Kerr, Radiology: The significant

film on this case is the lateral of the skull, which
shows an increase in the size of the sella turcica.

Now, an increase in size of the sella turcica

doesn’t always mean an intrasellar tumor. The
intrasellar tumors we commonly see are the baso-

philic, the chromophobic, and the acidophilic ad-

enomas of the pituitary. The basophilic never,

in our experience, gave an increase in the size

of the sella. The acidophilic tumors give a defi-

nite increase in the size of the sella in about 50

per cent of the cases, whereas the chromophobic
in almost every instance give sellar changes.

The sella in its A-P dimension has a maximum
diameter of about 16 mm. Thus, as we see the sella

projected on the lateral film, we have in this in-

stance one which measures from 18 to 19 mm. Its

depth is also increased slightly. There are other

lesions which will give an increase in the size of

the sella turcica. Some of these are parasellar

lesions, and the increase of intracranial pressure

with constant pulsation of the third ventricle

down into the infundibulum of the pituitary will

give an increase in the size of the sella also. On
this film also you can see a great increase in the

size of the frontal sinuses.

The other view, which is not very satisfactory

technically and which I’ll not show you, indicates

also that the frontal sinuses are very large. This,

in itself, gives us an impression that we are deal-

ing with an intrasellar tumor of the acidophilic

type, the type which is hormonally active and
leads to acromegaly. So that from this film alone,

we could give an impression of an intrasellar

tumor of the acidophilic type with production of

acromegaly. This type of tumor gives acromegaly
only after the epiphyses are closed and the pa-

tient has gained his adulthood.

The other film is not particularly significant,

but since it has been mentioned, I’ll simply point

out that this man had a definite increase in the

size of his heart, with an accentuation of the left

ventricular curve and, undoubtedly, a hypertro-

phy of the left ventricle and some dilatation of

the aorta also. The lung fields, I feel sure, are not

significant so far as any pathological processes are

concerned. Thus our only impression here was
that this patient had an acidophilic tumor of the

pituitary with an increase in the size of the sella

turcica and also an increase in the size of his

paranasal sinuses.

Dr. Lewis: This bronchial vascular marking of

the right cardiophrenic angle is not significant, in

your opinion, Dr. Kerr?
Dr. Kerr: I think they are of no significance.

Dr. Lewis: Thank you. To return to the protocol,
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it is evident that this patient followed a progres-

sive downhill course in the hospital—a rapidly

progressive course. Despite oxygen, fluids, and

antibiotics, he became more dyspneic, lapsed into

coma, then developed a sudden cyanosis and

stridor, and died.

It seems to me that we have two problems to

contend with here. First of all, the fundamental,

slowly progressive metabolic derangement and,

secondly, the basis of the acute train of events

that led to the patient’s hospitalization and sub-

sequent death.

As Dr. Kerr has indicated, the x-ray findings

are indicative of an acromegalic process which is

confirmed by the patient’s clinical appearance.

The scanty description given in the protocol made
that quite evident to everyone I am sure. These

people present a dramatic and unusual appear-

ance. There was a wrestler known as “The Angel”

who was probably the best-known example of this

syndrome in recent years. Those of you who re-

member him will be provided, in your minds’ eyes,

with a reasonable facsimile of our patient today.

Acromegaly is a relatively infrequent syndrome.
It occurs most commonly in the third decade.

There is a one-to-one sex ratio. The precipitating

cause of the disease is unknown. Characteristic-

ally, there is present an acidophilic or eosinophilic

adenoma of the anterior pituitary, although hyper-

plasia of these cells may result in the same con-

sequences. The manifestations can be best con-

sidered in the light of two concurrent processes.

First, the mechanical consequences of any intra-

cranial, space-occupying lesion: increased intra-

cranial pressure, headache, and visual symptoms,
with the last most often a bitemporal hemianopsia,

although occasionally a homonymous hemianopsia
may occur. Unilateral or bilateral optic atrophy
may develop as well. Skull x-ray generally re-

veals an enlargement of the sella turcica and
erosion and destruction of the clinoid processes.

Second, and much more intriguing, are the

widespread endocrine changes which result from
this tumor or hyperplasia. As a result of the in-

crease in number and function of the acidophilic

cells, there is effected a tremendous overgrowth
of the skeleton, soft parts, and viscera. The periph-

eral skeleton is most markedly involved. The
skull is thickened: the supraorbital ridges are

very pi’ominent; the lower jaw enlarges and is

prognathous in type. Because the epiphyses are

already united, the enlargement of the bones of

the extremities is of a transverse rather than lon-

gitudinal type. These bones are greatly thickened,

widened, and made extremely heavy. As time goes
on, osteoporotic changes tend to occur in the

cancellous bones, and there usually develops a

dorsal kyphosis, which is another characteristic

feature of the disease. In addition to these direct

effects of the eosinophilic cellular hyperfunction,
other hormonal changes occur which are believed

to result from irritation to the adjacent, actively-

secreting cells in the anterior pituitary. There is

increased production of the thyroid-stimulating

hormone. The presence of goiter is an extremely

frequent finding in acromegaly, but frank hyper-

thyroidism is much less common. There is in-

creased production of ACTH. The adrenal cortex

is usually hypertrophied but, paradoxically, there

are few clinical manifestations of increased adre-

nal cortical function, although possibly related

changes such as hirsutism and a disturbance of

carbohydrate metabolism are often present. The
disturbances in carbohydrate metabolism are not

clearly understood, as far as I am aware. The
adrenocortical hyperfunction probably plays an
important part, but the diabetogenic factors from
the pituitary also appear to be involved. Be that

as it may, hyperglycemia and glycosuria are

common findings, whereas frank diabetes mel-

litus is somewhat less common, though still fre-

quent. This type of diabetes is usually rather re-

sistant and is not too easily controlled by our
standard measures of diet and insulin therapy.

Gonadotrophic secretion is also affected, with

an increased production of the gonadotrophins.

Early in the disease there tends to be hypertrophy
of the genitalia, most often affecting the male.

There is also an increase in libido and potentia.

In women, menstrual irregularities and amenor-
rhea frequently develop. As a result, presumably
of pressure on the hypothalamus and pathways
between the hypothalamus and posterior pitui-

tary, the picture of diabetes insipidus may super-

vene. Polydipsia and polyuria develop, appar-

ently unrelated to the presence of hyperglycemia
and glycosuria. Polyphagia, somnolence, and
thermal derangements may occur as well, as the

result of encroachment upon the hypothalamus.
The illness is usually slowly progressive, and

the course may extend from 5 to 30 or more years.

With the passage of time, the manifestations of

hypopituitarism gradually tend to supervene, in

contrast to the hyperfunctioning state present

early. This is thought to result from pressure
atrophy of the adjacent cells in the pituitary. The
common manifestations are progressive weakness,
depression, and changes suggestive of hypothy-
roidism (such as cold sensitivity), an extremely
low BMR, loss of hair, dry skin, decrease in

sweating, and the like. Gonadal atrophy with a

marked decrease in libido and potentia tend to

occur at this stage as well, but rarely does there

develop the cachetic picture of Simmonds’ disease.

The hazards, complications, and causes of

death are, in brief, intracranial extension of the

tumor mass, hemorrhage, diabetes and its sequel-

lae, congestive heart failure, and intercurrent in-

fection. The differential diagnosis usually pro-

vides no significant problem and, in the interest

of time, I will dispense with it.

Let us consider the second problem that this

patient presented—the complications which led to

his death. Their nature and course suggested two
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things to me—first, that something acute had hap-

pened in the central nervous system and, second,

that there was probably an acute infectious proc-

ess, most likely in the respiratory tract. The only

spinal fluid examination we have was performed
at another hospital, and this revealed only a mild

increase in pressure. As we must rely on the data

available, this would tend to exclude a significant

infection in the central nervous system. There was
no evidence of diabetic acidosis, which must al-

ways be considered in problems of this nature.

It is likely, therefore, that what happened here

was an extension and/or hemorrhage involv-

ing the tumor mass with secondary encroach-

ment upon vital centers in the brain. If hemor-
rhage was indeed present, one can speculate that

it might have been precipitated by the strain

which caused his back injury. However, this is

sheer conjecture and cannot be substantiated. The
fever might be explained in part by involvement

of the hypothalamic region, but is likely to be
related to the infectious process. The leukocytosis

points toward an infection, and the pulmonary
findings are suggestive of a pneumonitis and per-

haps some degree of atelectasis.

I wondered for a moment whether this postu-

lated pneumonitis might have been secondary to

the aspiration and, in turn, a consequence of the

central nervous system process. However, this is

only a possibility, and perhaps we shall receive

the answer later.

In conclusion, I suspect the cause of death here

was the encroachment upon vital brain centers,

aided and abetted by the toxic and septic factors

secondary to the postulated pneumonia. I won-
der if Dr. Meyers will tell us something about the

complications in this condition from the point of

view of the neurosurgeon, and also what he thinks

might have been the cause of death.

Dr. H. Russell Meyers, Neurosurgery: Dr. Lewis
has given us a very comprehensive survey of the

pertinent diagnostic considerations. My remarks
fall wholly within the framework of his discus-

sion.

We are told that the clinical examination re-

vealed a moderate nuchal rigidity. Can this state-

ment be reconciled with the report that the cere-

brospinal fluid was clear, colorless, and lacking

in pleocytosis? Manifestly, it can, for meningeal
irritation is but one among many pathologic fac-

tors that may produce a stiff neck. We recall such

additional factors as systemic toxic myositis,

sprain of the several soft tissues of the neck due
to head trauma, and arthritis, spondylosis, and
osteoarthrosis of the cervical spine. Any one or

a combination of these might have been present

in the patient under consideration. All that we
may safely deduce from the cerebrospinal fluid

data is that viral, bacterial, and aseptic chemical

agents (e.g., blood and blood pigments) probably

had no free access to the cerebral subarachnoid

spaces.

As to the 230 mm. IDO pressure of cerebro-

spinal fluid, before concluding that this consti-

tutes an intracranial hypertension in need of

explanation, we should assure ourselves that the

reading was made under proper conditions, namely
the relaxation of the patient and no elevation of

the head above the level of the recording needle.

The protocol provides no assurance that these

conditions were met. If, however, we could rely

upon this datum, we should have to postulate a

space-taking intracranial lesion of some sort.

To be sure, the clinical and roentgenographic
evidence in our patient strongly indicates that he
harbored a pituitary tumor, probably eosino-

philic in type. But this sort of tumor, in and of

itself, rarely produces intracranial hypertension.

By far the majority of these tumors remain con-

fined beneath the diaphragma sellae. Those that

break down this barrier and enlarge sufficiently

to produce a measurable intracranial hyperten-
sion almost inevitably produce “neighborhood
signs,” i.e., they compromise the functions of the

second, third, fourth, fifth and sixth cranial

nerves. We recall that no such signs were reported

in the present case.

This should not, of course, be construed to mean
that they could not have been present, and, surely,

it does not exclude the possibility of “apoplexy”

of a pituitary vessel within the sella turcica.

The signs and symptoms actually listed in the

protocol, e.g., arterial hypertension, fever of 103.6

degrees F., bradycardia, hyperpnea, dyspnea, rest-

lessness, confusion, disorientation, etc., are non-

specific and generally characteristic of a number
of acute systemic toxic and infectious processes.

In themselves, they do not force us to conclude

that their origin is within the cranium; they may
occur in the absence, as well as in the presence,

of a pituitary tumor and need not be at all re-

lated to the tumor. Furthermore, these signs are

not usually characteristic of intracranial tumors,

edema, and similar pathologic processes that act

upon the hypothalamus. In consideration of con-

ventional physiological teachings, one would cer-

tainly suppose them to be, but clinical neurolog-

ical experience does not bear out such expecta-

tions. On the contrary, patients harboring crani-

opharyngiomas, pituitary tumors, meningiomas,
chordomas, gliomas, etc., usually die by a process

of slow depletion of vital functions, and not in

consequence of gyrating overactivity of hypo-

thalamic functions. The circumstances required

for dramatic disturbance of hypothalamic func-

tions are those of relatively rapid action, e.g.,

trauma. An apoplectic hemorrhage within the

pituitary might indeed provide these conditions,

but only if the tumor escapes well beyond the

confines of the diaphragma sellae, and only if the

mass is already of considerable magnitude. A few
milliliters of blood would hardly meet these re-

quirements.

Dr. Lewis: Do I understand you to mean that
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you don't think that the expansion of the tumor
in itself is sufficient to be lethal to this man?

Dr. Meyers: Yes, that is what I mean. In brief,

the mere demonstration of a lesion at autopsy,

however interesting from the pathologic stand-

point, does not compel the conclusion that it was
responsible for the train of events leading up to

a patient’s death. It might in some cases be a mere
result of some occult, but potent, etiologic process,

which leads to the death of the patient.

I am not much impressed by the magnitude of

the hemorrhage demonstrated today within the

confines of the sella turcica. I suspect that many
patients with pituitary tumors have at one time

or another minor apoplectiform events within the

sella that cause little or no clinical disturbance.

In time, clots may become liquefied and appear

at operation or autopsy as xanthochromic, cystic

lesions. Again, we have in no sense ruled out in

today’s problem the various possibilities of sys-

temic toxic-infectious processes mentioned earlier

in the discussion. Failure to have identified such

should not be viewed as equivalent to asserting

they did not exist.

Dr. Lewis: Thank you, Dr. Meyers. I trust Dr.

Stamler, who will present the postmortem find-

ings, will provide us with the answer to some of

the unsolved questions in this case.

Dr. Frederick W. Stamler, Pathology: There was
an eosinophilic adenoma replacing the anterior

lobe of the hypophysis, with extensive old and
recent hemorrhage and necrosis of the tumor.

The tumor was unusually well encapsulated, so

that there was practically no hemorrhage beyond
the confines of the tumor. It was rather a large

tumor for a pituitary adenoma, being three centi-

meters in its greatest dimension. It bulged out of

the enlarged pituitary fossa, but did not obviously

encroach upon the adjacent structures to any
great extent.

The body was of typical acromegalic type with
generalized visceromegaly in addition to the

skeletal changes which have been described. The
organs, such as the lungs, heart, liver, spleen
and kidneys were rather uniformly enlarged to

roughly twice the normal size and weight.

The other endocrine abnormalities included a

colloid goiter and atrophy of the testes and pros-

tate. Adrenal changes were not striking, and pan-
creatic islet tissue was of normal distribution and
exhibited the normal staining reactions.

Dr. Lewis: Did the lungs have anything abnor-
mal to show, such as bronchopneumonia? Do you
think the hemorrhage into the pituitary tumor
was the cause of death?

Dr. Stamler: There was an early lobular pneu-
monia, involving principally the right lower lobe.

I regard this as a terminal process, secondary to

whatever brought on his comatose state progress-

ing to death, but certainly not a primary cause
of his difficulties.

In regard to his tumor, there was extensive

Figure 1. Encapsulated hemorrhagic pituitary tumor.

recent hemorrhage with necrosis of the tumor
and surviving remnants of the anterior pituitary

lobe, together with considerable swelling of the

tumor capsule. I cannot say whether or not it

was this that caused the patient’s death, but I

have nothing better to offer.

SUMMARY OF NECROPSY FINDINGS

The body was of typical acromegalic type with

generalized visceromegaly in addition to the skel-

etal changes previously noted. The anterior pitui-

tary lobe was replaced by an eosinophilic adenoma
with extensive old and recent hemorrhage and
necrosis. There was confluent necrotizing pneu-
monia, principally of the right lower lung lobe.

Additional endocrine abnormalities included atro-

phy of the right testis and prostate and a colloid

goiter of the thyroid gland. There was a moderate
degree of generalized arteriosclerosis.

NECROPSY DIAGNOSIS

Acromegaly.
Eosinophilic adenoma, pituitary, with hemor-

rhage and necrosis.

Confluent necrotizing pneumonia, right lower
lung lobe.

Colloid goiter, thyroid.

Atrophy, right testis and prostate.

Arteriosclerosis, moderate, generalized.

Dr. Lewis: We still don’t know why this man
died. Dr. Halmi has come over to tell us a little

bit about his work with the hypothalamus and his

hypothesis. Perhaps he will be able to shed a lit-

tle light on the problem.
Dr. Nicholas S. Halmi, Anatomy: I am afraid

I shall disappoint you. I have had very little per-

sonal experience with the problems of acromegaly.

Dr. Lewis attributed the hypersecretion of pitu-

itai’y principles other than growth hormones,
which may occur in acromegaly, to a stimulation

of the pituitary remnant rather than to the tumor
proper. This idea is very gratifying, since we have
good evidence in rats that e.g. thyrotrophin is

not secreted by the acidophils, and we would like

to believe that there is something else in common
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between human beings and rats than that they

both are omnivorous and occasionally show signs

of (more or less sublimated) cannibalistic tenden-

cies.

There have been observations of elevated blood

thyrotrophin levels in some acromegalic patients,

but apparently more acromegalics show thyroid

enlargement than hyperthyroidism.

As to the gonads, there may possibly be an

initial stimulation by gonadotrophin, but eventu-

ally they tend to atrophy in this condition. This

may be accounted for by a “crowding out” of

pituitary gonadotrophic cells, which, in animals,

again do not appear to belong to the acidophilic

variety.

With regard to the adrenal, the postulation of

an increased release of ACTH may not be neces-

sary to explain the adrenal enlargement of acro-

megalics. Purified growth hormone (that is, “puri-

fied” by the criteria of the protein chemist, which

are not necessarily those of the biologist) may
bring about adrenal enlargement in experimental

animals, but in these there is as little evidence

of frank hyperadrenocorticism as there is in most

acromegalics with hyperplastic adrenal cortices.

In the present patient, indices of adrenal cortical

function were not examined, but no adrenal en-

largement was found at autopsy.

Although the view has been recently advanced
that growth hormone is not identical with dia-

betogenic hormone, there appears to be more
evidence in favor of the thesis that it is. Thus,

it is not necessary to blame the adrenal for the

fact that so many patients with acromegaly are

diabetic. Attempts to produce acromegaly or a

diabetic condition in human beings by the admin-

istration of growth hormone have so far not been

successful. However, “heroic” doses were not

given. (As you know, we call it a “heroic” experi-

ment when we give very large doses—this makes
a hero out of the doctor if he is successful, and
a hero out of the patient in any event). Recently,

Kinsell was able to aggravate the pre-existent

diabetes of one patient by giving him growth
hormone.

It is of interest that great species differences

exist in the susceptibility of growth-hormone-
induced derangements in carbohydrate metabo-

lism. The rat is an animal which is remarkably
immune. The dog and the cat, on the other hand,

are vulnerable. Humans are more like rats in this

respect.

Dr. Lewis: Thank you very much, Dr. Halmi.

Time is getting short. I shall go right on to ther-

apy now, and I shall ask Dr. Kerr to tell us about
the therapeutic radiation measures that form
the main form of treatment for this condition.

Dr. Kerr: I shall make my remarks as brief as

possible in order to get over to you some of the

things that we think about irradiation in regard

to pituitary tumors. In general, I think it is con-

sidered, not only by radiologists but by a great

many neurosurgeons, that the primary attack

Figure 2. Photomicrograph of an eosinophilic adenoma of
the pituitary gland, showing hemorrhage and necrosis. A
narrow rim of anterior pituitary tissue is present at the
periphery.

upon pituitary tumors of the chromophobic and
acidophilic type must be by radiation. There are,

however, those neurosurgeons who disagree with

this point o( view. Dr. Davidoff, of New York,* is

in accord with this idea, unless there is a good

chance of the patient’s becoming blind during the

interval when radiation is being given. In our

work here we treat patients with pituitary adeno-

ma all in one course, which has not been the

usual method of treatment elsewhere. Previously,

small doses were given every few months—doses

from 1,200 to 1,500 delivered roentgens, and the

results were not quite what we wished. Of course,

the results are still not quite what we wish.

I think that we have probably reached a peak
in what we can do. We give a single course of

irradiation and try to deliver between 2,500 and
3,500 roentgens to the tumor itself. In about 70

per cent of the cases, there is good response. This

good response is manifested by a complete re-

gression of the symptoms, such as headache, an
increase in the visual field cuts, and a restoration

of the patient to relative normality.

What prevents good results in most of our

unsuccessful cases is the fact that some of these

tumors have cystic degeneration. Most, but not

all, of these patients are found at operation to

have cystic lesions. We think it is extremely

important to follow these patients carefully with

visual field studies and let them go not longer

than two months following irradiation. At that

time, if there is any indication that there is an
increase in the visual field cut, the neurosurgeon
should be called in immediately and his help

asked.

Generally speaking, however, a good result

from radiation in pituitary tumors is permanent.

I know that Dr. Meyers has recently seen a case

for us where the result was good, but later, symp-
(Continued on page 37

)

* Dr. Leo Davidoff, Montefiore Hospital for Chronic Dis-
eases, New York, New York.
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A.M.A. INTERIM SESSION

The physicians of Iowa were well represented
and took an active part in the clinical sessions

held in St. Louis in December. At the close of the

editorial section of this month’s Journal is a

resume of the transactions of the House of Del-

egates. We urge that you pay particular attention

to the resolution adopted concerning Blue Cross
and Blue Shield.

HAPPY NEW YEAR!

Once more, the time has arrived for the

Journal to offer its readers our very best wishes
for the coming year.

Your Society has been active the past year with
problems which would appear to become more
complex as time goes by. Particularly noteworthy
have been the district mental-health workshops
held in six centers throughout the state, for which
the scientific programs were provided by the So-
ciety, in cooperation with the Division of Health
Education of the Iowa State Department of Health.
The efforts of the Society to sponsor the growth
of Blue Cross-Blue Shield plans have been fruit-

ful, but there are many difficulties remaining to

be solved.

During 1953, the College of Medicine of the

State University of Iowa was fortunate in obtain-

ing the services of Dr. Norman B. Nelson as its

new dean. His administration had an auspicious
beginning, and we continue to wish him the utmost
success. Under his guidance, our College of Med-
icine should not only do much for the physicians

of Iowa, but also should continue to occupy a

prominent place among the medical schools of the

nation.

The annual state meeting of the Society, to be
held in Des Moines in April, 1954, already prom-
ises a program which will make your attendance

well worth while.

We again bespeak your cooperation in forward-

ing the programs which your Society has under-

taken. In unity there is strength, and we must con-

tinue to band together if we are to promote good
medical care for all of the citizens of Iowa.

A NEW ERA

A challenging new book by Jensen, entitled

Modern Concepts in Medicine* describes in its

first two chapters the development of medical-

thought methodology. The author outlines the

stages through which our thinking has passed.

These stages are not, of course, air tight, for even
today we use some of the early methods. For ex-

ample, although the first era of superstition and
magic is almost extinct, it has not altogether dis-

appeared from our present scene.

Primitive man, lacking knowledge, demanded
some explanation to satisfy his medical curiosity.

He instituted the era of speculative superstition.

Knowledge first came in 400 B.C. with Hippocra-

tes, who documented facts through simple obser-

vation. Then came the dark ages, which halted

progress until about 1500 A.D. Thereafter, obser-

vation became more complex, with the dissec-

tion of the human body. Vesalius produced his

great book, De Humani Corporis Fabrica. About
a century later came the era of the physiologic

experiment, which was highlighted by the obser-

vations of Kepler, Galileo, Descartes, Bacon, and
Harvey. With the nineteenth century came classi-

fication of disease, when doctors, culminating with

Osier, began to think in terms of entities such as

Bright’s Disease, Addison’s Disease and tuber-

culosis. The surgical era developed in the late

nineteenth century and reached its zenith in the

first half of the twentieth century with discovery

of an amazing array of new technics. During these

years also, the statistical method flourished, with

reports from large institutions of hundreds and
thousands of cases. All these methods are being

used today, even though their zeniths have passed.

Today, scientists are beginning to study the

integrative processes of the body, the “milieu in-

terieur” of Bernard. The Selyes and the Kendalls

are helping us realize that cancer of the stomach,

arthritis and pneumonia are not only diseases of

a certain part, but diseases of the whole organism

as well. They are beginning to study the elusive

electrolyte, the hormones, the regulatory mecha-
nisms of the body and other biochemical phenom-

* Modern Concepts of Medicine, J. Jensen, (St. Louis,
C. V. Mosby Co., 1953).
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ena. Such terms as pyruvic acid, nucleic, and car-

bonic anhydrase are shunned by us of little knowl-

edge as being of no import, but tomorrow such

substances as these will be the building stones of

medical thought. For it is through study of cel-

lular, intercellular, and intracellular metabolism
that we shall discover the answers to such great

questions as the nature of aging, arteriosclerosis,

cancer, and individual susceptibility.

We owe it to ourselves to attempt to achieve

some familiarity with these obscure substances,

for one day they will prove more fascinating than

surgery, bacteriology, and clinical description of

disease combined. We are at the dawn of a tre-

mendously exciting new era, that of the discovery

of the basic processes of disease!

TWO NEW YEAR'S RESOLUTIONS

Membei's of the medical profession have many
demands made upon them, and it is a matter of

public record that their response is almost al-

ways good. Yet, there are exceptions. Sitting in

the House of Delegates at the St. Louis A.M.A.
meeting, one heard a good deal about some of the

special projects of physicians, among them the

World Medical Association and the American
Medical Education Foundation. For the fourth

straight year, the A.M.A. has given half a million

dollars to the American Medical Education Foun-
dation, but the trustees warned that it would not

be possible to continue yearly grants of that size

much longer.

Industry is already providing many times as

much money for the benefit of medical schools

as is the medical profession. Every doctor knows
that the tuition he paid for his medical training

did not begin to cover the cost of that training.

Medical schools have been aided by endowments,
grants, gifts, and taxes in making available their

teaching programs. As a result, the cost of our

medical education was subsidized by someone
other than ourselves.

Today the number of gifts has diminished be-

cause of high taxes; the interest on endowments
not only is probably less than it was even ten

years ago, but, as costs increase, its fixed dollar

buys less and less. Medical schools have found it

difficult to maintain their high standards with cur-

rent income.

Adopting the philosophy that physicians whose
medical education was subsidized now owe a

moral debt to assist in training the oncoming gen-

erations, the A.M.A. set up its Foundation in

1950. Here in Iowa the delegates of the county

medical societies were made responsible for solic-

iting support for the fund.

Our record of contributions is not too good.

Some physicians have given each year and de-

serve our thanks. Some, however, have failed to

respond to the cause. Let us, as we enter the New

Year, examine the record and make sure we have
done our part.

The World Medical Association is another

organization which belongs to practicing physi-

cians the world over. It has much to its credit in

the creation of closer ties between physicians of

freedom-loving countries. In 1948 it enunciated a

modification of the Hippocratic Oath known as

the Declaration of Geneva, as a direct outgrowth

of a study of the German war crimes. A natural

sequence was the adoption of the International

Code of Medical Ethics, which has been approved

by the American Medical Association.

Since many of the participating physicians live

in countries that lack sufficient funds to finance

the activities of the Association, the United States

Committee has stepped into the breach. Every
physician is welcome to membership, and, fur-

ther, his support is needed. Yearly dues are $10.

If sent to the State Society office, they will be

forwarded.

This is another worthy project of the medical

profession which merits each physician’s consider-

ation. We hope the New Year will see an increase

in the Iowa members of the World Medical Asso-

ciation.

NEW IMMUNIZATION PRODUCTS

Two new products for immunization simultane-

ously against diphtheria, whooping cough and

tetanus have been announced by the Eli Lilly

Company. They are “Tridipigen, Alum Precipi-

tated,” which is particularly recommended when
immunization is begun before the age of six

months, and “Tridipigen, Fluid,” for general use.

Both products are suspensions of killed hemoph-
ilus pertussis organisms together with purified

diphtheria and tetanus toxoids in physiological

saline solution. Thimerosal, 1:10,000 is added as

a preservative.

The pertussis element in these compounds is

standardized by the new National Institute of

Health method, which prescribes that the total

immunizing dose shall contain twelve NIH pro-

tective antigenic units, the equal in antigenicity

(not count) of between 90 billion and 96 billion

NIH Reference Standard hemophilus pertussis

organisms. The new method of standardization

has been introduced to put dosages on the basis

of antigenicity rather than of bacterial count and

to facilitate the maximum immunological response

from the minimum dose of bacteria.

OBSTETRICS & GYNECOLOGY CONFERENCE

The Department of Obstetrics and Gynecology

of the College of Medicine at S.U.I. is planning to

have a post-graduate conference on March 5 and

6, 1954. Programs will be mailed to physicians.
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NATHANIEL GRAHAM ALCOCK, M.D.

The membership of the Iowa State Medical
Society is saddened to learn of the death, on De-
cember 10, 1953, of Dr. Nathaniel Graham Alcock,

72, one of its past-presidents (1950) and professor

emeritus of urology at the College of Medicine of

the State University of Iowa.

He died of heart disease, after an illness of

about eight months, at Mercy Hospital, in Iowa
City.

In the April, 1950, issue of the Journal of the

Iowa State Medical Society, a special committee
named by the Executive Committee of the Col-

lege of Medicine said: “The pioneering work of

Dr. Alcock in the development of transurethal

surgery was probably the outstanding develop-

ment in urological surgery for the period 1930 to

1940. It brought comfort and long life to thousands
of patients in Iowa and elsewhere who were suf-

fering from prostatic disease. Urologists from all

over the world were attracted to the department.
“Dr. Alcock’s qualities as a teacher are equal to

his abilities as a clinician. His lectures and his

bedside teaching are second to none. The depart-

ment of urology taught not only the medical stu-

dents, the interns and the residents and visitors at

the department, but also every doctor whose
patient came under his care.”

Dr. Alcock was a native of Wisconsin and re-

ceived his entire collegiate training, academic as

well as medical, at Northwestern University. After

interning at Alexian Brothers Hospital, in Chica-

go, and practicing eighteen months at Pueblo,
Colorado, he came to the State University of Iowa
as an instructor in 1915. After he retired from full-

time duty on the faculty of the University, in

October, 1949, he continued to teach some classes,

and he engaged in private practice as chief of

urology at Mercy Hospital, Iowa City.

Friends wishing to share in perpetuating his

memory are invited to contribute to a fund that is

being established in his name at that hospital.

HIGHLIGHTS OF A.M.A. INTERIM SESSION

The 1953 Interim Session of the American Med-
ical Association which was held in St. Louis, Mis-

souri, December 1-4, attracted approximately 2,700

physicians and about an equal number of guests.

This report is limited to business of the House
of Delegates, the policy-making body of the Amer-
ican Medical Association. One hundred seventy-

eight delegates were seated in the House at this

session. Iowa was represented in the House by
Drs. George Braunlich, Davenport; D. C. Con-

zett, Dubuque; and D. F. Ward, Dubuque. Dr.

Ward was seated in the absence of Dr. G. V.

Caughlan who was unable to attend. Dr. Gordan
Harkness of Davenport was seated in the House
as the delegate representing the section on laryn-

gology, otology and rhinology.

general practitioner of the year

The first day of business of the 3-day session

was devoted to the election of the General Prac-

titioner of the Year, the address of the president,

committee reports, and the introduction of resolu-

tions under new business. Dr. Joseph I. Greenwell

of New Haven, Kentucky, was named General
Practitioner of the Year. The award was an-

nounced by Dr. Dwight H. Murray of Napa, Cali-

fornia, Chairman, Board of Trustees, American
Medical Association, following the selection of

Dr. Greenwell by a special three-man committee
of the Board which studied nominations from
State Medical Societies. Iowa did not have a can-

didate who was considered for this award. Dr.

Pierre Sartor of Titonka, who was Iowa’s out-

standing general practitioner for the year, asked
that his name not be submitted. Dr. Greenwell is

80 years of age, a native of Kentucky who has

practiced in Nelson, Hardin, LaRue, and Marion
counties since receiving his M.D. degree from the

Louisville Hospital College of Medicine in 1900.

He has delivered almost 4,300 babies, more than 80

of them this year. He has been active throughout
his career in scientific, professional, and commu-
nity affairs. He was mayor of New Haven for 14

years and a member of the town’s Board of Trus-

tees for 25 years. Dr. Greenwell has been acting

health officer for the past 8 years. Dr. Greenwell’s

two sons, Richard and Nicholas, were present at

the time their father received this high award.

president’s p.r. plan

Dr. Edward J. McCormick, in his Presidential

address, gave a progress report of the nine-point

medical care program which he outlined before

the House of Delegates in New York last June.

This program follows:

1. “Placement services are now in existence in

37 states. Of these, 32 are operated by medical
societies. It is important to the future of medicine
that every community have access to a physician.

Medicine must actively aid those communities
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which are trying to attract doctors by building

modern facilities for them.

2. “Over 600 of our county medical societies

now have 24-hour emergency call services. I urge
all others to support such a system.

3. “Every medical society must have a strong

and fearless mediation committee to hear patients’

complaints. These must not be whitewash com-
mittees.

4. “Physician and hospital relationships must
be clarified and steps taken toward mutual co-

operation. I advise the formation of physician-

hospital committees by state and county medical

societies to work toward better relations in local

communities.

5. “Every county society should become an
active unit in the nationwide effort to develop

and expand voluntary health insurance.

6. “Too many physicians have been isolationists

within their communities. Local societies should

encourage each individual member to participate

in some civic undertaking.

7. “Every doctor must be brought to realize that

public relations begins in his or her office—that

the way in which they treat patients reflects for

good or ill on the entire profession.

8. “All county and state societies should make
continued efforts to develop a close association

with writers for press, radio and television.

9. “There is a need for unity within the profes-

sion. I have noticed a distressing regression to-

ward petty internal wrangling, charges and coun-

tercharges and divisive activities by various

groups within the profession.”

Dr. McCormick stated that in his travels through-

out the country he had gained the impression

that considerable progress has been made in

adopting the programs which he had outlined last

June. He stated that even though there is evidence

of progress, we still have a long way to go in

improving the public’s attitude toward the med-
ical profession. He urged the delegates to return

home and campaign for stronger Grievance Com-
mittees which would have the power to expel

the members of the medical profession who violate

the code of medical ethics. In his opinion, good
public relations cannot be bought—they must be
earned. Each physician must assure good medi-
cal service if we are to have a successful public

relations program, he said.

Referring to recent national publicity, Dr. Mc-
Cormick stated that he is entirely opposed to a

national program of publicity that results from
the sins of a few, but smears all physicians. He
believes public relations is a grass-roots problem
and that P.R. should have its beginning between
each individual physician and each patient. The
president spoke of the expansion of voluntary
health insurance but called for more attention

to the problem of covering catastrophic illnesses

and care of the aged. In speaking of the medical-

economic problems, the president stated that in

the last six months he had observed little evidence
of change in the socialistic trend and government
intrusion into the business affairs of the people.

If we are to survive as a democracy, we, as doc-

tors and community leaders, must request that

all join together under a code of ethics as high in

principle as the code of medical ethics of the

American Medical Association. He believes jour-

nalists, laborers, industrialists, and others might
well consider a code of ethics comparable to the

code under which the organization of medicine
operates. He believes that others must do more
to improve housing and sanitation, and put forth

greater effort to eliminate gangsterism, juvenile

delinquency, socialism, and communism.
The president said that no other groups have

given the time and effort to public service that

has been devoted by the councils and committees
of the American Medical Association. He asked
that the delegates attempt to inform their col-

leagues of the work of the committees and of-

ficers of the American Medical Association. Dr.

McCormick said that a great number of our mem-
bers know of the scientific achievements of the

American Medical Association, but know little of

the other very important activities. He recom-

mends that each physician read the organizational

section of J.A.M.A. to inform himself of the aims

and purposes of medicine. He asks that medical

educators devote a certain part of their time to

the teaching of medical ethics. Continuing, he said

it is up to medical educators to graduate physi-

cians immune to socialism and communism.
As President of the A.M.A., Dr. McCormick

said, “I give you my pledge to carry your thinking

throughout the nation. I hope in San Francisco

I shall be able to report added progress in public

relations. It is medicine’s responsibility to provide

the best medical care to all of the people of our

land and to oppose any and all movements which
might jeopardize this objective. We must all de-

vote time to preserving our country as a democ-
racy.

iowa’s resolution on joint billing

The various committee reports were presented

for approval of the House of Delegates and were
followed by the introduction of resolutions under
the heading of new business. Thirty-four resolu-

tions on a variety of subjects were presented for

consideration of the house. Each of these was re-

ferred to a reference committee for consideration.

The resolution sponsored by Iowa was the sec-

ond resolution presented to the House of Dele-

gates. It was referred to the reference committee

on miscellaneous business, and on Wednesday
most of the Iowa delegates sat in the meeting of

that committee in order to participate in the dis-

cussion of it. The physicians from Iowa who par-

ticipated were Dr. R. N. Larimer, president; Dr.

Wendell L. Downing, trustee; Dr. Donovan F.

Ward, alternate delegate; and Dr. F. C. Coleman,
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chairman of the legislative committee. Dr. George
Braunlich, who was the introducer of the reso-

lution, served as the spokesman for Iowa in pre-

senting it to the House as well as to the reference

committee.

The reference committee, in its report Thursday
before the House of Delegates, recommended
that the Iowa resolution be referred to the Judicial

Council of the American Medical Association for

investigation of the factors involved in the matter
as presented and for determination whether there

are new factors or new facets that would cause

it to change the opinion rendered in 1952. The
Judicial Council was asked to report its ruling at

the June 1954 annual meeting. The recommenda-
tion of the reference committee was approved by
the House of Delegates.

Earlier in the day, the reference committee on
constitution and by-laws gave its report, which
included a request from the Council on Constitu-

tion and By-Laws that a survey be made to de-

termine billing procedures that are approved in

various sections of the nation. According to the

report, the Council believes that the nature of this

subject is so vital that any action taken by the

House of Delegates should clearly reflect the pre-

vailing opinions of constituent associations. Ac-
cordingly, the Council proposes to conduct a ques-

tionnaire survey of the constituent state associa-

tions to determine their official policies on this

matter, after which it will report its findings to

the House of Delegates. This recommendation of

the Council and the reference committee on con-

stitution and by-laws was approved by the House
of Delegates. The information which is accumu-
lated by this questionnaire will undoubtedly have
a bearing on the ruling which is made by the

Judicial Council on the Iowa resolution.

OTHER RESOLUTIONS

The House of Delegates approved an emergency
resolution which was introduced Thursday morn-
ing by the Council on Medical Service condemn-
ing all insurance contracts which classify any
medical service as a hospital service. The resolu-

tion follows:

“Whereas, Health Service, Inc., a capital stock

casualty insurance company reported to be wholly
owned by the Blue Cross Commission of the
American Hospital Association, has issued insur-

ance contracts to employees of the meat packing
industry and their dependents in violation of the

principles established by the American Medical
Association; and
“Whereas, Health Service, Inc., and other in-

surers may issue other similar contracts; and
“Whereas, the issuance of these contracts is

evidence of continued disregard of the principles

as set forth by the House of Delegates of the

American Medical Association which principles

define pathology, radiology, anesthesiology, and
psychiatry as medical services; and

“Whereas, this continued disregard becomes
even more disturbing in view of the fact that

Medical Indemnity of America, Inc., an insurance

company said to be owned and controlled by
Blue Shield Medical Care Plans, Inc., and Health
Service, Inc., are operated under an agreement
whereby each insurer assumes half of the risk

underwritten by the other; and
“Whereas, the American Medical Association is

concerned with all branches of medicine as they

relate to the health of American citizens and rec-

ognizes that insurance plans of this type will re-

sult in lowering the quality of medical care;

therefore be it

“Resolved, Tbat the American Medical Associa-

tion condemns all insurance contracts which clas-

sify any medical service as a hospital service;

and be it further

“Resolved, That the House of Delegates in ses-

sion on December 3, 1953, reaffirms all past actions

of the House of Delegates relating to the subject.”

The House of Delegates approved the supple-

mentary report of the Council on Medical Service

on Veterans’ Medical Care. The report recom-
mends that grass-roots activity be increased so

as more completely to inform the profession on
the policy statement on medical care for veterans

with non-service-connected disabilities which was
adopted by the House in June, 1953. The Council

was directed to continue regional conferences

held for discussing the A.M.A. policy on Veter-

ans’ Medical Care. Four regional conferences have
been held. The Council was authorized to develop
liaison, through its Committee on Federal Med-
ical Services, with national and local organiza-

tions interested in and concerned with veterans’

medical care.

The House approved a resolution introduced

by the Oregon State Medical Society which re-

quests the Council on Medical Service to conduct
a special study of two problems in the prepaid

medical care field, namely: (a) coverage for those

individuals who suffer catastrophic or long-con-

tinued and highly expensive illnesses and whose
financial resources are not adequate to meet the
cost thereof, and (b) those citizens who have re-

tired and are living on small incomes and who are

not eligible under presently existing public or

private plans. These findings and recommenda-
tions of the Council on Medical Service are to be
published in some convenient form and made
available not only to the medical profession, but
also to non-medical groups or individuals work-
ing in the field of prepaid medical care.

The House approved a resolution requesting the
Joint Commission on Accreditation of Hospitals

to publish an article, or series of articles, in the
JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, and
other official publications circulating among the
medical and hospital professions, to acquaint the
medical-hospital profession with the regulations,

by-laws and their interpretations.
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ADVERSE PUBLICITY TO BE STUDIED

The House of Delegates adopted a resolution

calling upon the Board of Trustees to appoint “a

special committee with broad representation

throughout the profession” to study all aspects

of the problems created during the past several

months by adverse publicity.

This action was taken after a reference commit-

tee studied a resolution introduced by Dr. John F.

Burton of Oklahoma City, Oklahoma, which said

that “published statements of certain medical

spokesmen concerning alleged unethical practices

of members of the medical profession have tended

to destroy the confidence of patients in their phy-

sicians.”

The Reference Committee in its report “ap-

proved the intent” of the resolution and referred

it to the Board of Trustees for further study and
implementation. The Board was asked to report

its findings and submit its recommendation to the

house at the A.M.A. meeting in San Francisco

next June.

FEDERAL LEGISLATION

Following the recommendation of the Refer-

ence Committee on Legislation and Public Rela-

tions, the House of Delegates reaffirmed its opposi-

tion to the compulsory coverage of physicians

under the Old Age and Survivors Insurance pro-

visions of the Social Security Act. The reference

committee approved a resolution advocating the

passage of the Jenkins-Keogh Bills (H.R. 10 and
H.R. 11, 83rd Congress) now pending, which
would provide for “the development of a volun-

tary pension program which is equitable, free

from compulsion, and satisfies the retirement

needs of physicians.” The House of Delegates

urged continued support of S. J. Resolution Num-
ber 1 (The Bricker Amendment). The A.M.A.
supports legislation which would permit increased

deductions from income taxes for medical and
dental expenses. The House approved the contin-

uance of regional legislative conferences under
the sponsorship of the Washington office.

ARE F.R. MATERIALS USED?

The reference committee on legislation and pub-
lic relations and the House of Delegates approved
the I'eport of the A.M.A. Public Relations Depart-

ment. The reference committee commended the

staff members for their performance and pointed

to specific activities which they believed deserv-

ing of comment. They approved the annual Pub-
lic Relations Conferences, but urged greater at-

tendance by physicians. The committee and House
endorsed the press, radio and television activities

of the department. The committee believes the de-

partment has done excellent work in the prepara-

tion of literature, but is anxious to know to what
extent it is being used by physicians. The com-
mittee asked the Board of Trustees to make an

attempt to measure the effectiveness of A.M.A.

literature.

PRINCIPLES OF ETHICS REVISED

The House approved a revision of the section

of the Principles of Medical Ethics which con-

cerns the relationship of physicians to all forms

of public information media—the press, radio,

and television. It changes the title of Section 5

from “Educational Information Not Advertising,”

to “The Relationship of the Physician to Media
of Public Information.” It sanctions a physician’s

providing appropriate information and expressing

his opinion regarding important medical and pub-

lic health matters which have been discussed dur-

ing open medical meetings or in technical papers

which have been published, and approves his re-

vealing information regarding a patient’s physical

condition if the patient has given his permission.

It recommends the appointment by each com-
ponent or constituent society of spokesmen,

whose guidance the other member physicians may
seek whenever there is doubt about what should

be told the press. Spokesmen should be empow-
ered to give prompt and authoritative replies and

a list should be issued which identifies them and
discloses the manner in which they may be

reached.

In this report we have attempted to touch on

the subjects which seem to be of greatest current

interest. The full proceedings of the House of

Delegates will appear in an early edition of the

JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION.

THE MONTH IN WASHINGTON

The following is the first installment of what
henceforth will he a regular feature of the Jour-

nal of the Iowa State Medical Society. The
Washington Office of the A.M.A. is undertaking

to provide this summary each month to each of

the state medical society publications.

The second session of the 83rd Congress is get-

ting down to its task under conditions that could

mean passage of considerable legislation of im-

portance to medicine. What will be done depends

on an administration whose control over Congress

is tenuous and a Congress looking forward to the

fall, when all members of the House and one third

of the Senate must be elected or reelected. As is

the case every two years, most lawmakers will be

listening closely to what’s being said back home.

Awaiting congressional action is the adminis-

tration’s plan for extending the social security

system to bring more than 10,000,000 additional

persons, including physicians, under Old Age and

Survivors Insurance (OASI). This legislation is

known to have less support in the House Ways
and Means Committee, where it is being handled,

than it has in the Executive Branch.

American Medical Association, with the support
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of dentists, lawyers, farmers, and many other

groups of self-employed, has consistently opposed
this extension of OASI. The question now is

whether this opposition will be articulate enough
to convince Congress.

In place of social security for physicians, the

A.M.A. for several years has actively promoted
legislation identified first as Reed-Keogh, then as

Jenkins-Keogh, named for the sponsoring con-

gressmen. This would allow physicians and other

self-employed people to defer income tax pay-

ments on a portion of their income, placed in re-

stricted pension funds, obtainable in the form of

benefits only in case of disability or at the speci-

fied retirement age. In this effort the physicians

again are joined by a large group of associations

representing the self-employed.

Other possible amendments to the social secu

rity law involve total and permanent disability

payments and waiver of OASI premiums for the

disabled, so their final pensions won’t be reduced
because of periods when they had little or no
income. In each of these, medical determinations

would be required. In the past, these bills have
threatened an expansion of the federal medical
program, have laid out an unreasonable role for

the physician, or have called for compulsory re-

habilitation. While not opposed to the objectives,

A.M.A. has urged that both the patient and the

physician be protected. In place of waiver of

premium, the A.M.A. proposes that pension rates

be based on the 10 best earning years, thus obvi-

ating the need for medical determinations.

As in other sessions, Congress this year prob-

ably will be asked to pass legislation providing

free hospitalization under OASI for all persons

past 65 covered by OASI, and for other benefi-

ciaries of the program. In other years Congress
has not taken this idea seriously.

The veterans’ program is certain to provoke
action. Last November, the Veterans Administra-

tion amended its forms to require more financial

information from veterans who state that they

cannot afford private care when they apply for

hospitalization of non-service-connected disabili-

ties. Congress may want further to clarify the

government’s obligation to veterans. It is ex-

pected also that special effort will be made to

expand medical benefits for veterans by such
methods as increasing the periods during which
certain diseases may be presumed to be of service

origin.

A.M.A.’s position on the care of non-service-

connected cases is well known. It consists of

three points. First, the best possible care by VA
for actual service-connected cases. Second—until

local and state facilities are adequate—VA care

for long-term tuberculosis and neurological cases

when the veteran himself can’t pay. Third, all

other non-service connected cases to be the re-

sponsibility of the veteran himself, his family, or

his community.

The Defense Department has served notice that

this session it will press hard for implementation
of the Moulton Commission’s recommendations
for broadening the medical care program for

military dependents. The Commission favored

caring for as many dependents as possible at

military installations, with the others receiving

private care and the federal government paying
all but a token of the cost. At its December meet-
ing, the A.M.A.’s House of Delegates proposed
that in this country the military provide medical

care for dependents only where private facilities

are not adequate.

Also up for decision this year is a Defense De-
partment proposal that the federal government
furnish medical, dental and nursing scholarships,

with the recipients obligated for government
service at the rate of one year for every year of

the scholarship.

There is a strong possibility of pressure to enact

a program under which the federal government
would in one way or another subsidize private

health insurance plans. The idea is known to

interest Rep. Charles Wolverton (R., N.J.), chair-

man of the House Interstate and Foreign Com-
merce Committee, which last fall conducted a

series of hearings on health matters. Senators
Ives (R., N.Y.) and Flanders (R., Vt.) are offer-

ing a bill along the same lines in the Senate.

The controversial Bricker resolution holds over
from the last session, and may receive early con-

sideration in the Senate. Senator Bricker believes

that Congress should have some check on the

President’s treaty-making powers. The American
Medical Association repeatedly has indorsed the

Bricker resolution as a safeguard against the in-

troduction into this country by treaty of govern-
ment-controlled medical plans without Congress’s
having a chance to pass on them.
Awaited with interest in Washington are the

findings of two commissions appointed last year
to look into the relationships between the federal

government on the one hand and state and local

governments on the other, and to investigate op-

erations of the executive branch. The former is

headed by Clarence Manion and the latter by
former President Hoover. The Hoover Commis-
sion has until next year to make its report. The
Manion Commission was instructed to have a re-

port ready by March, but it may ask for more
time.

CARDIAC SYMPOSIUM

The Department of Internal Medicine of Iowa
Methodist Hospital, Des Moines, is sponsoring a

cardiovascular symposium on Saturday, February
20, with a clinic on the following morning. The
general subject will be “Surgical Types of Heart
Diseases.”

Speakers coming from various medical centers

will emphasize specific aspects of the diagnosis and
selection of patients for surgery.
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MINUTES OF MEETINGS OF STATE SOCIETY

OFFICERS AND COMMITTEES

Board of Trustees

November 5, 1953

The Board of Trustees met in the central office

Thursday morning, November 5, 1953, with the

following persons present: Doctors L. A. Coffin,

J. W. Billingsley, W. L. Downing, C. A. Boice,

A. B. Phillips, R. D. Bernard, and Mr. Donald L.

Taylor and Miss Mary L. McCord.
Minutes were read and approved; bills were

authorized; the Journal contract for 1954 was
awarded to the Ovid Bell Press; and a vote of

appreciation was given to Don Taylor for his

work on the Conference of Presidents and Secre-

taries.

Dr. Fred Sternagel discussed a manual of health

resources which is being prepared for distribution

to all members and the board let the contract for

printing it to Associated Lithographers, of Des
Moines. Reports were given by Miss McCord, Dr.

Bernard and Don Taylor; the report of the Griev-

ance Committee was read; resignation of Dr. Mor-
ton as Councilor was accepted with regret; and
the meeting adjourned at 3:00 p.m.

Council

November 19, 1953

The Council met in the central office Thursday
morning, November 19, 1953, with the following

persons present: Doctors A. F. Fritchen, C. O.

Adams, E. M. Kersten, O. D. Wolfe, E. F. Van
Epps, C. A. Boice, E. B. Howell, I. K. Sayre, Oscar
Alden, R. D. Bernard, and Mr. Taylor and Miss
McCord. For a time, Mr. I. W. Myers and Mr.

W. H. Sherin were present.

The meeting was called to order at 10:00 a.m.,

and minutes were approved as distributed. Attend-

ance at meetings was discussed, and it was voted

that the chairman of the Council should be given

authority to request the resignation of any coun-

cilor who does not show enough interest in the

work to attend regularly scheduled meetings or

who fails to do the organization work in his dis-

trict. It also asked Mr. Myers to prepare a set of

rules for its guidance when it sits as a Judicial

Council.

It discussed the Joint Commission for the Ac-

creditation of Hospitals; membership problems
raised by the temporary licenses given to resi-

dents; osteopathic problems in various parts of the

state; and the new contract for hospital and med-
ical benefits signed by the Rath Packing Company.
Mr. Sherin explained the situation, and the Coun-
cil discussed the matter at length. Dr. Bernard
mentioned the need for more preceptors, and
after choosing January 21 as the date for the next

meeting, the Council adjourned at 4:30 p.m.

Committee on Public Relations

November 25, 1953

The Committee on Public Relations met in the

Central office Wednesday morning, November 25,

1953, with the following persons present: Doctors
O. N. Glesne, R. E. Smiley, E. H. Files, T. D.

Throckmorton, W. M. Sproul and R. D. Bernard,
and Mr. Don Taylor and Miss McCord. The Com-
mittee considered a statement of ethics for the

relations between industrial physicians and fam-

ily physicians, discussed making a poll on Iowa
opinion relative to the medical profession and
decided to ask the trustees to approve the idea;

endorsed average county fee schedules and asked
each county to make one; urged use of the plaque
inviting the patient to discuss fees with his physi-

cian; endorsed the use of itemized bills; and voted

to ask the trustees to permit an indoctrination

meeting for new physicians. The meeting ad-

journed at 3:30 p.m.

Cqmmittee on Mental Health

December 5, 1953

The Committee on Mental Health met in the

central office Saturday morning, December 5,

1953, with all members present. Dr. Bernard and
Miss McCord were also in attendance. The Com-
mittee discussed how it might assist the Iowa Soci-

ety for Mental Health; what is being done for re-

tarded children; the limitations of the Iowa Men-
tal Health Authority; and the situation at the

mental hospitals. It voted to provide consultation

service for the mental hospitals and to aid the

Iowa Society for Mental Health. The meeting

adjourned at twelve noon.

Osteopathic Committee

December 10, 1953

The Osteopathic Committee met in the central

office Thursday morning, December 10, 1953, with

the following persons present: Doctors J. D.

Conner, J. J. Shurts, J. M. Rhodes, T. E. Shea

(committee members); C. D. Ellyson, E. G. Zim-

merer and R. D. Bernard. Miss McCord was pres-

ent for the entire meeting and Mr. I. W. Myers
for the afternoon session.

Dr. Zimmerer answered questions of the com-

mittee regarding his responsibilities in the State

Department of Health and as a member of a

committee of the USPHS.
The Cline report was discussed a length, and

the committee finally voted to send a question-

naire to all members of the Society to determine

their attitude on the report and its recommenda-
tions.

The meeting adjourned at 3:30 p.m.



BLUE CROSS BLUE SHIELD

HEALTH SERVICE, INC., AND MEDICAL INDEMNITY OF AMERICA, INC.

There have been numerous inquiries recently

about the organization and operation of the two
insurance companies, Health Service, Inc., and
Medical Indemnity of America, Inc., and their as-

sociation with the Blue Cross and Blue Shield

Plans. The doctors of Iowa should be informed of

the nature of the companies and the scope of their

operations.

Health Service, Inc., is a stock insurance com-
pany authorized to write health and accident in-

surance and incorporated under the laws of Illi-

nois. The capital stock is wholly owned by Blue
Cross Association, except for directors’ qualifying

shares. The financing of the company was made
possible by contributions from the various Blue
Cross Plans, and the member plans elect 10 of the

15 directors of Health Service, Inc. The other 5

members are elected by the Blue Cross Associa-

tion.

Medical Indemnity of America, Inc., is a stock

insurance company authorized to write health and
accident insurance and incorporated under the

laws of Ohio. The capital stock is wholly owned
by Blue Shield Medical Care Plans. Individual

Blue Shield plans made contributions to Blue
Shield Medical Care Plans, which in turn pur-

chased all of the capital stock of Medical Indem-
nity of America, Inc. The board of directors is

elected by the contributing plans and has a mem-
bership of 15, of whom 8 are doctors of medicine.

The two insurance companies were organized

to serve as a national enrollment agency for the

Blue Shield-Blue Cross plans when an employer
wished to provide uniform benefits and uniform
rates for employees served by two or more plans

in different areas. For many years, the employer
negotiated contracts with each Blue Shield-Blue

Cross plan, and substantial numbers of the mem-
bership in most plans belonged to employee
groups engaged in operations in several states or

nationwide. To preserve this coverage in the

plans, Blue Cross and Blue Shield had to find an
answer to the desire for uniform benefits and
rates. The insurance company was to negotiate

this contract and then apportion to the local plan

that amount of the contract which the local plan

could insure and service through its existing con-

tracts. Any excess of benefits which could not be

handled by the local plan would remain the risk

of the insurance company. Either Health Service,

Inc., or Medical Indemnity of America, Inc., could
be the original insuring company, depending on
the state in which the employer negotiated the

contract.

As of August 1, 1953, a joint operating agree-

ment was negotiated between Health Service,

Inc., and Medical Indemnity of America, Inc.,

which provided a means to coordinate and avoid

duplication of their activities. This agreement pro-

vides for issuance of an “Approved Contract”
providing Blue Shield benefits or Blue Cross
benefits or both. The Blue Shield benefits to be in-

cluded in an approved contract shall in all in-

stances be fixed by Medical Indemnity. Likewise
the Blue Cross benefits are to be fixed by Health
Service. The form of each approved contract shall

be subject to the approval of the governing board
of each company.
The joint operating agreement defines “Blue

Shield Benefits” as payment for professional serv-

ice of a physician, licensed to practice medicine
and surgery, for which the physician bills.

The widely discussed “Packing Industry Con-
tract” was negotiated between the packing indus-

try and the national unions before the joint oper-

ating agreement was in effect, for the quotations

were given to the packing industry well before

August 1, 1953. The coverage offered in this con-

tract was such that your Iowa Blue Shield Plan
could not participate in the medical-surgical ben-

efits requested by the packing industry. As a re-

sult, in so far as the employee members in Iowa
are concerned, the medical-surgical benefits are

being carried directly by Medical Indemnity of

America as an insurance indemnity program. The
individual doctor’s position is no different from
what it would be if the coverage were issued by
any other insurance company, writing group med-
ical-surgical coverage, and the full service pro-

vision of the Iowa Blue Shield plan does not

apply. The doctors, however, will submit claims

for services directly to Medical Indemnity of

America, Inc., on its forms and to its office at 35

East Wacker Drive, Chicago 1, Illinois. It is the

intention of Medical Indemnity to pay the doctor

directly if he has not been paid by the insured.
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General Managers Page

The Trustees have graciously accepted my resignation,

effective as of January 1, 1954.

I feel that the objectives as outlined in my contract have

bership, the Board of Trustees and the officers of the Society

has been of inestimable value to me. I, deeply appreciate

that cooperation and extend to you my sincere thanks.

The Trustees have made the following reassignments of

titles and responsibilities: Miss Mary McCord will be As-

sistant to the President and advisor to the various commit-

tees. She will also be Business Manager of the Journal and

will have charge of the Physician Placement Bureau. Mr.

Don Taylor assumes the office of Executive Secretary and

will be in charge of the television programs.

My twenty years of activity in the State Medical Society

have been a rewarding and wonderful experience. I hope

that I have made some contribution to its success.

been attained. The help that I have received from the mem-

General Manager
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President's Page

Before this letter is printed, the state office will have mailed you a

synopsis of the Interim Meeting of the A.M.A. which was held in

St. Louis during the first week in December. That synopsis is reprint-

ed in this issue of the Journal. We recommend again, as we did after

the New York meeting, that in addition to reading the synopsis, you

read the official report of the meeting in the issues of J.A.M.A. There

are many important changes in national medical policies that will af-

fect the practice of every doctor, whether he agrees with them or not,

and it is only by reading the minutes of the meeting that you can keep

yourself abreast of these changes.

Among the significant problems which were discussed were the

future stand of the A.M.A. in regard to veterans’ care, the relation of

the National Blue Cross to state Blue Cross and Blue Shield groups,

on hospital accreditation, on intern training and on other matters.

The Iowa plan for the combined billing of fees was incorporated

in a resolution presented by Dr. Braunlich. At least two reference

committees were concerned with the Iowa plan, but the matter was

considered important enough for the Committee on Constitution and

By-Laws to recommend that a questionnaire be sent to every state

society for advice, and it was stated further that the problem was too

big for the delegates to act upon without further study. The stand of

the Iowa delegates continues to be in favor of the Iowa plan.

You have received a second Public Relations manual from A.M.A.

headquarters. It has been emphasized that national programs in Pub-

lic Relations actually begin in the individual doctor’s office, and the

A.M.A. manuals are important guides that each of us should use.

They are worth our study.
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PROGRAM
POSTGRADUATE MEETING

Thursday, January 21, 1954

Hotel Savery, Des Moines

James A. Clifton, M.D., Department of Internal

Medicine, University of Iowa

1. Physiology of the Liver as it Pertains to the

Recognition of Hepatic Diseases.

2. Commonly Used Liver Function Tests.

3. Recognition of Severely Altered Hepatic Func-
tion.

4. The Urine as a Liver Function Test.

Dan W. Myers, M.D., Department of Internal Medi-
cine, Wayne University, Detroit, Michigan

1. Differential Diagnosis of Chronic Diseases of the

Chest.

2. Newer Methods of Therapy in Chest Diseases.

BRING YOUR LADIES

We “missed the boat” at our Fort Dodge meeting
by not publicizing a special room for your ladies

and a non-hostess luncheon. Even without an-

nouncement, 15 doctors’ wives from out of town
met with the local doctors’ wives at the luncheon,

and it was reported that they had an enjoyable

time. Our faces are duly red from opr failure to

give due notice.

So this is the announcement for January 21 at

Hotel Savery. We will provide a room where the

ladies may meet, leave packages, et cetera, and
there will be a non-hostess luncheon. Bring the

girls along.

OPEN MEETING JANUARY 21

At the Fort Dodge meeting, quite a delegation of

members came to your officers and asked to be
given an opportunity to discuss mutual problems
and have an exchange of ideas and views. This was
thought to be a good suggestion. All general prac-

titioners should have such a chance to air prob-

lems and discuss them, and where would it be
more appropriate that they do so than at one of

our Academy’s postgraduate sessions? Accord-
ingly, we shall not invite a speaker for our lunch-

eon on January 21, but shall use the time for an
open meeting.

To do this properly and to set it up so that all

of us can get the maximum benefit from such a

meeting, there will be a question box at the regis-

tration table. Will you please write your questions

or state your problems on a card or paper and
deposit it in that box during the morning? You
do not need to sign your name if you do not wish
to do so. In that way we can find what you want
to discuss and arrange the open meeting to cover
everything, if possible, within our time. This does
not mean questions or introduction of subjects

from the floor will be out of order, but we think
a fairer distribution of our time can be made if

we have an indication in advance of the matters
to be brought up.

Many things are going on in medicine these days
which might properly be discussed in the open by
such a group as ours. Discussion which leads to

constructive thinking and action is desirable. It

is the “town meeting” in operation. It has the same
advantages and disadvantages as the “town meet-
ing.” The advantages include a mutual airing and
understanding of problems and offering an oppor-

tunity for a pooling of ideas for their solution. The
disadvantages include the waste of much time on
minor issues (which should be brought up but
dispatched quickly) indulgence in personalities,

etc. The open meeting can be the most democratic
of all types of meetings, for everyone can bring in

his problems and express his views. But he should
do so with consideration for all others. This is our
reason for asking you to write out your question

or your problem and deposit it in the question box
before the meeting. This is not to limit the subjects

presented qualitatively or quantitatively as such
would only be done to protect the Academy and
all doctors from possible unfavorable publicity.

So bring your problems and let us see if we
cannot have a worthwhile meeting.

AAGP FAMILY PLAN COMPLIMENTS
BLUE CROSS

A letter received by the administrators of the

AAGP Group Plan presents this interesting ques-

tion:

“I am covered by Blue Cross and other insurance

policies. Now, let me suppose that I run into hos-

pital or nui’sing expense of over $500.00. Then my
36
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AAGP Plan takes over. However, that first $500.00

may be covered by my other insurance. Do you

disregard this insurance payment or is it consid-

ered as made by myself?”

The answer is as follows:

“We shall start reimbursing you at the 501st dol-

lar of expense regardless of the fact some other

source, such as Blue Cross, has paid all or part of

the first $500.00—or even if it pays more than

$500.00 worth.

“Another thing—the deductible applies to your

combined expense for hospitals and the salaries of

RN’s. Let us take, as an example, that your hos-

pital bill comes to an even $500.00 and was paid for

you by Blue Cross. In addition, you spent another

$500.00 for nurses. We would pay you $500.00—the

deductible would be offset by the Blue Cross and

the practical result is complete reimbursement.

“In the case where Blue Cross pays the hospital

on a ‘formula’ basis less than the hospital’s regu-

lar schedule of rates, you should ask for a regular

billing in order to overcome as much of the de-

ductible as possible. This is fair to the Family Plan,

when one thinks it through, for that is exactly the

bill we would get if you had no Blue Cross. As we
charge the same premium in either case, it follows

that we should deliver the same goods.”

MENTAL HEALTH CLINIC OPENS IN KEOKUK

The eighth county psychiatric facility in Iowa
opened its doors at Keokuk on November 9, with

a staff consisting of Dr. W. M. Crawford, of Bur-
lington, as psychiatrist and director; a psychiat-

ric social worker, the only full-time professional

employee; and a secretary-receptionist. Dr. Craw-
ford plans to spend Tuesday of each week at the

clinic, and will be on call at other times.

In addition to fees based on ability to pay, the

funds for operating the Clinic are to come from
the federal government, through the Iowa Mental
Health Authority, from the Keokuk Community
Chest, and from private donors. In recent years,

funds from the Mental Health Authority have
made up roughly one-sixth of such agencies’

budgets, but as the numbers of them increase and
as federal appropriations for such purposes are

decreased, a continually increasing share of the

money must be raised locally.

Of the other seven county units, the Des Moines
Child Guidance Center and the Bremer County
Child Guidance Center work only with disturbed

children and their parents, but the mental-health

clinics in Linn, Black Hawk, Scott and Des Moines
counties and at Broadlawns-Polk County Hospital

accept patients of all ages. The Keokuk Clinic will

belong to the latter group.

Each of the eight clinics will accept cases from
outside the area that gives it major financial sup-

port. Indeed, the Keokuk Clinic announces its in-

tention to serve “Keokuk’s tri-state trading area.”

POSTGRADUATE COURSES IN CHEST DISEASES

The American College of Chest Physicians will

sponsor the Second Regional Postgraduate Course

on Diseases of the Chest in New Orleans, on

February 15-19, 1954, and the Seventh Annual
Postgraduate Course on Diseases of the Chest at

the Bellevue-Stratford Hotel, in Philadelphia,

March 15-19, 1954.

Tuition for each course is $75. Further informa-

tion can be had from the Executive Director,

American College of Chest Physicians, 112 East

Chestnut Street, Chicago 11.

Clinical Pathologic Conference

(Continued from page 24)

toms rapidly recurred. Further irradiation could

not be given. We have two patients—one of whom
came in and died of pneumonia five years after

we had treated him. He had maintained his ad-

vantage following radiation and had never had
another symptom. We got a postmortem examina-

tion on him; and upon microscopic examination of

the contents of the sella, there was no evidence of

there ever having been any radiation of this area

at all.

In one other case treated with over 3,600 roent-

gens, there was progression and regrowth of the

tumor after six years. Those two cases show us

that not all of the results are permanent, but

most of them are. Some neurosurgeons think that

perhaps neurosurgery should be done first, and
this followed by radiation. This method is used in

a number of clinics. Dr. Cushing first did not be-

lieve in radiation at all, but later came to use

it postoperatively. The first patient whom we
treated in this hospital was a patient on whom
Dr. Cushing had operated and who was sent here

for radiation when he had recurrence of his

trouble. Thus, generally speaking, the first thing

to do with a patient who has a pituitary adenoma
is to give irradiation and, if this is not successful,

to resort to surgery.

Dr. Lewis: Thank you, Dr. Kerr. Do you agree,

Dr. Meyers, with what Dr. Kerr had to say? Do
you want to make any further comments?

Dr. Meyers: I strongely endorse the therapeutic

principles outlined by Dr. Kerr.

Dr. Lewis: Some very interesting points have
been raised, but at this late hour it will not be
advisable to prolong the discussion. Are there any
questions or comments from the floor? If not

then, we will be adjourned.

1954 AAGP SCIENTIFIC ASSEMBLY
CLEVELAND, OHIO
MARCH 22-25
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BOOKS RECEIVED
PHYSIOLOGY OF THE EYE: CLINICAL APPLICATION, by

Francis Heed Adler, M.A., Second Edition. (St. Louis, The
C. V. Mosby Co., 1931. $13.00).

PLANNING GUIDE FOR RADIOLOGIC INSTALLATIONS,
by the Committee on Planning of Radiologic Installa-

tions of the Commission on Public Relations of the
American College of Radiology, Wendell G. Scott, M.D.,
Chairman. (Chicago, The Year Book Publishers, 1953.

$8 .00 ).

REVIEW OF PHYSIOLOGICAL CHEMISTRY, by Harold A.
Harper, Ph.D. (Los Altos, California, Lange Medical
Publications, 1953. $4.00).

DIAGNOSIS OF ACUTE ABDOMINAL PAIN, by William
Requarth. M.D. (Chicago, The Year Book Publishers,
1953. $5.00).

BOOK REVIEWS
An Atlas of Pelvic Operations, by Langdon Parsons,

M.D., and Howard Uljelder, M.D., illustrated by
Mildred B. Codding, M.A. (Philadelphia, W. B.

Saunders, 1953. $18.00).

After glancing at the table of contents of this vol-

ume, one wonders whether its purpose is to train

the “general surgeon” in gynecologic surgery, or to

train the “gynecologic surgeon” in general surgery.

After critically reviewing the work, one still won-
ders! Most of the standard surgical techniques or

their modifications in gynecologic surgery are ex-

plained by means of step-by-step diagrammatic draw-

ings. The illustrations are many, the step-by-step

procedures are clear and the running commentary
provided with each step is helpful. In this volume,

written by two gynecologists for those interested in

gynecologic surgery, such operations as entero-enter-

ostomy, resection of small bowel, ileocolostomy, large-

bowel resection and anastomosis, ureteral transplants,

the repair of inguinal and femoral hernias and post-

operative ventral hernias with and without fascia

strips are also discussed. Other interesting bypaths

pursued are femoral-vein ligations, and combined
abdominal-perineal resection of the colon, rectum and
anus, together with radical groin dissection. Actually,

in spite of its rather broad base, the book is well

conceived and well executed. Its principal value is as

a bedside companion for the gynecologic resident. It

will undoubtedly prove helpful in making the “general

surgeon” a better gynecologic surgeon. But it is

highly questionable whether it will make a “gyne-

cologic surgeon” a better general surgeon. And be-

yond question, it will not make the general practition-

er either a general surgeon or a gynecologic surgeon.

—Tom D. Throckmorton, M.D.

Surgery of the Pancreas, by Richard B. Cattell, M.D.,

and Kenneth W. Warren, M.D. (Philadelphia, W. B.

Saunders Company, 1953. $10.00).

The book entitled Surgery of the Pancreas, by
Richard B. Cattell and Kenneth W. Warren, com-
prises most of the known facts and pertinent theories

on disease and treatment of the pancreas. The mate-

rial is presented to familiarize the individual with
various ideas of etiology, diagnosis, and treatment,

and an attempt is made to present various sides of

controversial subjects in an unbiased manner. The
correlation of the authors’ statistics with those of

othei’s further serves to clarify the subject. The case

histories following each chapter illustrate and aug-

ment the academic material preceding them.

This book will be a great asset to any member of

the medical profession interested in pancreatic dis-

ease, for it will provide him both a review of present-

day facts and theories and a reference text on the pan-
creas. The book is a well written, readable text con-

taining pertinent information.

—

James Donahue, M.D.

Children of Divorce, by J. Louise Despert, M.D. (Dou-

bleday & Company, Inc., Garden City, N. Y., 1953.

$3.50.)

In the foreword, the author states that her purpose
in writing this book is to help save marriages—the

marriages of today’s children whose parents have pre-

viously failed. She emphasizes throughout the book
the importance of emotional tension and turmoil within

the home and their effect upon all children, those of

divorced parents and those whose parents are living

together. The traumatic experiences within the home
prior to a divorce are frequently of greater consequence
than the divorce itself, and she stresses the point that

divorce itself does not mean disaster. It is frequently

true that the separation of parents is better than the

emotional pitch which they maintain when they are

arguing, fighting, and feuding. After divorce action is

completed, it is necessary to reassure the children and
to satisfy their emotional needs and to reestablish in

them the feeling of security. These needs either must
be maintained or, as frequently as necessary, must be

developed. One should try to prevent as far as possible

the grief, pain, and misguided defenses which are de-

veloped in these children.

The chapters on the court and the agencies are

exceedingly valuable in that they show specifically

what the author calls “the Law’s Dilemma” and the

fact “that Custody is Never Settled.”

This book is a very interesting and valuable report

on a vital subject, namely, disturbed children. It should

be read by all lawyers, jurists, physicians, and the

many others who are concerned with the care and
development of children.

Herbert C. Merillat, M.D.

Sexual Behavior in the Human Female, by Alfred C.

Kinsey, Ph.D., W. B. Pomeroy, C. E. Martin, and
P. H. Gebhard. (Philadelphia, W. B. Saunders Com-
pany, 1953. $8.00.)

Dr. Kinsey’s second report, Sexual Behavior in the

Human Female, followed a similar report, in 1948,

Sexual Behavior in the Human Male. The present re-

port has been given advance “summaries” and discus-

sions in popular magazines and newspapers until there

remains little to say in a professional journal. However,
regardless of advance publicity, this report brings out

into the open many findings which physicians have
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long known existed, but which the general public has

previously been unable to believe. There is a great

value in the long and painstaking work of Kinsey and

his collaborators; however, one must realize that the

group reported on represents generally a group of

women 20 to 50 years in age, approximately 49 per

cent Protestant, 12 per cent Catholic, 29 per cent Jew-

ish, mostly of above high school education. These are,

however, relatively “well adjusted" women, and the

results can be used as guideposts for marriage counsel-

lors and physicians.

The study shows a very definite change in the atti-

tude or approach to sexual problems both in the group

of younger women (those born since 1920) and in the

older group.

Religious sanctions seem to be the most important

single factor in controlling sexual conduct. Legal re-

strictions are less effective.

Doctor Kinsey minimizes psychological factors in

sexual responses and emphasizes anatomic and physi-

ologic factors. The chapters on orgasm include studies

on pulse rates, breathing rates, blood pressure, periph-

eral circulation and even electroencephalographic rec-

ords.

This study is a very painstaking report on findings

in a large group of females and will be very valuable

to those professionally concerned with problems of

human behavior. The bibliography is extensive, and
there are many charts and records which add to the

value of the report.

Herbert C. Merillat, M.D.

Peripheral Nerve Injuries, by Webb Haymaker, M.D.,

and Howard Ulfelder, M.D. Second Edition. (Phila-

delphia, Saunders, 1953. $7.00).

This is the second edition of a book dealing exclu-

sively with peripheral nerve injuries. Much of the

subject matter has been developed following study
of injuries encountered in both World War II and the

Korean War. Particularly interesting are the anatom-
ical charts and the excellent illustrations that are

liberally interspersed through the text.

Because of the difficulty encountered in the treat-

ment of this type of injury, this book continues to

prove of particular value to all physicians, but es-

pecially to orthopedic surgeons, neurologists, neuro-

surgeons and physical therapists. The authors should
be congratulated upon their success in correlating

the basic anatomy with the recommended treatment.
—E. M. George, M.D.

Yearbook of Medicine, by Paul Beeson, M.D., Carl

Muschenheim, M.D., ffm, B. Castle, M.D., Tinsley

R. Harrison, M.D., George B. Eusterman, M.D. and
Robert Williams, M.D. (Chicago, The Year Book
Publishers, Inc., 1953. $6.00).

This is a review of the important new articles ap-

pearing in the literature of the world in the field of

internal medicine in the past year. These are done
in synopsis form so that one is bothered neither
by review of the history of the disease, drug, or sci-

entific method under discussion, nor by controversial
theories. The author’s method of investigation, his

results and the salient conclusions derived therefrom
are briefly and clearly presented. The thoughtful
notes by the editor help to give proper perspective to

the material presented. The reader will want to look

up the original articles in some cases in which he is

especially interested.

It provides the best way I know of to review the

new contributions to the entire field of internal med-
icine with a minimum of effort. Although many im-

portant articles in the American literature are not

reviewed, it must be said that the selection is repre-

sentative, and the inclusions from foreign literature

are worthwhile.

—

Charles H. Gutenkauf, M.D.

STEPS IN EXPANDING THE V-A PROGRAM

The phrase “presumption of service-connection”

explains in part the great increase in the rolls of

V-A service-connected cases in the last few years.

Once a presumption of service-connection is ac-

cepted by the government, the veteran usually is

entitled to exactly the same consideration as one
who was wounded in battle or whose condition

developed while he was in uniform.

In addition to rating a top priority for full med-
ical care—hospital, outpatient and home-town

—

the veteran with a “service-presumed condition”

is also eligible for financial compensation if his

disability is found to be 10 per cent or more. Thus
there is a possibility of a veteran’s receiving a

monthly check from the government as compensa-
tion for an illness contracted after return to civil-

ian life, in addition to receiving free treatment

for it from the V-A.
Although not every presumption of service con-

nection is recognized as valid, if a contest is to be
made the burden of proof is on the government.
In certain cases the presumption is conclusive,

denying the government any chance of challeng-

ing the claim. (In this report all categories will be
regarded as rebuttable unless they are identified

as conclusive.)

Here are the steps in the development of the sit-

uation:

1921—Presumption of service-connection author-

ized for all tuberculosis and psychosis cases diag-

nosed within two years after discharge from
service.

1923

—

Congress extended that limit from two
years to three.

1924

—

Any veteran shown to have specified dis-

eases or conditions prior to 1925 was presumed to

be a service-connected case. The list of qualifying

diseases was made to include paralysis agitans,

encephalitis lethargica and amebic dysentery.

Memos from the medical director of the Veterans
Bureau allowed government care, beginning no

later than one year after discharge, for arterio-

sclerosis, leukemia, diabetes, arthritis, cancer,

heart condition, and a few others, but did not take

in acute medical conditions.

1933—The Economy Act repealed all presump-
tive benefits added since 1921, but authorized the

president to reinstate them as he thought wise.

The president reinstated chronic diseases (with-

out enumerating them), provided they were 10

(Continued on page 48

)
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GAMMA GLOBULIN LABELING EXPLAINED

The following letter describing the labeling of

gamma globulin for use in prophylaxis of measles

and infectious hepatitis was received from the Di-

vision of Civilian Defense Requirements of the

Public Health Service on October 12, 1953. Our
shipment received for measles and infectious hep-

atitis prophylaxis November 1 bears the label

“Poliomyelitis Gamma Globulin.”

In order that physicians and public health per-

sonnel may not think we are careless in the dis-

tribution of poliomyelitis gamma globulin, we are

making available this copy of the last official

gamma-globulin directive.

GAMMA GLOBULIN LETTER NO. 24

to : State and Territorial Health Officers

subject: Labeling of Gamma Globulin for Use
in the Prophylaxis of Measles and Infec-

tious Hepatitis

Most of the gamma globulin solution processed

this year, in addition to meeting the requirements

for Immune Serum Globulin (Human), has been
tested for poliomyelitis antibody and has been
labeled “Poliomyelitis Immune Globulin (Hu-

man),” if it passed the test. There has also been

a supply of material meeting the requirements for

Immune Serum Globulin (Human) which has not

been tested for poliomyelitis antibody or which
had not passed that test and therefore had been

labeled “Immune Serum Globulin (Human).”
The solution which has been issued up to now

toward fulfillment of the allocations to the States

and Territories for measles and infectious hepa-

titis has been labeled “Immune Serum Globulin

(Human).” It is expected that the current supply

of material so labeled will soon become exhausted.

Thereafter, except for small quantities of Immune
Serum Globulin (Human) which may be pro-

duced from time to time, material issued for

measles and infectious hepatitis will be labeled

“Poliomyelitis Immune Globulin (Human).” The
label, as well as the package insert of the product

identified as “Poliomyelitis Immune Globulin

(Human)” indicates that the solution is intended

for use in the prophylaxis of measles and infec-

tious hepatitis as well as poliomyelitis.

In anticipation of the time when you may re-

ceive a supply of Poliomyelitis Immune Globulin
(Human) for measles and infectious hepatitis,

you may wish to notify the physicians and others

concerned in your State or Territory as to this

change.

It should be noted that allocations for polio-

myelitis use for the balance of 1953 will continue

to be separate from that for other uses and there-

fore the supplies maintained at your points of dis-

tribution should be kept separate with respect to

poliomyelitis use and other uses.

FREE V-D SERVICE STOPPED

The following memorandum regarding State

Department of Health, Division of Venereal Dis-

ease Control funds for the care of venereal dis-

ease cases was sent to all county medical societies

on November 27, 1953:

“This is to advise that, due to lack of sufficient

funds in the Division of Venereal Disease Control

of the State Department of Health, contractual

agreements which have provided free diagnostic

and treatment services for venereal diseases at

Broadlawns Hospital, Des Moines, and the State

University Hospitals, Iowa City, have been ter-

minated as of December 1, 1953.”

Henceforth, all medically indigent patients re-

quiring such services must be referred to those

hospitals through county welfare channels.

SODIUM RESTRICTED DIETS

Various types of special diets are available, to

physicians only, from the Nutrition Service of the

State Department of Health.

The sodium restricted diet is being used quite

extensively as part of the therapy in the treatment

of various diseases. Since the level of sodium

prescribed may vary from 200 mg. to 2,000 mg.

or more, it seems desirable to have a basic plan

from which other levels of sodium restriction can

be prescribed.

Today we regard the special diet as being only



Vol. XLIV, No. 1 Journal of Iowa State Medical Society 41

a modification of the normal diet to meet the

needs of the patient. A well planned normal diet

will include the Basic 7 food groups. If an indivi-

dual eats the recommended amounts from each

group daily, he can be reasonably certain that his

food intake will provide a sufficient amount of

the nutrients to meet the standards recommended

by the National Research Council. Since a patient

on a sodium-restricted diet needs the same basic

food groups, we do not want to omit any of them.

Following is a modification of the Basic 7 food

plan, the amounts recommended from each group,

and the approximate sodium and protein content

of each group. The food included has not had

sodium added in commercial processing, in prepa-

ration at home, or at the table. This diet will pro-

vide approximately 1,500 calories.

THE BASIC LOW SODIUM DIET

400-500 Mg. Sodium or 1 Gram Salt

Group Food Amount Sodium Protein

mg. gm.
I. Leafy, green or yellow

vegetable Vz cup 9 1

II. Citrus fruits 1 serving 1 1

III. Other fruits and vegetables
potato 1 small 1 2

fruit 2 servings 5

vegetables 1 cup 8 2

IV. Milk 2 cups 240 16

V. Meat, poultry or fish 4 ounces 100 28

egg One 40 6

VI. Enriched bread and cereal
low-sodium bread 3 slices 25 6

salt-free cereal yi cup — 3

VII. Salt-free butter 4 teaspoons 1

400-450 65-70

Additional modifications of the Basic Low Sodi-

um Died can be made either to restrict the sodium

further or to provide an increased amount.

200 mg. sodium or .5 gram salt

By using a dialyzed or low sodium milk instead

of regular milk, the sodium content of the diet

can be reduced to approximately 200 mg. and the

protein level will be maintained between 65-70

grams.

1200 mg. sodium or 3 grams salt

Each slice of white bread contains approxi-

mately 200 mg. sodium, and of whole wheat bread
300 mg. If the regular bread replaced the low-

sodium bread on the basic diet, the diet would
provide approximately 1200 mg. sodium or 3 grams
salt.

4-7 grams salt

Such a salt-restricted diet calls only for the

elimination of salt in cooking and at the table,

and the elimination of highly salted foods and
salt-preserved foods

Additional information on specific foods to in-

clude and exclude on the Basic Low Sodium Diet

can be obtained from the Nutrition Service.

SECOND HEART INSTITUTE

The Second Institute on Cardiovascular Dis-

eases sponsored by the Speakers Bureau of the

Iowa State Medical Society, the Iowa Heart As-
sociation and the Division of Heart Disease of the

State Department of Health, in cooperation with
the College of Medicine of the State University

of Iowa is to be held at the Veterans Administra-
tion Hospital, in Des Moines, on Friday, January
29, 1954.

The afternoon program, 3-5 p.m., will be devoted
to a consideration of vascular hypertension. The
principal speaker is to be A. C. Corcoran, M.D.,

from the Research Division of the Cleveland
Clinic Foundation. The evening program, 7:30-9:30

p.m., will concern peripheral vascular disease, and
Carl A. Moyer, M.D., professor of surgery at the

Washington University Medical School, St. Louis,

will give the main address. A complete program
will be mailed to interested physicians shortly.

There will be a social hour from 5:15-6:15 p.m.,

followed by a dinner at 6:30 p.m.

The Third Institute on Heart Diseases is to be
held in Sioux City during the month of May, 1954.

MORBIDITY REPORT

Disease
Nov.
1953

Oct.
1953

Nov.
1952

Most Cases reported
from these counties

Diphtheria . .

.

2 0 4 Black Hawk, Woodbury

Scarlet Fever . . 71 38 75 Black Hawk, Des Moines,
Polk

Typhoid Fever. 1 2 2 Ringgold

Smallpox 0 0 0

Measles

Whooping

. 284 87 182 Dubuque, Emmet

Cough . Ill 45 55 Scott, Union

Chickenpox .

.

. 307 149 355 Boone, Des Moines,
Dubuque

Brucellosis . . . . 21 24 29 Black Hawk, Emmet, Polk,
Wapello, each 2 (others
1 to a county)

Meningitis men. 1 1 3 Webster

Mumps . 161 104 47 Boone, Dubuque, Emmet

Poliomyelitis

Rabies in

. 40 69 278 Calhoun, Polk, Webster (16
paralytic, 17 nonparalytic,
7 unspecified)

Animals

Infectious

. 10 14 12 Muscatine 3, others 1 to a
county

Hepatitis .

.

. 141 149 38 Polk, Pottawattamie, Web-
ster

Tuberculosis . 67 91 63 For the state

Gonorrhea . 55 71 68 For the state

Syphilis . 151 188 75 For the state



WOMAN'S AUXILIARY NEWS
Mrs. Keith M. Chapler, Publications Chairman, Dexter, Iowa

President—Mrs. Edward B. Hoeven, 224 E. Alta Vista St., Ottumwa
President-Elect—Mrs. Lester R. Hegg, Rock Valley

Secretary—Mrs. Robert P. Mason, 5818 Chamberlain Drive, Des Moines

Treasurer—Mrs. Howard Smead, 3333 Grand Avenue, Des Moines

NATIONAL CONFERENCE

The 10th Annual Conference for State Presi-

dents, Presidents-elect and National Committee
Chairmen was held in the La Salle Hotel at Chi-

cago November 18, 19, 20. Your president and
president-elect attended.

The Conference was called to order by Mrs. Leo
Shaefer, National President, who presented Mrs.

Geo. Turner, President-Elect and presiding officer

of the Conference.

This is an annual event called in order that state

officers may meet and exchange ideas and inspire

each other to greater effort in the continuing fight

against apathy, indifference and selfish unconcern
which is all too prevalent among doctors’ wives.

Important guest speakers included Doctor Ed-

ward McCormick, President of the AMA, who
spoke on “Auxiliary Activities in the Preservation

of Democracy” and Dr. Franklin D. Murphy Chan-
cellor, University of Kansas. His topic was “How
to Build Health and Win Friends.”

Two and one half days were crowded with
speeches and discussions. All of the proceedings,

including the remarks of Doctors McCormick and
Murphy, will be published in the National Bulle-

tin. If you would like to be currently informed as

to the activities and the policies of your National

Auxiliary, there is no better source than your own
national magazine.

Mrs. Edward B. Hoeven

SIXTH DISTRICT AUXILIARY MEETING

The Sixth District Auxiliary meeting was held

in the Gold Room of the President Hotel, Water-
loo, on October 13. Following a fine luncheon, Mrs.

Russell S. Gerard, President of the Black Hawk
Auxiliary, welcomed guests from many counties.

Mrs. James F. Gerken, Waterloo, Councilor of the

Sixth District, introduced the speakers: Mrs. E. A.

Larsen, Centerville, Chairman of Nurse Recruit-

ment and Loan Fund; Mrs. Lester R. Hegg, Rock
Valley, President-Elect; Mrs. Harold A. Spilman,

Ottumwa, Chairman of the A.M.A. Education
Fund; and Mrs. Edward B. Hoeven, Ottumwa,
State President.

Each of the State Officers gave an interesting

report relative to her field of Auxiliary work, and
each one highlighted aims for the future.

Mrs. Frederic Loomis, Waterloo, gave a vivid

description of the water-color paintings of the late

Lela Briggs, of La Porte City. It was thrilling to

see our Iowa countryside through the eyes of a

really great artist. Mrs. Loomis showed, also, a

collection of dolls made by Lela Briggs. There
were lovely ceramic heads, frilly dresses and fancy

hats. The display gave one the desire to create

something besides doing the everyday urgent and
pressing tasks.

Mrs. Craig Ellyson

FOURTH DISTRICT NEWS

On November 13, 1953, members-at-large of the

State Auxiliary were entertained at brunch at the

home of Mrs. Joe M. Krigsten, Sioux City. Mrs.

Lawrence Pierson acted as co-hostess. Guests of

honor were Mrs. Lester R. Hegg, Rock Valley,

President-Elect, and Mrs. Charles H. Flynn, Cla-

rinda, First Vice President of the State Auxiliary.

They discussed membership in the Auxiliary, steps

in organizing, dues, the constitution. Future
Nurses’ Clubs, etc. The talks were enthusiastically

received. Mrs. Leo Gaukel, Onawa, accepted chair-

manship for group organizing of Monona County,

and Mrs. Harry Vander Stoep, Lemars. will act

as chairman for Plymouth County.

Mrs. Joe Krigsten,

4th District Councilor

FALL BOARD MEETING

Mrs. Edward B. Hoeven, State President, pre-

sided at the fall meeting of the Executive Board
of the Iowa State Auxiliary which convened at

10:00 A.M. November 24 at the Iowa State Medi-
cal Society Building in Des Moines.

There was a balance of $1625.17 on hand in the

treasury on November 1. Membership has in-

creased from 807 to 824, with 10 new members-at-
large. Two new counties are in the process of

organizing, with a possible third in the spring.

District meetings have been held at Creston, Shel-

don, Waterloo, and Sioux City.

Mrs. Ben F. Kilgore and Mrs. Noble Irving, Jr.

reported on the progress of plans for the annual
meeting.

The President stated that pins for the past Presi-

dents are now available.
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The name of Mrs. M. N. Voldeng, the first Presi-

dent of the Iowa Auxiliary, was approved for

honorary membership.
Methods for increasing subscriptions to Today’s

Health were discussed.

Mrs. Lester R. Hegg, President-Elect, gave a

resume of the recent Chicago Conference.

Mrs. H. C. Merillat, Chairman of Work for the

Handicapped, stated that there had been five sales

through the state with a realization of $3600, which
is $200 less than was raised last year. However,
there will be one more sale, at Burlington, in the

spring.

Dr. Ransom D. Bernard, General Manager for

the Iowa State Medical Society and Mr. Don Tay-
lor, Associate Executive Secretary, addressed the

Board. Dr. Bernard referred to the work of the

Clay County Auxiliary and the recognition it had
achieved by mention in The Journal of the
American Medical Association. He pointed out

the fact that Iowa ranks 2 per cent above the na-

tional average in the number of medical graduates

who settle in their native state to practice med-
icine. He recommended that one of the Advisors
or a member of the State Society office staff ad-

dress Executive Board meetings, rather than an
outside speaker.

Mr. Taylor discussed items on the agenda of the

Public Relations Committee of the Iowa State

Medical Society which would meet November 25.

He stressed the fact that there were particularly

good relations between the Society and The Des
Moines Register. Plans are in progress for a medi-

cal edition in a Sunday supplement of The Register

later on. It is felt that it would be a long stride

toward good public relations. The idea is not new.
Many other states have done the same thing with

very good results.

Wallace’s Farmer runs a column “Iowa Doctors

Say,” which has been well received.

Mrs. E. A. Larsen, Chairman of Nurse Recruit-

ment and the Loan Fund, presented a number of

problems which have developed as the fund and
the loans have increased.

1. A rotating committee would be advisable so

that there might always be one or more persons

on the committee who thoroughly understood the

work.
2. Funds should be provided in the State Aux-

iliary budget for the functioning of this committee.

3. Adequate up-to-date record books should be

provided and kept.

4. The loan fund should be separate from the

State Auxiliary treasury and a bonded member
should be in charge of it.

5. The State Auxiliary should buy an economical

number of Future Nurses’ pins for purchase by
local Auxiliaries at a saving of 25 cents per pin.

(This item was approved by the Board.)

6. A standard for granting loans should be de-

vised:

a. Should girls taking training outside of Iowa
be allowed a loan?

b. Should there be a time-limit on re-payment?
c. Should not the local Auxiliary recommending

a girl for a loan investigate her?

State officers who spoke at the District meeting held in the Gold Room of the President Hotel, Waterloo, on
October 13. Reading from left to right: Mrs. E. A. Larsen, Chairman of Nurse Recruitment; Mrs. R. S. Gerard,
President of Black Hawk County Auxiliary; Mrs. James F. Gerken, Sixth District Councilor; Mrs. Lester R.
Hegg, President-Elect; Mrs. H. A. Spilman, Chairman A.M.A. Education Fund; Mrs. Edward B. Hoeven, State
President.
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d. Should the fund be made available to those

taking' practical nursing?

Mrs. H. C. Merillat, Mrs. L. A. Coffin, and Mrs.

James Downing were elected to the Nominating
Committee. Mrs. E. A. Larsen and Mrs. K. M.
Chapter were appointed to the committee by Mrs.

Hoeven.
Mrs. K. M. Chapler,

Publications Chairman

COUNTY AUXILIARY ACTIVITIES

Black Hawk

Forty-five members attended the November
meeting of the Black Hawk County Auxiliary,

which was held in the home of Mrs. Frederic G.

Loomis, Waterloo. Following a tasty Italian dinner,

Mrs. Roger White sang, accompanied by Mrs.

Eugene Smith.

The following officers were elected for the new
year: Mrs. R. F. Nielsen, President; Mrs. Herbert
Shulman, President-Elect; Mrs. Richard V. Corton,

First Vice President; Mrs. Richard L. Miller, Sec-

ond Vice President; Mrs. Roger White, Corre-

sponding Secretary; Mrs. Morris Beddoes, Record-
ing Secretary; Mrs. Lewis Zager, Treasurer.

The Craft and Hobby Show, our fourth annual
sale for the handicapped, held November 5 through
7 in Waterloo, totaled $523.58.

The November meeting concluded with group
singing.

Mrs. Craig Ellyson

Clay

The Clay County Woman’s Auxiliary had its

November meeting at the home of Mrs. C. C. Jones,

Spencer, Iowa. These meetings are in the form of

a coffee and are held in the mornings.

A report on the first completed project was
given. The Auxiliary maintains an area in the

Health Information Center at the Clay County
Fair, held in Spencer, in September. A movie on
nursing was shown in the projection room. A regis-

ter was placed on a nurse’s desk, serviced by an at-

tractive red- haired mannequin dressed in a nurse’s

uniform and pointing to the register. A back drop

of posters on nursing and Today’s Health was
used along with the Clay County Auxiliary sign.

Thirty-seven girls signed up for information on
nursing and practical nursing. They represented

thirty-one counties. From the office of the State

Medical Society, each of these girls received a

packet of information on nursing with literature

on all nursing schools in Iowa and other pertinent

materials, along with a letter of information.

Over four hundred copies of Today’s Health
were distributed from our literature table, along

with materials on all forms of nursing and health

pamphlets from the Department of Health.

A report on our Future Nurses Club of the

Spencer High School was presented. This club, in

its second year, had its initiation of members at

the new Spencer Hospital. Mrs. Frank Edington,

Spencer, this year’s sponsor from the Auxiliary,

was assisted by the Auxiliary president, Mrs. Dean
H. King, Spencer, Mrs. Wayne Hurd, R.N., mem-
ber of the hospital board, Mrs. Myrna Soholm, R.N.,

Hospital Administrator, and Miss Ruth Anderson,
R.N., Superintendent of Nurses. Following initia-

tion, the students were given paper caps to wear
and were served a buffet lunch in the new nurses’

cafeteria, from a table beautifully appointed in the

club’s chosen colors.

The Future Nurses entered a float in their school

homecoming parade and are now working on their

program booklet for the year.

The Auxiliary, having only six active members,
decided to let the FNC sell Today’s Health and
have the Auxiliary’s share of the money to finance

a trip to visit Des Moines hospitals. While in the
city, they will put on a skit for the Annual Spring
Meeting of the Auxiliary.

The Auxiliary prepared cookies and had charge
of serving tea and coffee during the open house of

the new wing of the Spencer Hospital, and worked
with the Clay County Tuberculosis and Health
Association on the Free Chest X-Ray Program
sponsored in Clay County this month. Every mem-
ber took part in the American Education Week,
November 8 to 14, and visited the schools.

A new-member project was next on the planned
program, and all members took names of doctors’

wives in surrounding towns where there are no
organizations. These people will be asked to be-

come members-at-large. After the holidays, they

will be invited to a meeting which the Auxiliary

will sponsor in this area.

All our husbands are donating to the AMA Edu-
cational Fund.
Mrs. George Fieselmann, Spencer, legislative

chairman, gave us a five minute survey of present

legislation.

Mrs. E. E. Munger, program chairman, will have
our program in booklet form this month.
We are small, but mighty.

Mrs. Dean H. King
President

Mrs. Howard Smith, of Woodward, was named
president-elect of the Iowa Health Council at a

meeting held in Des Moines on November 19, and
Dr. John D. Conner, of Nevada, and Dr. John J.

Shurtz, of Eldora, were named members of the

executive committee. Mrs. C. C. Inman, of Ban-
croft, chairman of the women’s committee of the

Iowa Farm Bureau Federation, is president this

year.

Woodbury

The Sioux Mesdames of Woodbury County spon-

sored a most successful Craft and Hobby Show on

October 15 through 17 at the Younker-Davidson
Store in Sioux City. Mrs. Martin Ryan and Mrs.

Edward Donohue were Chairmen.



Vol. XLIV, No. 1 Journal of Iowa State Medical Society 45

The December 9 meeting will be held at the

Martin Hotel, Sioux City. Mrs. Jerry Raush is in

charge of the Christmas program.

The Woodbury County Medical Society is hold-

ing a special dinner on December 17 in honor of

Dr. Robert Larrimer, President of the Iowa State

Medical Society. Mrs. John Schwartz is party

chairman.

Mrs. Joe Krigsten

Wapello

Nineteen members of the Wapello County Medi-

cal Auxiliary met at the home of Mrs. Glenn C.

Blome, on Tuesday, November 3, at 6:30 P.M.,

for a dinner meeting. Hostesses for the evening

were Mrs. Richard Hastings, Mrs. T. L. Vineyard
and Mrs. G. Raymond Johnson.

Mrs. E. B. Hoeven gave a talk on “Mental

Health.” Mrs. Phillip McIntosh gave a report on
what had been done so far in an effort to start a

Future Nurses Club.

Mrs. R. D. Dalager

NURSE RECRUITMENT PROGRAM

The nurse recruitment committee of the Auxil-

iary to the AMA has suggested a number of ways
in which such an effective program may be de-

veloped:

Publicize available scholarships to high school

Councilors.

Make brochures on nursing available to all

high school libraries.

Form “Future Nurses Clubs” in high schools,

preferably in the Freshman year.

Counsel the students to the need for nurses

—

do not forget the boys.

Help the student to select the right school for

her needs (practical-graduate or collegiate).

Make a survey of the nursing schools in your
State.

Urge that all Schools of Nursing become ac-

credited schools.

Encourage inactive registered nurses to offer

their services to the community.
Educate the Public to the need for nurses by

providing speakers before clubs.

Establish revolving funds, money returned by
graduates in a reasonable time after graduation

—

thus providing further loans.

Radio broadcast information regarding available

scholarships and loans.

Check areas that have had no contact—un-

organized counties and counties where there are

members-at-large. They may interest enough doc-

tors’ wives in this project to develop a nucleus for

an Auxiliary.

Arrange a “Nurse Sunday” or a “Nurse Re-
cruitment Week” in your community.
Cooperate with Hospitals in their nurse train-

ing program—more hospitals call for nurses than
train them.

Interest Industry to provide scholarships—they

take nurses but do not train them.

Take High School Students on tours through

hospitals.

Keep students in training schools by:

a. making living quarters attractive.

b. plan recreation for student nurses.

Contact Woman’s Auxiliary, 535 N. Dearborn
St., Chicago, 111. for the following:

a. Books about nursing.

b. Films on nursing.

Train a speaker’s bureau on Nurse Recruitment.

In South Carolina, The State Hospital Associa-

tion, The State Medical Association, The Blue

Cross and The Blue Shield plans have recently

sponsored and carried out through their joint ef-

forts and expense an interesting project aimed in

this direction,—the selection of “Miss South
Carolina Nurse for 1953.” This has been given

due publicity in the daily press and need only be

mentioned here. The plan has been followed with

good results for several years in North Carolina

and the same results can be expected in this state.

This recognition of these young women and
the opportunity thereby given them for some
recognition in their own feminine right will un-

doubtedly serve to increase the interest of the

girls who are finishing high school and who are

otherwise qualified to enter the field of nursing.

South Carolina Auxiliary Bulletin

March 1953

SPEAKERS' BUREAU SCHEDULES
RADIO

WSUI—IOWA CITY

Tuesday at 11:45 a.m.

“The Story of Surgery”

January 5 Abdominal Surgery
January 12 Surgery in Infancy
January 19 Surgery of the Chest
January 26 .... Neurological and Brain Surgery

WOI—AMES
Thursday at 11:15 a.m.

“Main Street Medicine”

January 7 Rural Health Committee
January 14 Medical Grand Jury
January 21 Medical Research Foundation
January 28 Community Health Survey

TELEVISION

WOI-TV—AMES
Friday at 8:00 p.m.

January 1 Alcoholism
January 8 Hospital Services

January 15 Mental Health
January 22 Hospital Costs

January 29 Moral and Legal Responsibility

of the Pharmacist



SOCIETY PROCEEDINGS

MEETINGS

Black Hawk

The Black Hawk County Medical Society heard
an address on “Diagnosis and Differential Diag-

nosis of Diseases of the Urinary Tract” by Dr.

Norris I. Heckel, of Chicago, President of the

Mississippi Valley Medical Society, at its meeting
on November 17. At the meeting on December 15,

Dean Norman B. Nelson, of S.U.I., spoke on the

problems of the College of Medicine.

Calhoun

At the meeting of the Calhoun County Medical
Society held on November 19, in Lake City, Dr.

C. E. Knouf, of Lake City, was elected president;

Dr. D. C. Carver, Rockwell City, vice-president;

Dr. Ashton McCrary, Lake City, secretary-treas-

urer; Dr. Paul Ferguson, Lake City, delegate;

Dr. W. C. Kennedy, Somers, alternate delegate;

and Dr. P. W. Van Metre, Rockwell City, censor.

Dubuque

At the November 11 meeting of the Dubuque
County Medical Society, Dr. Eugene Van Epps,

secretary of the Council of the Iowa State Medical
Society, discussed the functions of that group. Dr.

Donovan F. Ward and Dr. Clarence A. Darrow,
members of the County Society’s Public Relations

Committee were in charge of the program.

Johnson

Dr. Rodman E. Taber, of the Department of

Surgery at S.U.I., was the speaker at the Novem-
ber 28 meeting of the Johnson County Medical
Society. His topic was “The Tissue Bank.”

Linn

Dr. Louis L. Friedman, of the Department of

Obstetrics and Gynecology at the University of

Minnesota, Dr. Wm. C. Keetel, professor of obstet-

rics and gynecology at S.U.I., and Dr. H. Lloyd
Miller, of Cedar Rapids, were participants in a

discussion of infertility at the November 8 meet-

ing of the Linn County Medical Society.

Dr. Willis M. Fowler, professor of medicine at

S.U.I., spoke on “The Treatment of Anemias” at

the meeting of the Society on December 10.

Marshall

Officers of the Marshall County Medical Society

were elected at a recent meeting. Dr. D. Dale

Harris is president; Dr. L. O. Goodman is vice-

president; and Dr. H. E. Sauer is secretary-treas-

urer. Dr. Eugene Van Epps, head of the Depart-

ment of Radiology at University Hospitals, Iowa
City, provided the scientific program.

Page

Dr. Carroll B. Larson, an orthopedist on the staff

of University Hospitals, Iowa City, was the prin-

cipal speaker at the November 19 meeting of the

Page County Medical Society.

Polk

Dr. Walter G. Maddock, professor of surgery

at Northwestern University College of Medicine,

in Chicago, spoke on fluid-electrolyte balance at

the November 18 meeting of the Polk County
Medical Society.

Poweshiek

Dr. Rubin Flocks and Dr. R. G. Carney, of Uni-

versity Hospitals, Iowa City, and Dr. James C.

Cain, of the Mayo Clinic participated in a panel

discussion of cancer at a meeting held in Grinnell

on November 10. Physicians from adjacent coun-

ties, as well as ones from Poweshiek, attended.

Sac

At the November 12 meeting of the Sac County
Medical Society, Dr. Perry P. Amick. Des Moines

pediatrician spoke on latest theories in his field,

emphasizing particularly the hyaline membrane
syndrome. At the December 10 meeting, Dr. L. J.

O’Brien, Fort Dodge surgeon, spoke on fractures

about the ankle joint. Dr. J. H. Stafford, president

of the county society and Life Member of the Iowa
State Medical Society, introduced the speakers.

Scott

Congressman Thomas E. Martin of the First

District of Iowa spoke to the members of the

Scott County Medical Society on December 1

about federal legislation under consideration that

is of interest to doctors. The following were elect-

ed officers of the society: Dr. W. J. Balzer, presi-

dent; Dr. J. R. Shorey, president-elect; Dr. H. M.
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Hurevitz, vice-president; Dr. Atlee B. Hendricks,

secretary; and Dr. F. Dale Wilson, treasurer.

Woodbury

At the November 19 meeting of the Woodbury
County Medical Society, Dr. Frank Coburn, of

the Department of Psychiatry at S.U.I., spoke on

“Psychiatry and General Practice.”

PERSONALS

Dr. Donald Kyer has been appointed acting

superintendent of the Mental Health Institute at

Independence, succeeding the late Dr. Max
Witte. Dr. Kyer came to the Institute on October

26, 1953. to serve as clinical director, after three

years as instructor in psychiatry at the University

of Arkansas School of Medicine. He is a graduate

of the college of medicine at Boston University

and has done considerable postgraduate study at

Harvard.

At the semi-annual meeting of the Iowa State

Urological Society, in Iowa City on December 5,

the speakers included Drs. Robert J. McNamara,
Dubuque; Wayland K. Hicks and Dwayne E. How-
ard, both of Sioux City; Robert P. Meyers, Ottum-
wa; and Clifford W. Losh, Jr., Des Moines. The
president of the Society is Dr. E. M. Honke, Sioux
City, and the secretary is Dr. F. Harold Entz,

Waterloo.

On November 15, Dr. Garfield Miller began the

general practice of medicine in Calmar. He is a

graduate of the Bowman-Gray school of medicine,

in Winston-Salem, North Carolina, and did his

internship at Detroit, Michigan.

In mid-November, Dr. Alexander J. M. Find-

later arrived in Olin to begin medical practice.

Though Dr. Findlater is a native of Scotland and
has lived there since 1934, he is not a newcomer
to Iowa. He once practiced in New Albin and in

South Dakota.

On November 14, Dr. Robert G. Wilson, of Mis-

souri Valley, left for service as a flight surgeon
with the Air Force, at San Antonio, Texas.

Dr. R. A. Dorner, of Des Moines, spoke on
“Cancer of the Lung,” and Dr. S. E. Ziffren, of

the Department of Surgery, University Hospitals,

Iowa City, spoke on “Cancer of the Breast” at a

meeting held at the Ottumwa Hospital on Novem-
ber 19 under the joint sponsorship of the State

Department of Health, the Iowa Division of the

American Cancer Society, and the Iowa State

Medical Society.

Dr. Gordon A. Flynn has joined the staff of the

West Davenport Clinic in the general practice

of medicine, surgery and obstetrics. He is a gradu-

ate of the College of Medicine at S.U.I. and served

his internship at the City of Detroit Receiving

Hospital.

The regional meeting of the American College

of Physicians, on November 21 at Milwaukee,

Wisconsin, heard three members of the staff of

the S.U.I. Cardiovascular Laboratory deliver

papers on their specialties. They are Drs. J. W.
Culbertson, George N. Bedell and Johann L.

Ehrenhaft. Dr. Willis M. Fowler, of S.U.I., pre-

sided at one of the sessions and participated in

the clinicopathologic conference which was one of

the features of the meeting.

Plans are underway to honor Dr. W. F. Miss-

man for his 44 years of service to the Klemme
community. A banquet at which he is to be guest

is to be held at the high school gymnasium there

on the evening of January 11.

Dr. Lawrence D. Amick, who has practiced

in Sac City for the past three years, is leaving

there to accept a clinical fellowship in the De-
partment of Physiatrics at the Mayo Clinic. He is

a 1945 graduate of the College of Medicine at

S.U.I.

The Rohlf Memorial Clinic, at Waverly, has an-

nounced the association of Dr. Henry M. Hanson.
Dr. Hanson received his M.D. at Northwestern
and served his internship and a residency in sur-

gery at the Wesley Memorial Hospital, in Chicago.

Dr. W. Gordon Hansen has joined Dr. C. L.

Bain in the practice of medicine and surgery at

Corning. Dr. Hansen is a native of Sioux City and
a 1951 graduate of the University of Nebraska
College of Medicine.

As of December 1, 1953, Dr. John W. Schwartz,

of Sioux City, announced that Dr. Anthony H.

Kelly had joined him in the practice of general

and thoracic surgery.

Dr. Jack Fickel, who recently was released from
flight-surgeon duty with the Navy, has opened an
office for general practice in Red Oak. He is a

1949 graduate of the College of Medicine at S.U.I.

DEATHS

Dr. George Allen Biebesheimer, 71, who had
engaged in general practice at Reinbeck for 42

years, died there on November 25, after a heart

attack.
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Dr. Nelson McPhee Whitehill, 83, pioneer Boone
physician and a Life Member of the Iowa State

Medical Society, died there on November 14 fol-

lowing a heart attack. He had practiced 50 years

in Iowa, the last 41 of them in Boone. A Life

Member of the Iowa State Medical Society, he
retired in 1946.

Dr. Grant Augustine, a Council Bluffs and Min-
den physician and surgeon for some 45 years, died

on November 15 at Little Rock, Arkansas. He
was 80.

Dr. Max E. Witte, 58, Superintendent of the

Mental Health Institute at Independence, died

suddenly on November 12, two days after experi-

encing a coronary attack.

Dr. Claudius L. Sievers, 77, who had practiced

16 years in Calumet and 31 years in Denison, died

on November 3.

Dr. Robert M. Cullison, 61, chief medical officer

of the regional office of the Veterans Administra-

tion at Winston-Salem, North Carolina, died sud-

denly, of a heart attack, on November 3. Dr. Cul-

lison was an alumnus of the College of Medicine
at S.U.I., and had maintained his membership in

the Grundy County Medical Society.

Dr. Janies Marr, 52, until July 1, 1953, a member
of the staff of the Glenwood State School, died

on December 3 at Grafton, North Dakota, where
he had become superintendent of the North Dako-
ta School for Feeble Minded Children.

Dr. Edward John Wehman, 73, a radiologist who
had practiced at Burlington for 46 years, died

there on December 5 after a six weeks’ illness.

Dr. Oliver Stillman Barber, a Life Member of

the Iowa State Medical Society who practiced

medicine for many years in Creston, died in La
Grange, Illinois, on November 15, where he had
been making his home with his son. Dr. Barber
had been in poor health for several years.

Steps in Expanding the V-A Program

(Continued, from page 39)

per cent or more disabling and were discovered

within a year after discharge.

1934—Congress reestablished any case that had
or could qualify under the 1924 act, subject to

more restrictive official dates for the beginning

and ending of World War I.

1948—Public Law 748 listed the 23 chronic dis-

eases that the president had declared presumptive
in 1933; it added 16 tropical diseases to the list;

and it authorized the V-A administrator to add
more.

1950

—

Public Law 747 was amended to allow a

three-year presumptive period for pulmonary
tuberculosis with 10 per cent or more disability.

At the same time, Congress voted to provide vet-

erans of the Spanish-American War, the Philip-

pine Insurrection and the Boxer Rebellion with

any type of out-patient care.

1951

—

Congress extended the presumptive peri-

od for multiple sclerosis to two years, if disability

is 10 per cent, and extended the time for active

psychosis, which had been one year for full med-
ical benefits, to a two-year conclusive presumption
for hospitalization only.

1953—Congress again amended Public Law 748

to extend the three-year period for pulmonary
tuberculosis to include all types of active tuber-

culosis.

A number of bills on presumption of service

connection are under consideration in Congress

this wintef:

1. Extend the presumptive period for all chronic

and tropical diseases from one to three years.

S. 601 Sparkman; H.R.25 Mrs. Edith N. Rogers

(Mass.); H.R.1573 Battle (Ala.).

2. Extend period to three years for multiple

sclerosis or psychoses. S.762 Martin (Penna.),

H.R.33 Rogers.

3. Extend period for malignant tumors from one

to two years. H.R.45 Rogers.

4. Extend period for amyotrophic lateral scle-

rosis from one to two years. H.R. 3070 Freling-

huysen (N.J.).

5. Extend three-year period for tuberculosis to

seven years. H.R.2097 Hagen (Minn.).

6. Make the three-year period for active pul-

monary tuberculosis and the two-year period for

multiple sclerosis conclusively presumptive. H.R.

5012 McCarthy (Minn.).

ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of December 10, 1953

Ackerman, J. H., Clarksville

(Atlanta, Georgia) Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Bartholomew, R. D., Lake City

(Walnut Creek, Calif.) Lt. (j.g.) ,
U.S.N.R.

Benton, J. S., Des Moines 1st. Lt., A.U.S.

Bogle, W. C., Marion
(Great Lakes, 111.) Lt., U.S.N.R.

Braatelien, N. T., Des Moines
(Rock Island, 111.) 1st Lt., U.S.A.F.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.
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Buzan, E. F., Des Moines
(Yuma, Arizona)

Christensen, J. R., Eagle Grove
(Palo Alto, California) Lt. A.U.S.

Cline, H. L., Iowa City
(Denver, Colorado) A.U.S.

Couchman, P. G., Des Moines
(Ft. Riley, Kansas) 1st Lt., U.S.A.F.

Daut, R. V., Davenport
(Westover Field, Massachusetts) ....Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Donahoe, J. F., Fort Dodge
(Des Moines, Iowa) 1st Lt., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City
(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(Ft. Sam Houston, Tex.) Capt., A.U.S.

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P.. Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, John E., Shenandoah

Gottsch, Joseph C., Shenandoah
(Randolph A.F.B., Texas) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck
Hickman, D. M., Indianola

(Alexandria, Louisiana) 1st Lt., U.S.A.F.
Isham, R. B., Osage U.S.N.R.
Iwen, G. W., Iowa City
Jenkins, H. F., Ogden

(Randolph A.F.B., Texas) U.S.A.F.
Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.
Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Raleigh, North Carolina) 1st Lt., U.S.A.F.

Kruse, R. H., Conrad
(Pearl Harbor, T. H.) Lt., U.S.N.R.

Kuehn. W. G., Clarinda
(A.P.O. San Francisco, Calif.) Lt., U.S.N.R.

Kuehnle, G. R., Dubuque
(Baton Rouge, La.)

Kurth, R. J., Waterloo
(Minneapolis, Minn.) Capt., U.S.A.F.

Larson, Erling, Jr., Des Moines
(Indianapolis, Indiana) Lt., U.S.N.R.

Lawler, Matthew P„ Des Moines
(Corona, California) U.S.N.

Leiter, E. R. K„ Des Moines
(Bangor, Me.) Capt., U.S.A.F.

McMahon, A. E., Jr., Des Moines
(Omaha, Nebraska) U.S.N.R.

Martins, J. K.. Waterloo
(Bayonne, N. ,T.) Lt., U.S.N.R.

Maxwell, J. R., Iowa City
(Camp Stoneman, California) 1st. Lt., A.U.S.

Middleton. W. H.. Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(Topeka, Kan.) 1st Lt., U.S.A.F.

Paul, R. E., Des Moines
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm., Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Puntenney, A. W., Boone
(Portsmouth, Va.) Lt., U.S.N.R.

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.PH.S. Hospital,

Seattle)

Saunders, R. J., Colfax
(APO San Francisco, Calif.) 1st. Lt., U.S.A.F.

Schlichtemeier, E. O., Peterson
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.
Shuldberg, Arthur, Des Moines

(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.
Sinton, D. W., Iowa City

(Colorado Springs, Colorado) A.U.S.
Smith, C. B„ Iowa City

(Bowling Green, Ky.) Capt., A.U.S.

Sphonheimer, L. N., Donnellson
(Mountain Home AFB, Idaho) ....1st Lt., U.S.A.F.

Stivers, T. W., Des Moines
(Hutchinson, Kansas) Lt. (jg) U.S.N.R.

Stutsman, R. E., Washington
(Miami, Fla.) Cmdr., U.S.N.

Sugioka, Kenneth, Iowa City
(Long Island, N. Y.) A.U.S.

Theilen, E. O., Iowa City
(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) .... Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Troxel, J. F., Cedar Rapids
(APO New York, N. Y.) 1st Lt„ A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S.. Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H.. Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall. J. M., Boone
(Gunter AFB, Ala.) 1st Lt., U.S.A.F.

Walker, J. R., Waterloo
(Bethesda. Maryland) Lt., U.S.N.R.

Walston, J. H., Graettinger
(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.

Westly, J. S., Mason City
(F.P.O., New York City) Lt., U.S.N.R.

Wiedemeier, J. L., Sioux City
(APO San Francisco. Calif.) 1st. Lt., A.U.S.

*Wilkins, D. S., Iowa City
(APO San Francisco, Calif.) Capt., A.U.S.

Wilson, Robert G.. Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte. H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Young, R. A., Clarion
(Ft. Sam Houston, Tex.) Capt., A.U.S.

Zeilenga. R. H., Orange City
(Madison. Wise.) 1st. Lt., U.S.A.F.

Zoeckler, Samuel J., Des Moines
(Ft. Sam Houston, Texas) 1st Lt., A.U.S.
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Intestinal Obstruction
WARREN H. COLE, M.D.*

CHICAGO, ILLINIOS

Intestinal obstruction is a frequent and serious

disease, although the mortality rate has been im-

proving during the past several years. Perhaps the

most important explanation for this improvement
in the mortality rate is the more intelligent use

of intestinal decompression. However I wish to

emphasize that, if used unintelligently, intestinal

decompression may actually increase the mortality

rate.
incidence

The frequency of the various causative factors in

the production of intestinal obstruction depends
upon the types of patients studied. For example,

the incidence of external hernia is higher in any
series limited to charity patients, and the incidence

of obstruction due to adhesions is higher in pri-

vate patients; the incidence of obstruction due to

adhesions is particularly high in any series includ-

ing only obstruction of the small intestine. In a re-

cent survey of the literature, the author 1 found a

33 per cent incidence of obstruction caused by ex-

ternal hernia, 32 per cent obstruction due to adhe-

sions and 15 per cent obstruction due to neoplasms.

These correspond fairly closely to the figures re-

ported by Nemir2 who found incidences of 39.6

per cent, 35 per cent, and 23 per cent, respectively,

in the 3 causes mentioned above. On the other

hand, Bollinger and Fowler3 found a 41 per cent

incidence of obstruction due to adhesions but only

23 per cent due to hernias. It should be noted how-
ever that the series reported by Bollinger and
Fowler included only patients with obstruction of

the small intestine. When patients with obstruction

of the large bowel are included in a series, the

incidence of obstruction due to cancer is higher.

clinical manifestations

Fortunately, the diagnosis of an intestinal ob-

* From the Department of Surgery, University of Illinois
College of Medicine and the Illinois Research Hospitals. Chi-
cago, Illinois.

struction can be made very easily and accurately

from the type of pain. Characteristically the pain

is a cramp, present for a minute or two, then ab-

sent for a few minutes. Usually some discomfort

exists in the abdomen between cramps. If the dis-

comfort or pain between cramps is intense, the

diagnosis of strangulation should be suspected.

However the physician must be certain that the

patient understands the definition of cramp, if he
uses the term in obtaining the case history. Very
few patients use the word discriminatingly; indeed
most of them call any severe pain a cramp.
There is so much difference in the manifestations

presented by high intestinal obstruction in con-

trast with those resulting from low intestinal ob-

struction that the two syndromes will be described

separately.

High Intestinal Obstruction .—In high intestinal

obstruction, the pain is usually of a typical cramp-
like type. Almost invariably nausea and vomiting
follow in a few hours. If the obstruction is com-
plete, the patient may subsequently evacuate the

portion of the intestinal tract distal to the point

of the obstruction, but will pass no gas and have
no further stool. When the obstruction is located

in the pylorus or duodenum, there may be no
cramps and the pain is extremely variable in type

and intensity. Commonly, pain is absent in ob-

struction of this type, and the patient merely com-
plains of abdominal discomfort and anorexia.

Distention is fairly common in high intestinal

obstruction, but will be less evident in patients

suffering from obstruction at the pylorus and in

patients who are vomiting considerably.

The patient’s abdomen should be observed for

peristaltic waves or a pattern. Auscultation is very
valuable for the reason that intestinal sounds are

sharply increased in high intestinal obstruction.

Palpation of the abdomen reveals a doughy resist-

ance, but no muscle spasm unless strangulation is

present. There may be slight tenderness, but, when

51
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present, it is poorly localized and not necessarily

centered over the point of obstruction.

X-ray examination is extremely helpful in mak-
ing a diagnosis, for the obstructed intestine shows
up as a distended loop with a herringbone pattern.

(Fig. 1.)

Dehydration and electrolyte deficiency are com-
mon in high intestinal obstruction. The degree of

each is dependent upon the duration of the obstruc-

tion and the intensity of vomiting. Dehydration is

identified by dry tongue and lack of turgor and
elasticity of the skin. Limitation of space does not
permit a discussion of manifestation of electrolyte

deficiency. It has been described elsewhere by the

author and Laws.4 Of the electrolytes involved,

sodium, potassium, and chloride are the most im-

portant. Deficiency of these elements are always
present when vomiting occurs and intake has
stopped. In intestinal obstruction, particularly of

the small bowel, the blood volume is decreased
sharply because of lack of oral intake, trapping of

blood in the obstructive loop, and other causes.

The N.P.N. is almost universally elevated.

Low Intestinal Obstruction .—The symptoms of

colonic obstruction are much different from those

of small-bowel obstruction. In the first place it

may develop and be present for two or three days,

with relatively insignificant symptoms. The initial

symptom is usually anorexia and a feeling of full-

ness or discomfort in the abdomen.
Vomiting is uncommon, often occurring no more

than once or twice, even though obstruction may
have been present for four or five days. Obstruc-
tion of the colon is usually caused by cancer, but
the type of symptoms cannot be distinguished from
those of either obstruction by cancer or obstruc-

tion by adhesions, except that patients with cancer
usually have a history of blood in the stool. Fur-
thermore, in cancer patients there may be a history

of loss of appetite, abdominal pain, and loss of

weight for a few weeks or months preceding the

onset of the obstruction. Constipation is of course
present. The lack of passage of gas and of stool

will develop almost simultaneously with the ob-

struction of the large bowel, since, especially in

patients have obstruction due to cancer, the ob-

struction usually develops on the left side.

Intestinal cramps of the type described above
are not present as commonly in low obstruction

as in high. Dehydration and electrolyte deficiency

are less prominent in low obstruction, but will be
present because of the lack of oral intake.

Distention in low obstruction is quite marked
and practically universal, largely because the ileo-

cecal valve in most patients is patent. In spite of

the fact that patients with low intestinal obstruc-

tion may have no vomiting and very little dehydra-
tion or electrolyte deficiency, they usually are

quite ill. This “toxicity” is probably related to the

distention and may be explained by the absorption

of toxic products (produced by anoxia) in the wall

of the intestine. The distention may be so pro-

nounced that rupture of the cecum takes place.

Fig. 1. Plain x-ray film in a patient with obstruction of
mid ileum by an adhesion reveals distention of small bowel
with gas, but no gas in the large bowel.

Therefore, to prevent perforation, immediate op-

eration is usually indicated in large bowel obstruc-

tion as soon as dehydration and electrolyte de-

ficiency are partially corrected.

Palpation of the abdomen reveals the doughy
resistance produced by the distention, but very
little tenderness. Likewise there will be no muscle
spasm unless strangulation or perforation is pres-

ent. Auscultation will reveal increased sounds,

but perhaps not with typical rushes as in high

intestinal obstruction.

X-ray examination may be extremely helpful,

for a distended colon with typical haustrations will

be present, and fluid levels discernible. It is very

important that barium not be given by mouth in

these patients, but it may be given by rectum to

identify the obstruction. However, it is essential

that the barium not be allowed to pass above the

point of obstruction in any significant quantity,

lest an impaction of barium be produced above the

obstruction. This is a serious complication and it

interferes so markedly with the operative treat-

ment later that the patient’s life may be jeopar-

dized.

Adynamic Obstruction Due to Paralytic Ileus .

—

Obstruction due to paralytic ileus presents symp-
toms similar to those discussed above, although

a proper and thorough examination almost invari-

ably reveals the correct diagnosis. It is very essen-

tial that the correct diagnosis be made, since the

treatment of paralytic ileus is conservative (pri-



Vol. XLIV, No. 2 Journal of Iowa State Medical Society 53

marily by intestinal decompression). As is well

known, paralytic ileus develops after evei'y ab-

dominal operation, the duration depending upon
many factors, including the amount of trauma,
amount of bacterial contamination, and other fac-

tors. Without complication, paralytic ileus from
celiotomy disappears 48 to 72 hours after opera-

tion.

Paralytic ileus may develop spontaneously. In

such circumstances it is usually produced by per-

foration of a viscus (by trauma or through an
ulcer). Occasionally it is seen after celiotomy be-

cause contamination due to section of a viscus gives

rise to an infection, i.e., peritonitis.

There may be fever and leukocytosis, secondary
to the peritonitis which is usually the cause of the

paralytic ileus. Ordinarily, muscle spasm will be

present, occurring soon after peritonitis develops.

However, if the peritonitis develops after an opera-

tion, muscle spasm is seldom produced. X-ray ex-

amination with a plain plate reveals distended

loops of intestine and fluid accumulation. An im-

portant differentiating feature in paralytic ileus is

the presence of gas in both the small and large

bowel (see Fig. 2). This finding is in contrast to

the x-ray finding of distended small bowel in upper
intestinal obstruction and distended large bowel
in low intestinal obstruction.

One of the clearest diagnostic signs in paralytic

ileus is the absence of intestine sounds as deter-

mined by auscultation.

DIAGNOSIS OF STRANGULATION

Some surgeons think it is so difficult to diagnose

Fig. 2. Plain x-ray in a patient with volvulus of the colon.
Note the typical pattern of distended colon with haustrations.

strangulation that they advise immediate opera-

tion in practically every patient with intestinal ob-

struction for fear that strangulation may be pres-

ent. I am definitely of the opinion that strangula-

tion can be diagnosed, particularly if the patient

has been under observation for a few hours. It is

more difficult to diagnose strangulation in a newly
admitted patient, for the reaction to transportation

may be sufficient to produce symptoms and signs of

considerable severity regardless of the type of

pathology present. Because of the necessity for

immediate operation in strangulation, it is worth-

while to recite the manifestations of this condition

in detail.

An increase in the amount of pain is one of the

most reliable indications of strangulation. The pain

of strangulation is much more severe than the pain

of the cramp itself. Usually the pain is so severe

that the patients demand or require narcotics. In-

crease in abdominal tenderness is usually present

along with the increase in pain, and likewise, it is

usually located in the same area as the pain.

An increase in pulse rate is a fairly constant

accompaniment of strangulation. It is produced in

part by the pain, but it is accentuated by the loss

of blood into the strangulated loop.

The development of muscle spasm is strongly

indicative of peritoneal irritation, being produced

by strangulation and peritonitis alike. Muscle

spasm developing with early strangulation will

become more prominent if perforation of the bowel
takes place through the strangulation area.

The development of a mass is often indicative of

a strangulated loop. It becomes palpable because of

the edematous wall and large amount of fluid pres-

ent in the lumen of the loop. Unfortunately, the

mass may be obscured by the development of

muscle spasm. It must be remembered that a mass
may develop because omentum and loops of bowel
are matted together subsequent to inflammation.

Accordingly, the physician must bear in mind this

possibility when he suspects strangulation.

Fever is fairly constant in strangulation, par-

ticularly if more than a few inches of bowel are

involved.

Leukocytosis is fairly common in strangulation,

but its presence will not be of much value in the

early postoperative course, since a leukocytosis is

present normally during the first few days follow-

ing any major operation.

A fall in blood pressure may be produced by
dehydration, sodium chloride deficiency and ab-

sorption of toxic products in the fluid produced

by the strangulation. An additional possible cause

of low blood pressure is the loss of blood into a

partially strangulated loop of intestine or through

perforation, with subsequent immediate contamina-

tion of the peritoneal cavity.

Obviously, the physician should not wait for

the development of all these signs before he diag-

noses strangulation, for delay in operation for

strangulation is dangerous, and may be responsi-

ble for the patient’s death. I have found increase
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in pain and increase in pulse rate fairly accurate

signs of early development of strangulation. Later
signs, but not conclusive ones, are the development
of muscle spasm and the development of a mass.

However, the latter is not always indicative of

strangulation, since an obstructed but not strangu-

lated loop of intestine may be distended suffi-

ciently to be palpable.

treatment

There is difference of opinion as to the value and
application of intestinal decompression in defini-

tive treatment of intestinal obstruction. However,
when obstruction is suspected, it is always good
therapy to insert a tube through the nose into the

stomach immediately upon the patient’s entrance
to the hospital, to evacuate the stomach and upper
jejunum. If no more than 100 cc. of fluid are found
in the stomach, the diagnosis of high obstruction

will be very doubtful unless the patient has just

vomited. In addition to the diagnostic information

obtained from decompression, this procedure serves

to evacuate the stomach and thus eliminate one of

the major complications during anesthesia, namely
regurgitation of the gastric content and its aspira-

tion into the lungs.

Decompression as Definitive Treatment .—It

should first be emphasized that decompression as

definitive treatment is permissible and indicated

in only about two types of obstruction, namely
paralytic ileus and obstruction with adhesions. In

Fig. 3. This patient had a complete obstruction of the
sigmoid, with distention of the colon proximal to the obstruc-
tion. Barium given by rectum stops at the point of obstruc-
tion.

practically every instance, if paralytic ileus is not

caused by some major complication such as peri-

tonitis, intestinal decompression will result in cure.

And in obstructions due to adhesions, it will result

in relief in 60 to 70 per cent of patients. This

percentage of relief is even greater in patients hav-

ing an acute obstruction in the immediate post-

operative course.

One of the most important features about decom-
pression therapy is maintaining the patency of the

tube at all times. To facilitate this patency, it is

often desirable to insert a large stomach tube and
evacuate food particles, particularly if the patient

has eaten a short time previously. Allowing the

patient to take sips of water at frequent intervals

will usually help to keep the tube open. In other

words, if the tube is allowed to plug, with cessa-

tion of decompression over a period of several

hours, the patient’s condition is jeopardized. Under
these circumstances it is probable that an immedi-
ate operation would have been desirable.

In the author’s opinion, the Harris and Cantor

tubes are superior to the Miller-Abbott tube, largely

because the weight of the mercury in the rubber

bag at the 'end of the tube encourages passage of

the tube around the duodenal curve and its pro-

pulsion through the intestinal tract down to the

point of obstruction. However, our results have
been just about as effective utilizing an ordinary

tube in the stomach as when we passed a Harris or

Cantor tube.

There are certain strong contraindications to the

use of decompression as a definitive measure in

certain conditions such as intussusception, volvulus,

strangulated hernias, and obstruction due to gall-

stones, the last of which is comparatively rare.

Decompression is not very effective in the treat-

ment of obstruction due to malignant disease, or

in the treatment of strictures resulting from scar.

Accordingly, if any of these conditions are known
to be present, decompression is valuable only to

evacuate the stomach, and must not be continued

as definitive therapy.

If decompression has been chosen for definitive

treatment, the physician must watch the progress

of the case very cautiously, lest strangulation de-

velop under observation and not be recognized.

Accordingly, the manifestations described under

strangulation are watched for, and an immediate

operation performed if a significant number of

those signs develop.

Operative Treatment .—For reasons already
stated, the clinician must choose the time for opera-

tion wisely. If decompression has been effective in

relieving the obstruction due to adhesions, opera-

tion to sever the adhesion is usually necessary as

an interval operation, because recurrence of the

obstruction is so apt to take place. When an im-

mediate operation is planned, considerable judg-

ment must be exercised in deciding how much time

can be utilized in preparing the patient for opera-

tion. The decrements needing correction are dehy-
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dration, electrolyte deficiency and anemia. All of

these are important, but since a moderate anemia
can be corrected with 2 or 3 pints of blood, which
supply some fluid and electrolytes, the administra-

tion of blood becomes a very important part of pre-

operative treatment. Often we operate on patients

for strangulation before the dehydration and elec-

trolyte deficiencies are completely corrected, but

this correction should be well on its way before

the operation is started. The administration of fluid

containing electrolytes, of course, can be continued

during the operation and immediately thereafter.

Certain principles in the operative treatment

must be recognized and respected. In the first

place, patients with intestinal obstruction are very

ill and do not tolerate long operations. Therefore

the operation must be performed with dispatch.

Moreover, it is very essential that trauma be mini-

mized. Manipulation of the intestine should be held

to a minimum during the operation because the

resulting edema and loss of fluid into the trauma-
tized intestine tends to produce shock. Operative

technic must be meticulous and carried out gently

as well as rapidly.

Gangrene results in a sharp increase in mortality

rate. But resection itself is just as great a peril.

Accordingly resection must not be undertaken un-

less the blood supply of the intestine is demanded
so much that gangrene will develop. Obviously it

is just as important that resection not be omitted

when the blood supply is damaged so much that

gangrene will develop.

There are several new technics which have been
introduced for determining whether or not the

viability of a given loop of intestine has been
jeopardized so much as to contraindicate its return

to the abdominal cavity without resection. In gen-

eral these methods are dependent upon blood sup-

ply through the loop. In one method fluorescein

is injected, and its presence in the affected loop is

determined qualitatively. I doubt, however, that

any of these methods will take the place of the

human eye’s observing the return of a pink color

and glistening serosa after the obstruction has

been released and a few minutes’ time has passed,

to allow for return of circulation.

RESULTS

The results for the patient who survives an op-

eration for intestinal obstruction are of course ex-

cellent, unless the cause of the obstruction (e.g.

cancer) jeopardizes his life. The mortality rate at

the present time should be between 10 and 15 per

cent. The two most important factors in altering

mortality rate are the duration of the obstruction

and the incidence of strangulation in the series

studied.

In a series of 205 cases of obstruction of the

small intestine reported by Bollinger and Fowler,

the overall mortality rate was 10.1 per cent. In

another recent series which also included only ob-

struction of the small intestine, Reinus 5 reported

Fig. 4. Plain x-ray film in a patient having innumerable
peritoneal metastases from a carcinoma of the esophagus.
Interpretation in a reproduced film is difficult, but the two
distended loops in the mid line are small bowel, and the one
in the upper right quadrant (patient's left) is colon. Absence
of intestinal sounds lent support to the diagnosis of paralytic
ileus. Because there was no obvious clinical explanation of
the paralytic ileus (the metastases not being known), opera-
tion was performed to be sure a typical mechanical obstruc-
tion was not present.

an overall rate of 13.9 per cent. In this series the

rate for simple obstruction was 12.5 per cent and
in the strangulated group 37 per cent.

In Bollinger and Fowler’s series, the mortality

rate was 0 per cent if nothing more was required

than release of the obstruction; it was 7.14 per-

cent if resection was performed for non-gangrenous
bowel, 31.3 per cent if resection was performed for

gangrenous bowel, and 40 per cent if resection was
performed for gangrene and perforation. These
figures illustrate clearly the seriousness of resec-

tion and gangrene. Of still more importance in the

Bollinger and Fowler series was the observation

that if decompression was carried out less than
24 hours before operation, the mortality rate was
0, if continued for 24 to 48 hours it was 11.1 per

cent, if continued for 48 to 72 hours it was 25 per

cent, and if 72 to 96 hours had elapsed since onset

of decompression the rate was 100 per cent (only

2 cases) . These data indicate clearly that if in-

testinal decompression is chosen as definitive treat-

ment and the obstruction is not released in 24

hours, operation should be performed without

further delay.

In a report of 430 cases of obstruction in the

small and large intestine, Nemir2 noted an overall

mortality rate of 9.8 per cent. His series consisted

of 5.5 per cent operations for external hernia, 7

per cent for obstruction caused by adhesions, 20.2
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per cent for carcinoma, 78 per cent for obstruction

of the colon and 31 per cent for presence of gan-

grene. Carcinoma accounted for about half of his

deaths.
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Psychiatric Hospital Practice

WILLIAM MALAMUD, M.D.*
BOSTON, MASSACHUSETTS

The student of the history of medicine is impressed

with the fact that hospitals have played a more
significant role in the evolution of modern psy-

chiatry than they have in the development of any
of the other phases of medicine. Its very emergence
from the dark ages of ignorance and superstition,

through the contributions of Pinel, Tuke and Rush,

is inseparably linked with the developments in the

Bicetre and Salpetriere, the Retreat at York and
the Pennsylvania Hospital. Through the years that

followed, in this country and abroad, psychiatric

hospital practice has continued to serve as both

the medium of expression and the indicator of

progress in the profession. Even today, when we
have come to realize the importance of breaking

through the isolation of the closed hospital and
most of us are reaching out for more intimate con-

tact with the community, we still maintain the all-

important relationship with hospital practice.

It seemed to me, therefore, that at the present

time, when the psychiatric hospitals are undergo-

ing a period of turbulent growth and reorganiza-

tion, and in most cases are beset with numerous
problems, it would be desirable to undertake a

survey of the major phases of hospital activity and
to evaluate their present status, their goals for the

future and the means whereby these goals can be

achieved. I propose to restrict myself to a few
specific areas which are particularly relevant and
in which I have had a measure of personal experi-

ence.

DIAGNOSTIC AND THERAPEUTIC TECHNICS

Being primarily clinically oriented, my interest

turns first in the direction of the practical work
with patients, and I should like to start out with a

review of the present status of diagnostic and ther-

apeutic hospital procedures, an evaluation of the

progress we have made and an indication of the

needs for further development.

There is no question that within recent years a

great deal of activity has taken place in this area.

A rich variety of new methods of treatment have

* Professor of Psychiatry, Boston University School of Med-
icine.

been introduced, procedures for diagnostic evalua-

tion have been vastly improved and new ones have
been devised, and the general care of the patient

has risen to new levels of efficiency. What is even
more important, we have come to appreciate more
than ever before the importance of treating the

individual .rather than the disease, of utilizing the

principle of a combination of measures and pro-

cedures, rather than depending upon any single

type of therapy by any single representative of the

therapeutic corps, and of keeping in mind not only

the individual at the time we are treating him, but

also the cross section of his past life and of his

future needs.

It is not my purpose to undertake here a review

and evaluation of all the methods of treatment and
diagnosis that have recently been introduced and
those which are still in the process of being initi-

ated. There is no question of the great profusion

of such methods and the vast field that they cover.

They range all the way across the spectrum from
social therapy and group treatment through indi-

vidual psychotherapy to the shock, surgical and
chemical procedures. A good many of them have
been tested, and their actual values have been
more or less defined. Others are still in the process

of development, and we look to the future for more
objective evidence concerning their values in prac-

tical application.

In a general way, however, it would be well for

us to take cognizance of some of the fundamental
principles involved and the particular needs that

apply to the field as a whole. New methods, both

therapeutic and diagnostic, but particularly the

former, of necessity involve establishing precedents

and venturing into new areas. The practical mind-

ed of us quite justifiably view these with a certain

amount of skepticism and tend to curb the enthu-

siasm and over-evaluation that just as naturally

characterizes the attitudes of those who have some
personal interest in these new ventures. There is a

great need in this area for the spirit of curiosity

and progressive thinking. Opportunities must be

given for the proper application and experimental
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trial of new ideas, provided that the safety of the

patient and the avoidance of obvious waste of

effort are taken into consideration. We certainly

must guard against the tendency to remain static

in the face of changing times. The history of psy-

chiatry shows too many instances of resistance by
the overcautious and overskeptical, who, in oppos-

ing attempts to further the progress of knowledge,

have inhibited and delayed the application of pro-

cedures that have eventually proved to be of great

benefit. One of the most striking examples of such

a reaction was the great wave of resistance that

Freud and his followers encountered in their at-

tempt to introduce the principles and technics of

psychoanalysis into the field of psychiatry. It is

true that essentially sound ideas will eventually

prove themselves in spite of resistance, but aside

from the fact that some of them actually may be
lost because of too much resistance, the mere fact

that their progress may be delayed is in itself a

very unfortunate phenomenon that should be
avoided as much as possible.

At the same time, however, we must also think

of the other side of this picture. In the first place,

we must take into consideration the psychological

set of the enthusiastic proponent of a given idea,

who naturally tends to over-estimate the value of

his particular point of view, and having an emo-
tional investment in it, is quite likely to overlook

its shortcomings. It is here that the rank and file

of us must maintain a realistic attitude and while

being open minded and tolerant, must make ade-

quate use of objective evaluation. This is perhaps

more important in psychiatry than in any other

field in medicine, since we do not as yet have the

necessary quantitative and uniformly applicable

standards of measurement that the other disci-

plines possess. Adequate and objective data of suf-

ficient quantity, satisfactory use of control ma-
terial, and avoidance of prejudice whether for or

against a given idea are the greatest needs that

face us today in this area.

And so it is that while we look for a liberal at-

titude in our hospitals as regards the introduction

of new procedures and ideas, we must also guard
against over-estimation, over-selling, and undis-

ciplined wishful thinking. There is another point

that must be kept in mind. Most of us, especially

the younger generation of workers, are susceptible

to overenthusiasm for new methods in preference

to old ones, not only because they are better but

also because they are new. We do not now possess,

nor shall we probably ever have any panaceas
that are applicable to all ailments, and in face of

the backlog of problems that have failed to react

satisfactorily to the older methods, we are very
likely to become too optimistic about some new
method and to discard old ones simply because
they are old and have not proved universally help-

ful. This fact is brought to our attention particu-

larly clearly when we undertake a review of the

developments in psychiatric therapies during the

last one hundred years. All through these years,

we have seen repeated swings of the pendulum to

and fro as it has been influenced by the introduc-

tion of new ideas and led to temporary or even
permanent discarding of old ones that were really

very useful. Even today, for instance, as we read

contributions such as were made by men like

Samuel Woodward, Amariah Brigham, Pliny Earle,

and others, we are often greatly surprised to find

how much of what can be applied today was not

only anticipated but actually practiced by them
and their contemporaries years ago. One is re-

minded of Mark Twain’s reference to the youth
who at the age of fourteen was shocked to find how
ignorant his father was and then at the age of

twenty-one was surprised by the discovery of how
much the old man had learned during the seven

years. The important thing to remember is that

progress, if it is to yield real gains, must be stabil-

ized by the process of keeping up an uninterrupted

line of communication with the achievements of

the past.

This is just as true of methods of evaluation.

Most of us have sooner or later come to appreciate

the wisdom of our elders in the fields of medicine
in general when they admonished us not to throw
overboard diagnostic procedures of a general clini-

cal type, simply because some new and, within

their limited application, perfectly adequate labo-

ratory measures have been discovered. We should

add chemical tests, psychological procedures and
other so-called exact methods to our general clini-

cal evaluations, rather than completely to permit

the new to supercede the old and become the sole

criteria that we depend on. We will do well to re-

member that all of us are subject to the natural

urge to discover some magic formula that is uni-

versally applicable, to find some single method,
whether it be therapeutic or diagnostic, that will

do the whole job, rather than to depend on a multi-

plicity of methods, which is the more tedious, even
though in the end the most adequate, way of deal-

ing with these problems.

DIVISION OF RESPONSIBILITY

This leads us to the consideration of another
important aspect of this subject. A great many
words have been used in extolling the virtue of

the “team” approach, and, as is so frequently the

case, the word team has come to stand as a sym-
bol, which in the course of time, has lost a good
deal of its intrinsic meaning. And yet it has a very
important place in our work. The scope of per-

sonality maladjustments, by virtue of the progress

that we have made, has come to be so broad and
complex, and both theoretically and diagnostically

to involve so many different disciplines and skills,

that representatives of no single one of the dis-

ciplines can cover the whole field adequately. Most
psychiatrists today have come to realize this fact

and, at least on a verbal level, will accept the im-

portance of working in conjunction with the social
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worker, the nurse, the psychologist, the occupa-

tional therapist and the like. All too frequently,

however, that acceptance is a mere gesture rather

than a real appreciation of the value of the con-

tributions that can be made by the other disci-

plines. Most frequently we find that this interre-

lationship is reduced to a matter of convenience in

the sense that the psychiatrist will call on the aid

of, let us say, the social worker or the psychologist

only when he is too busy to attend to some of the

aspects of the problem himself. Obviously this atti-

tude is also found in the representatives of the

other disciplines. There is a pronounced tendency
to overlook the fact that each one of the disciplines

cannot possibly be considered entirely self-suffi-

cient and to regard the others as simply subsidiary.

True “team” work will be achieved only when we
recognize not only that each one of the members
is trained in his special skills and body of knowl-
edge and must be regarded as capable of making
a contribution which will not only be of assistance

to the others, but also that he and he only knows
how to utilize such skills and knowledge properly in

the process of coordination of all of these skills for

the achieving of a common goal. Each one of them,

however, must work in conjunction with the oth-

ers, for if he thinks himself capable of dealing with

the entire problem, he will find that he has re-

stricted himself to something of a vacuum and has

achieved only part goals. We all know how fre-

quently this occurs in the case of a physician ade-

quately trained in the administration of one form
of therapy or another, who carries out the thera-

peutic procedure adequately but neglects to take

cognizance of the fact that his patient’s person-

ality problems necessarily permeate the whole of

his existence, that they are dependent upon his

interrelationships with other people, his adjust-

ment to a given setting, his job as well as his fam-

ily life, and his intellectual pursuits. In a measure,

as we develop blind spots to all these other activi-

ties, we find ourselves working with a single facet

of the patient’s personality, and regardless of how
much we may learn and accomplish in that par-

ticular respect, we fail to achieve adjustment of

the individual to life as a whole. This is particu-

larly apt to occur in hospital practice, since we find

that we have achieved what appears to be an ade-

quate adjustment of the patient to some specific

problem or to the therapist himself, but that this

adjustment is limited to the hospital setting and
fails to carry over into life situations in the com-
munity. The patient’s process of rehabilitation to

his original milieu must actually start as soon as he
is admitted, and can be successfully achieved only

through the medium of coordinated team work.
This means a broadening of the base of the thera-

peutic program, in which systematic occupational

therapy will find its specific application alongside

of good nursing care, and in which we shall con-

sider the patient’s somatic problems while we deal

with his fears and doubts. While we are dealing

with his emotional difficulties, we shall also help
him work out his social problems and keep alive

his contacts with the community in which we hope
he will again find his proper place. If, however, the

hospital’s objective is to be the readjustment of

the patient in his social setting, then it must de-

velop and maintain a closely integrated relation

with the community itself. But historically psy-
chiatry has had to contend with powerful deter-

rents in this respect, and even today we have not

been able to overcome them completely.

INTEGRATION WITH COMMUNITY

A century ago, our predecessors reached out into

the community to remove the mentally sick from
the jails and almshouses and to gather them into

the more appropriate setting of the hospital, where
their conditions could be more adequately under-
stood and more successfully treated. We have
argued that in the hospital we had better physical

and psychological facilities, adequately trained

personnel and a better chance to protect the pa-

tient against the ravages of some of the social pres-

sures to which he was subjected within the com-
munity—all of which was true. Eventually, how-
ever, the community has proceeded to sever its

contacts with these sick people and has seemed to

welcome the opportunity of being rid of cumber-
some and even threatening individuals. It has
placed them in the “monasteries of the mad,” has
built walls around them, has forgotten them, and,

in the process, has included the personnel of the

hospitals with the patients. Unfortunately, we our-

selves have contributed materially to this process

by isolating ourselves from the community.
The existence of this condition and its effects

upon the patients’ illness and the psychology of

the personnel has long been recognized. For a

number of years now, vigorous efforts have been
made by workers, both within the hospitals and
outside of them, to break these barriers and to

cast off these chains of our own isolation, even as

Pinel has done in regard to the patients. But the

psychological influences over the years have struck

deep roots within us, and even today, in spite of

the progress made in this direction, many of us
still maintain a high degree of “ivory tower” with-

drawal in our relations both with the community
and with the rest of the medical profession. It

seems to me that what is needed most urgently

now is the appreciation of the fact that a close

interrelation with the community is important not

only because of what we can do for society, but
also for the effects society can have on us. The
logical medium through which this can be accom-
plished is, of course, the outpatient clinic. It is the

place where our workers can see in real life the

dynamic factors at work in the early phases of

psychiatric disturbances, their dependence and
effects upon social processes, and the extent to

which manipulation of the social factors may has-

ten or retard the development of the disease. Here
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too, of course, we have the greatest real opportu-

nity for testing the efficacy of preventive measures
which in theory we have developed in working
with the patients in the hospital. Finally, it is here

that we can put into practice the plans that we
develop for the rehabilitation and social readjust-

ment of our hospital patients when they have
reached a stage when such a step is indicated.

The fact that all of these activities require the

use of a number of diverse skills and, therefore,

that one single person will not be likely to succeed

in them singlehanded (even if he be a psychia-

trist!) should not deter us. On the contrary, it is

in the clinic work, more than in any other phase

of psychiatry, that both the value and attainability

of “team work” can be most effectively demon-
strated.

Such a clinic, however, will have to be an inte-

gral part of the hospital set-up if it is to accomplish

the objective we have set for it. The separation of

the outpatient clinic from the hospital, physically

as well as in terms of special personnel, actually

defeats the primary purpose of bringing to the

community the benefits of the continuous experi-

ence of work with patients in the hospital, as well

as the secondary purpose of bringing to the hos-

pital worker a realistic picture of the dynamics of

the socio-psychological basis of personality disturb-

ances. From a practical point of view, however,
this is not as easily achieved as one might expect.

In the process of isolating the mental hospital from
the community, which has resulted from the atti-

tude of the group to the hospital and that of the

hospital to the group, we have actually established

a physical separation, and, in most cases, the men-
tal hospital has been carefully placed as far as

possible from the center of the community which
it serves. Not only that, but in some communities
there even is a law that mental hospitals cannot be
built within city boundaries. The difficulties that

develop out of this arrangement are so obvious that

we need not stress them. How can adequate com-
munity relations be established when we have no
community around us? This may all sound like

belaboring a point which is well known and ac-

cepted, but I wish to draw your attention to the

fact that even today we find examples of large hos-

pitals with all modern facilities and equipment
being constructed in areas which are as far from
the community they are supposed to serve as they

can possibly be removed. All of the efforts of

progress made in this direction will not be of any
avail if the physical lines of communication are so

strained that the relationship cannot help wither-

ing.

PERFECTION A CONSTANTLY RETREATING GOAL

Closely related to these considerations is another
aspect of the need for an extension of the scope of

our activities. Hospitals are built and facilities are

provided which, at any given time at least, should
enable us to apply in practice all the knowledge

that we have acquired in the past. It is true that

there is a tendency in most of us, particularly after

we have achieved a high level of efficiency, to slow

down and be satisfied to rest on our laurels. But
progress by its very definition is not static and is

impelled by its own momentum, creating its own
new impetus. You cannot assemble a group of well-

trained and ambitious workers in a setting where
the continuous influx of new patients presents a

constant challenge and expect them to remain at

a standstill. As they work, they are always faced

with new possibilities and problems, seeking solu-

tions and finding new procedures. Thus they feel

the need for change in the setting. Actually it

would be highly unfortunate if this were not the

case. As a result, we find that the progress achieved

in the past has created new needs for the future,

primarily of two sorts. 1) There is need for an in-

crease in facilities which may have been quite

satisfactory yesterday but have become inadequate

today—facilities, not only in terms of the physical

equipment, but also in terms of personnel. In other

words, there is a need for a continuous and pro-

gressive program for personnel training. 2) There
is a need for new knowledge, since the more we
learn about the causes, nature, methods of diag-

nosis and treatment and social rehabilitation of

these maladjustments, the greater becomes our
ability to appreciate the complexity of our field,

the wider is the horizon of problems unsolved and
the more pressing is the need for research

A great deal has been said within recent years
in regard to the need for adequate training pro-

grams for professional personnel in the various

disciplines involved in psychiatric practice. Figures
have been compiled of which, I am sure, you are

all aware. The patient load is continually on the

increase. As we work with these patients and learn
more about the causes of their illness, we gain new
knowledge in the field of prevention, and the scope
of our activity increases. All this means the need
for recruiting new workers. I am certain that you
are all aware of the fact that this increase in the
need of personnel is not arithmetical, but geometri-
cal. We have to consider not only the simple fact

that more patients require a greater number of

trained psychiatrists, social workers, etc., but as

we discover methods of evaluation and treatment
for conditions that up until now were considered
hopeless, the demand increases for personnel to do
this work. There is a considerable shortage now,
more keenly felt in some areas than in others.

Tomorrow the shortage will be greater and of

wider distribution unless we can increase our train-

ing capacities. The effectiveness of a training pro-

gram depends upon the availability of the follow-

ing ingredients: 1) An adequate supply of candi-

dates who seek such training; 2) An adequate
supply of persons who are qualified and able to

teach these candidates; 3) Adequate facilities in

terms of clinical material, physical equipment and
funds. The first, namely a flow of new candidates
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seeking' such training, is perhaps the least of our
worries. It is true that the last two or three years

may have seen something of a decrease in the num-
ber of candidates seeking entrance into the field,

but even today, the number seeking such training,

at least in some centers, exceeds the facilities

which are available for this training. Even at that,

however, and with an eye towards the future, we
must actively participate in the process of securing

a steady flow of such candidates by going further

into the field and creating conditions which will

serve as a stimulus for young people to become
interested in the work and to see its needs as well

as the opportunities that it offers. To accomplish
this, those of us who are actively engaged in hos-

pital practice will have to undertake more active

educational participation, particularly in colleges

and professional schools, and make the students

aware of the magnitude of the problem and the op-

portunities for public service they will meet in this

field. The hospital will have to become a more ac-

tive participant in the teaching programs of medi-
cine, social work, nurses’ training, occupational

therapy, and others. With few exceptions, the

hospital has not yet taken up this part of its func-

tion. We must also keep in mind that from a broad
point of view, it is not only the actual recruitment

of candidates for specialized training that is in-

volved, but that, for instance, in teaching medical

students the psychiatric aspects of disease in gen-

eral, in addition to getting a few of these students

interested in a psychiatric profession, we shall be
able to contribute much more by rendering all of

the medical profession alert to the problems of

personality maladjustment and the effects of psy-

chological problems in the causation of somatic

disease, and thus take care of one of the greatest

needs in this field that we have today.

The other important requirements in the estab-

lishment of a successful training program are the

availability of proper facilities and teaching per-

sonnel. As far as facilities go, an adequate quan-

tity and variety of clinical material is most impor-

tant. Obviously, there is no lack in the number and
variety of patients, although sometimes one won-
ders whether a superabundance may not act as a

deterrent. In addition to that, there is the need for

properly equipped libraries, laboratories, teaching

aids and funds for the program. The real problem

as we see it today is the question of the availability

of training personnel. Even here, when we look at

the over-all picture we find that there are some
resources of available teachers that, for one reason

or another, have not been used. The first problem
here is one of geographic distribution. Unfortu-

nately, most of those who are best equipped to

train personnel are clustered in large metropolitan

areas, or in close proximity to universities and
medical schools. At the same time, we have a great

many hospitals properly equipped as far as facili-

ties are concerned but not provided with ade-

quate teaching personnel. Within its own perma-

nent staff, each hospital must develop properly

qualified teachers whose main activity is the in-

struction and guidance of the rest of the profes-

sional personnel, including the trainees. Not only

is this important for the purpose of training new
candidates, but the whole level of efficiency and
up-to-date status of hospital function is raised to a

remarkable degree by the introduction of such a

training program. It not only teaches the trainee,

or even the younger men on the staff, but contin-

ually keeps the very teachers themselves keenly

aware of new developments. More use can also

be made in the training of candidates in any of the

disciplines in a psychiatric hospital, by the liberal

utilization of members of other disciplines. In the

case of psychiatry, for instance, a great deal can

be accomplished by the utilization of social work-
ers, psychologists, nurses, bio-chemists, physiolo-

gists, and representatives of the other medical

specialties.

TRAINING PROGRAM NEEDS BROADENING

This brings us to the consideration of the fact

that there is a definite need for broadening the base

of our training programs, as a means of counter-

acting tendencies to emphasize some aspects of the

work at the expense of others. Some seem to spe-

cialize more in diagnostic minutiae than in the

development of therapeutic skill. Others tend to

glorify and overemphasize certain aspects of dy-

namic psychopathology, neglecting adequate atten-

tion to the understanding of the effect of organic

factors on human behavior, just as some concen-

trate on bio-chemistry and physiology and neglect

the psychological and social aspects of psychiatric

problems. It is also to be regretted that in some
of the most active centers of training there is too

much of a trend towards concentrating on indi-

vidual problems and towards paying too little at-

tention to adequate management and administra-

tion. There should be an attempt made to cut

across disciplines and sub-specialties and have the

future members of our profession become ade-

quately aware of the importance of the fields that

lie peripheral to the so-called “purely psychiatric”

aspects. Good medical care, proper appreciation of

social interrelationships and proper facilities for

occupational and diversional activities must be-

come parts of the general basic training in hos-

pital psychiatry. There is also the great importance

of stressing the need for learning-by-doing. It is

true that we cannot at present find any justification

for the old idea, which unfortunately still persists

in some hospitals, of letting the young trainee

loose in the hospital without adequate supervision

and having him learn by himself. On the other

hand, it is just as regrettable to find an overem-
phasis on lectures, seminars, and general didactic

teaching to the point where active, independent

work with the patient is reduced to an absurd

minimum. The trainee may thus learn a great deal

of book knowledge, but then be unable to deal
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with practical problems as they arise when he is

set free from dependence upon his teachers. Fi-

nally, it is essential to keep in mind the importance

of developing within the ranks of the trainees a

healthy curiosity and a desire to learn and to

broaden the field of our knowledge through the

medium of investigative work. This brings us to

the next important aspect of hospital psychiatry.

RESEARCH

We have learned a great deal within recent

years about the causes, nature, therapy and pre-

vention of mental disease, and a great deal of this

knowledge has come from fields outside of psy-

chiatry. The basic sciences of bio-chemistry, physi-

ology, genetics, sociology and psychology have

helped us in clarifying' the confusion that existed

years ago and in answering many puzzling ques-

tions. The most trying, but also, perhaps, the most
challenging aspect of research, however, is that

the more we learn, the greater becomes our need
for further study. Each question that is answered
through investigation brings in a host of new ones.

Each method that is discovered makes possible new
avenues of investigative procedure. Each therapeu-

tic measure introduced brings in with it questions

concerning its real efficacy and the need for testing

its indications and contra-indications. This has been
particularly evident in some of the more impor-

tant phases of our research progress. Thus we have
set out to find the actual role which heredity plays

in personality problems. The research which has

been undertaken by the geneticists has undoubt-

edly brought forth a great many pertinent data.

But the more we have learned about heredity and
its relationship to human behavior, the more con-

vinced we have become that it should be regarded

as but one feature in the concept of constitution

which transcends the bounds of hereditarily trans-

mitted characteristics and is closely tied up with

the question of modifying environmental influ-

ences, and the psychophysiological processes in the

development of the infant. At the same time, it

became necessary to search for more clarity in

regard to the bio-chemical and structural nature of

the genes themselves. Today, therefore, the prob-

lem of genetics is much more complex than it was
a number of years ago and has opened up a vast

field for research, particularly into the relationship

between heredity, bio-chemistry, and developmen-
tal processes.

Similarly some of us had hoped to find an ulti-

mate answer to the problem of personality dis-

turbances through the investigation of fundamen-
tal physiological processes, but as we have pro-

gressed in the study of this aspect of human be-

havior, we have found that physiological processes

and the psychodynamics of emotions are intimately

bound up, the one affecting the other, and thus

the whole field of psychosomatic research is today
showing much greater potentialities and needs for

is found in the relationship of social forces and

individual psychology, wherein research in each

one of the two begets more problems in both and

has again opened up new fields in the studies of

social psychology, and cultural anthropology.

Added to these are the research problems that

are introduced by what seem to be empirical or

accidental discoveries in the clinical work of the

psychiatrist. New methods of treatment, such as,

for instance, the shock therapies, psychosurgery,

chemotherapy and others, in such measure as they

have been applied successfully, have also led to

the opening up of new fields for research. Psycho-

surgery, for instance, has given rise to a host of

new problems, as well as methods of procedure in

the investigations of the physiology of the nervous

system. Group therapy and psychoanalysis have

introduced new queries as to inter-personal rela-

tions and intra-personal processes of psycho- and
socio-dynamics. At the same time, with each dis-

covery of a new method, whether diagnostic or

therapeutic, the research worker is faced with the

important problem of devising technics for the ob-

jective evaluation of their efficacy. Thus we stand

today after having achieved so much up until the

present, facing a greater complexity and multi-

plicity of problems than ever before, and we ear-

nestly hope that hospitals will continue to carry on
with this work, searching for answers to old ques-

tions while they formulate new ones.

SUMMARY

I have made an attempt to present to you a sur-

vey of some of the more important aspects of hos-

pital psychiatry, emphasizing particularly the areas

of evaluation and treatment, community relation-

ships, training and research. In my admittedly

sketchy presentation I tried to concentrate on the

present status of these areas of our work, their

background in the past, the problems with which
we have to deal, and possible lines of attack in

our search for solutions. The task is great, but I

feel certain that we possess the innate potentialities

to cope with it, as is amply demonstrated by
achievements in the past. We must not forget how-
ever, the tremendous amount of hard work and
enthusiasm that had to be mobilized in making
such an achievement possible, and we must be
prepared for similar demands on our resources in

the future.

S.U.I. RESEARCH IN OPHTHALMOLOGY

Men and women from S.U.I. are scheduled to

present five of the twelve demonstrations and pa-

pers on the program of the February 7 meeting of

the Association for Research in Ophthalmology,
Midwestern Section, at the University of Chicago
Medical School. They are Bernard Schwartz, Betty
Danes, P. J. Leinfelder, M.D., Howard D. Ostler,

A. K. Hansen, George W. Bounds, Jr., M.D., Theo-
dore Johnston, M D., and Robert J. Davis.



Sacro- Iliac Lipoma Versus

Pannicular Hernia

E. C. KNIGHT, M.D.
MARSHALLTOWN

Low back pain may at times be a difficult diag-

nostic problem. We, as physicians, often shrink
from patients with backache when they present a

history of recurrent attacks. Likely as not, they
have been to many physicians and, because results

are minimal, they have often resorted to chiro-

practors or osteopaths. For that reason, our opinion

is soon formed that these patients are neurotics.

I feel that complaints of low back pain should not

be lightly dismissed, for, in practically all of these

patients, the cause can be found and treatment
readily administered.

Admittedly, the number of my cases of sacro-

iliac lipoma is small, for they appeared over a rela-

tively short period of time, but I’m sure I would
still be missing some of these cases had not a mem-
ber of my family been suffering with this same
condition.

Ficarra and McLaughlin 1 stated that they found
only two references to herniation of fat through
the lumbodorsal fascia, and they reported one case

associated with lipomas. However, in seven cases

of sacro-iliac lipomas which I saw within a period

of six months, there were three cases of associated

pannicular hernias. Because all patients were com-
pletely relieved of their pains, it is impossible for

me to state which relieved those symptoms, the re-

moval of the lipoma or the simple repair of the

hernia. But it would seem that the lipoma was the

causative factor and the hernia a coincidental find-

ing.

In my experience, women predominated six to

one, but, with the observance of more cases, I find

more of a three to one ratio. The ages of my pa-

tients ranged from 20 to 56 years, and the dura-

tion of their symptoms varied from a few months
to 15 years.

SYMPTOMS

In all cases, these patients came in because of a

history of backache, and motion aggravated the

pain in each instance. Typical symptoms were pain

in the back on forward bending, or pain radiating

down the lateral side of the leg corresponding to

that side of the back which was causing trouble.

The patient might find that lying on his back would
increase the pain. Some patients gained relief by

wearing an orthopedic corset, but for some it ag-

gravated the condition. One man stated it always

hurt him to tie his shoe on the affected side,

1. Ficarra, B. J., and McLaughlin, W. J.: Low Back Pain
Due to Pannicular Hernias, J.A.M.A., 150:855, (Nov. 1) 1952.

62

whether he bent over or crossed his leg to tie it.

In nearly all of these cases, patients stated the pain
would last several days at a time, and then they
would be free of pain for several days. The pain
was described by some patients as being a nagging
ache, whereas for others the pain recurred acutely
following such a simple motion as stooping over
to pick up an object from the floor. There was no
history of any significant back trauma in these

patients.

FINDINGS ON EXAMINATION

The patients all look well, although an occa-

sional one walks with a list to the affected side. I

feel the most important findings are those found
locally, but, to make a proper diagnosis, a complete
physical examination is essential. I am not going
to list the differential diagnosis for this condition

except to state that (1) pelvic conditions cause
backache, but rarely as compared with other more
common causes and (2) even though x-ray may
show arthritis of varying degrees, if a novocaine
block, which I shall later discuss, relieves the pain,

I am seldom concerned as to the amount of x-ray

evidence of arthritis.

DIAGNOSIS

Diagnosis of this condition rests primarily upon
two factors: viz., (1) finding a mass or masses and

(2) the relief of pain by means of novocaine block.

In regard to the masses, these may be extremely
variable. One person may have distinct nodules
that are easily palpated and rolled under one’s

fingers, and the next may have no discrete palpable

nodules, but, instead, a noticeable thickness of the

subcutaneous tissue on the affected side, as com-
pared with the unaffected side. It is this inability

to feel any discrete nodule that makes the diag-

nosis of lipoma questionable. But, with positive

results from the second procedure, a patient can

be operated and a lipoma found and removed with
complete relief of all symptoms.
The second criterion for diagnosis is the pro-

cedure of novocaine block. I believe this is prob-

ably the most definitive diagnostic procedure, and
I base my prognosis on the results of this injection.

If I feel a thickness or nodules on the side causing

pain, I inject only the side affected, even though
one-half of the patients I’ve found have bilateral

lipomata. About two inches lateral to the midline

and on a line extending out between the fourth and
fifth spinous process of the lumbar vertebrae, I
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inject 8 to 10 cc. of one or two per cent novocaine
down to the bone. I always precede the novocaine
with a barbiturate IV2 hours before injection. A
few minutes after injection, I palpate the affected

areas and also ask the patient to get up and go
through all motions that had previously caused
pain. If the tenderness to palpation is markedly
decreased and the pain diminished or completely
gone on motion, and provided that there was a

definite thickness or nodules present, I feel confi-

dent in telling the patient that he or she will prob-

ably experience either partial or, more probably,
complete relief after surgery. If the patient has
perhaps 50 per cent relief, I feel that the novocaine
was not injected in the proper site and that the

results of surgery will still be good.

In the three cases in which I found hernias, I

was unable preoperatively to tell any difference or

make any diagnosis other than saero-iliac lipoma.

CASE HISTORIES

Mrs. E. B., age 56, came in walking with a list to

the affected side and complained of pain in her
left back and left lateral thigh. She had had this

recurrent pain for 18 months, and it was becoming
worse. In April, 1952, I diagnosed her malady as a

fasciitis with arthritis. X-ray revealed a marked
straightening of the entire lumbar spine with an
arthritic spur on the anterior superior surface of

L 4, but with normal disc spaces throughout. There
was some arthritic degeneration on the left sacro-

iliac and to a lesser extent on the right. I advised
that she wear an orthopedic corset and use bed
boards, but her pains continued to recur.

There was little of note in her past medical his-

tory except for a cholecystectomy done for chole-

lithiasis 10 years previously. The examination
showed a rather obese, white female, not acutely

ill, but definitely suffering pain. There was nothing
particularly significant found, except on her back,

where there was a walnut-sized lipoma in the left

sacro-iliac region and a small lipoma in the right.

She had almost complete relief of pain for 1 hour
following the administration of novocaine. So, in

spite of x-ray evidence of arthritis, I felt confident

that most of her pain would be gone following re-

moval of the lipoma.

On operation, a one-inch-diameter lipoma was
removed from the area over the left sacro-iliac

joint. About 1 to IV2 inches lateral to the lipoma
there was an opening in the fascia through which
fat was protruding and which admitted the end of

my index finger. This was closed with chromic.

The patient was discharged on the third postopera-

tive day, following an uneventful convalescence.

I may state that this was the smallest of three

hernias, the second one being a double oval open-
ing a good 1 inch long and % inch wide with a thin

strip of tissue between the openings, and the other

being a single oval opening. There was none of

her original pain present when she left the hos-

pital, and on her return 6 weeks later, she said

she was completely free of pain in her back.

Mrs. D. H., age 20, complained of pain in her left

back of 3-4 months duration. Before coming to me,
she had recently spent 10 days in the hospital for

her backache with no relief. She stated it was
gradual in onset and that she had had no injury.

The pain remained on the left side of her back,

but might radiate anteriorly and would occasion-

ally hurt on coughing. On the left side, this patient

had a definite thickness, and moderate tenderness,

but no distinct mass. The pain was completely re-

lieved after 8 cc. of novocaine were injected. A
large walnut-sized lipoma was removed, and she

was still free of pain when she returned 6 weeks
later. No hernia was found.

Mr. A. H., age 41, had complained of pain on the

right side of his back for over two years. The pain

was aggravated by lying on his back and would
also hurt him on sitting, bending, and lifting or

crossing his legs. His past medical history and
physical examination were essentially negative,

except for his back. Approximately two inches

lateral to the midline and on a level between the

4th and 5th lumbar vertebrae was an area defi-

nitely thickened, as compared with the left side,

but there were no nodules. He experienced com-
plete relief with novocaine block. Operation was
done under local anesthetic. A fairly good sized

lipoma was removed and a double-opening hernia

was found, through which fatty tissue was pro-

truding. The hernia was closed with chromic, and
the skin approximated with dermal. This patient

left the hospital on the third postoperative day, and
at the time of dismissal he stated his back felt the

best it had for months. On subsequent examina-
tions the patient stated he was completely free of

all back pain.
SUMMARY

Lipomas of the sacro-iliac region have been
known for a long time as a cause of backache, but

their significance, I feel, has not been adequately

emphasized because, in a large percentage of these

cases, we have failed to make the diagnosis if we
were unable to find a nodule or nodules. I cannot

positively say that pannicular hernias cause back-

ache, but they should be looked for in each case of

lipoma and adequately treated.

CHICAGO MEDICAL SOCIETY CONFERENCE

The Chicago Medical Society cordially invites

M.D.’s from other states to attend its Annual Clini-

cal Conference, at the Palmer House, March 2-5,

inclusive. A faculty of 24 will present half-hour

lectures, three of them constituting a symposium
on hypertension. Color television direct from Cook
County Hospital will be shown on a specially built

screen measuring \ x
/2 x 6 feet. The scientific ex-

hibits, it is promised, will be new and deserving of

real study.



A Fascial-Flap Repair of Inguinal Hernia

W. L. DOWNING, M.D.
AND

H. L. VANDER STOEP, M.D.
LE MARS

A surgical technic that will assure a cure in all

cases of inguinal hernia in the adult male has not

yet been developed. While each surgeon has a

favorite technic, he usually must modify his

method to best utilize the available tissue. The
McVay method of making a relaxing incision in

the rectus fascia and suturing the conjoined tendon

to Cooper’s ligament instead of to the inguinal

ligament represents a sound anatomical develop-

ment. Zimmerman is of the opinion that the use

of Cooper’s ligament is not important, but he em-
phasizes the importance of restoring the floor of

the inguinal canal by closing the defect in the

transversalis fascia over a direct hernia and the

closing of the defect in the same fascia beneath
the cord at the internal ring in indirect hernias.

Since 1945, the authors have used a modified
technic which turns down a flap of the internal

oblique muscle and its aponeurosis and more me-
dially the fused aponeurosis of the internal oblique

and the transversus abdominus muscles. In more
than 80 per cent of 130 operations on 125 adult

male patients, this method has been used. In a

recent review of these cases operated upon from
1946 to 1950, with 122 of the 125 patients reporting,

we have been informed of only three recurrences.

ANATOMY

A brief review of the anatomy concerned in this

method follows. The lower fibers of the internal

oblique muscle, which originate from the inguinal

ligament, arch about the cord at the internal ring

and then become tendinous. This aponeurotic layer

fuses with that of the transversus abdominus mus-
cle, and the conjoined tendon results. More medial-

ly, this tendon inserts into the crest of the pubis.

Below the semicircular line, the aponeuroses of

all three lateral abdominal muscles fuse and pass

in front of the rectus muscle as the anterior rectus

sheath. The aponeurosis of the external oblique

muscle does not fuse until it nearly reaches the

mid line. It has been our experience that in about
80 per cent of cases of inguinal hernia in the male,

the tendinous portion of the internal oblique, and,

medially, the fused internal oblique and transver-

sus abdominus aponeurosis provide a firm fascial

layer which can be turned down and sutured to

Cooper’s ligament or to the inguinal ligament. In

the other 20 per cent of cases, the muscle fibers

continue medially to such an extent that no apo-

neurotic layer is available.

TECHNIC

A description of this aponeurotic-flap technic

follows. The external oblique fascia is divided in

the usual manner from the external ring at its

superior margin parallel to its fibers to a point

lateral to the internal ring. By blunt dissection, the

superior flap is freed from the tendinous portion

of the internal oblique down to the pubis. The
spermatic cord is then elevated, the indirect sac,

if present, is dissected out, and the sac is closed

flush with the parietal peritoneum. The cremasteric

muscle and all extraneous tissue are removed from
the cord. In cases of direct hernia, the direct sac is

exposed and either plicated or opened and closed

flush with the parietal peritoneum. In direct hernia,

the thinned-out transversalis fascia is then dis-

sected out and sutured, to form a protecting layer

over the repaired direct sac. In large indirect her-

nias, the defect in the transversalis fascia is also

repaired beneath the cord. The upper margin of

the transversalis fascia is sutured to its inferior

margin, which, though thinned out, can almost

always be found.

In securing a flap of the tendinous portion of

the internal oblique, one starts an incision in the

muscle fibers and more medially in the aponeurosis

about two centimeters superior to the internal

ring. This incision is continued medially in the

aponeurosis at the same distance from the edge of

the conjoined tendon in a curving fashion down to

its pubic insertion. This flap, which is the fused

aponeurosis of the internal oblique and transversus

abdominus in its lower third, is then turned down
beneath the retracted cord and is sutured to the

lacunar (Gimbernats) ligament and to Cooper’s

ligrment, or to the inguinal ligament. Cooper’s

ligament is the lateral continuation of the lacunar

ligament and is a fibrous thickening on the pec-

tineal line of the anterior pubic ramus. When
Cooper’s ligament is used and the femoral vessels

are reached, the flap is sutured to the transversalis

fascia anterior to the vessels and farther laterally

to the inguinal ligament. The attached portion of

the tendinous flap is still fused into the conjoined

tendon. Thus without tension, a strong aponeurotic

flap covers Hesselbach’s triangle and covers all of

the anatomically weak area from the internal ring

to the pubis. This flap also turns the shelving edge

of the internal oblique muscle beneath the cord,

and the internal ring can be made as snug as the

size of the cord permits. This results in a complete

muscular ring encircling the cord at the internal
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ring. In all of our cases, cotton sutures have been

used in making the repair.

The fascial flap leaves an area superior to the

conjoined tendon deprived of one layer of aponeu-

rosis, but the wall is still strong, for the transversus

abdominus muscle, the rectus muscle, the trans-

versalis fascia and the peritoneum support this

area. With no structure such as the cord passing

through it, no weakness results. The cord is then

replaced and the fascia of the external oblique is

sutured, narrowing the external ring to the degree

indicated in each case. As has been said, in about

20 per cent of cases, the fibers of the internal

oblique continue medially to such an extent that

no aponeurotic layer is available for forming a flap.

In these patients some other technic is chosen.

Usually the conjoined tendon is freed of all areolar

tissue, and after a relaxing incision has been made
in the rectus fascia (strictly speaking it is in the

fused portion of the internal oblique and trans-

versus abdominus aponeurosis), the conjoined ten-

don is sutured to Cooper’s ligament. In many cases,

the conjoined tendon is not a firm tendinous or

fascial structure in a portion of its length, and a

fascia-to-fascia suture is not possible. The suturing

of the shelving edge of the internal oblique and
transversus abdominus muscle fibers does not give

a satisfactory type of repair.

The technic described, while in part similar, is

not to be confused with the method of using a

fascial flap turned down from the anterior rectus

sheath. Only in its medial portion does it lie an-

terior to the rectus muscle. This fascial-flap method
firmly covers the upper end of the femoral canal,

thus preventing or curing a femoral hernia, if

present. In one of our cases, both a femoral and a

direct hernia were present, and they were repaired

in this manner.

SUMMARY OF CASE REPORTS

Patients 125. Operations 130. Bilateral five.

Follow-up reports—122 patients.

Flap technique used—111 operations. Recur-

rences—3 operations.

Other technics used—19 operations. Recurrences
0 .

Operations

—

1946

—

Operations 24. Flap 20. No follow-up 1. Recurrences
1. Other methods—4 operations. No
follow-up 0. Recurrences 0.

1947

—

Operations 19. Flap 16. No follow-up 0. Recurrences
0. Other methods—3 operations. No
follow-up 0. Recurrences 0.

1948

—

Operations 38. Flap 33. No follow-up 0. Recurrences
1. Other methods—5 operations. No
follow-up 0. Recurrences 0.

1949

—

Operations 26. Flap 22. No follow-up 1. Recurrences
0. Other methods—4 operations. No
follow-up 0. Recurrences 0.

19C0—Operations 23. Flap 20. No follow-up 0. Recurrences
1. Other methods—3 operations. No
follow-up 0. Recurrences 0.

In a small series of hernia operations, statistics

on the recurrence rate are not conclusive. How-
ever, when the flap technic has been used, one
finishes the operation with the feeling that a sound
repair has been obtained.

OMAHA MEETING OF ACS

An “extra large” four-day Sectional Meeting of

the American College of Surgeons will be held at

the Hotel Fontenelle, Omaha, March 1-4, 1954. The
meeting is the third of six scheduled for this year

in different parts of this country and Canada. All

members of the medical profession are invited to

attend.

On March 1, the morning session will consist of

a panel discussion on the Treatment of Uterine

Malignancy. There are to be two symposia during

the afternoon of that day, one on Trauma, and the

other on Pre- and Postoperative Care.

The program in ophthalmology planned for the

first day includes a clinic in the morning and a

symposium on Strabismus in the afternoon.

Obstetrics and gynecology, general surgery, oto-

laryngology and thoracic surgery will each have a

program on the second day of the meeting. The
obstetrics and gynecology sessions are to include a

clinic from 8-10:30 a.m., followed by a panel dis-

cussion of Uterine Malignancy. In the afternoon,

Bleeding During the First Trimester of Pregnancy
will be discussed, and there will be a symposium
on Management of Prolonged Labor.
At the March 2 program on general surgery,

there will be a film on Pancreatic Cysts, papers on
Herniation of Invertebral Discs and the Relation-

ship of Cigarettes to Cancer (by E. A. Graham,
M.D., St. Louis) and a panel discussion on Jaun-
dice. The afternoon session is to conclude with a

symposium on Vascular Surgery.

Paul R. Hawley, M.D., is to address the dinner
meeting on “The Responsibilities of Medical Citi-

zenship,” and a Cancer symposium will follow.

The otolaryngology program on March 2 will be
a symposium on Management of Lesions of the

Esophageal Junction.

The morning general-surgery program on March
3 will include two films, one on Surgical Treatment
of Diverticulitis of the Sigmoid, and the other on
Tendon Injuries. The afternoon program will be
made up of papers on chest surgery. Films on
Otoscopic Cinematography of the Tympanic Mem-
brane and Middle Ear, the Surgical Residency,
Intragastric Paraffinoma, and Abnormalities of the

Extrahepatic Biliary Ductal System will be shown
during the evening.

On the morning of March 3, as a sectional session
on urology, a panel discussion of Surgery of Hydro-
nephrosis will be conducted. An open discussion
period will follow. During the afternoon, there are
to be three panel discussions, on Surgery of the
Adrenal, on Disposition of the Ureters in Radical
Pelvic Surgery, and on Surgery of the Unde-
scended Testis.

Programs on orthopedic surgery will be pre-
sented on two of the days.

There is to be a symposium on Congenital De-
fects in Children on the final afternoon of the meet-

(Continued on page 80 )



Pathology of Peptic Ulcer*

F. C. COLEMAN, M.D.
DES MOINES

Man is the only creature peculiarly susceptible to

peptic ulcer. Although gastric ulcers have been re-

ported in dogs and cattle, such ulcers can usually

be explained on a traumatic basis as due to the

eating of coarse food. Peptic ulcer has also been
reported in seals along the California coast. These
ulcers are gastric ulcers caused by trauma from
small sharp stones composed of black lava which
are swallowed as an aid to digestion. These are

regurgitated after the digestive process has been
concluded, but the damage has been done.

Although peptic ulcers are more common in our
fast moving modern civilization, they have appar-
ently afflicted mankind since the days of antiquity.

Many of the cases of so-called dyspepsia of an
earlier day were undoubtedly peptic ulcer.

The term “peptic ulcer” was first used by
Quincke in 1882. It is an appropriate name for such
lesions because (1) the ulcers are located in those

portions of the gastrointestinal tract exposed to the

action of gastric juice, and (2) it is implied that

the ulcers are caused by the peptic or digestive

activity of the gastric juice.

The classic description of peptic ulcer is that

given by Cruveilhier a hundred years ago: “Ana-
tomically considered, the simple chronic ulcer of

the stomach consists of a spontaneous loss of sub-

stance, ordinarily circular, with the margins cut

perpendicularly, the bottom gashed and thick and
of variable dimensions. Almost always single, the

ulcer is situated most commonly on the small cur-

vature or upon the posterior wall of the stomach.

Sometimes it invades the pylorus, and then it takes

the form of a circular zone. Its advance is slow and
progressive, it spreads out on the surface, but

especially it excavates deeply, and if helpful ad-

hesions do not oppose, sooner or later the stomach
is perforated and the contents are scattered
throughout the peritoneal cavity.”

Before considering ulcers further, let us review
briefly the anatomy of the upper gastrointestinal

tract. As you know, the esophagus is lined by a

mucosa consisting of stratified squamous epithe-

lium. This epithelium lies on a thin muscular layer

known as the muscularis mucosae. Beneath it is a

loose submucosa and beneath it is a muscular coat.

The stomach is lined by a mucosa containing num-
reous gastric glands and the stomach has a mus-
cularis mucosae, a submucosa and a muscular
portion. Outside this muscle is an outer covering

called the serosa. The duodenum and the jejunum

* Presented as a part of “A Symposium on Peptic Ulcer” at

the Iowa-Nebraska Medical Assembly, Council Bluffs, Iowa.
September 22. 1953.

have essentially the same anatomical structure as

that of the stomach.

There are many definitions of the word “ulcer.”

One of these is by Karsner. He states, “An ulcer

may be defined as an interruption of surface con-
tinuity with an inflammatory base.” With this defi-

nition in mind, we will review the ulcerative le-

sions of the upper gastrointestinal tract.

The simplest of these is a superficial lesion of

the gastric mucosa. In the past, such lesions have
frequently been called superficial ulcers. They heal

rapidly and very seldom have an inflammatory
base. The term “erosion” is proposed for lesions of

this type. “Ulcer” would be used to describe the

more severe or deeper lesions that extend through
the mucosa, muscularis mucosae and down into the

submucosa. Ulcers that remain only a short time
and heal rapidly are known as “acute ulcers” and
those that remain for a long period of time are

known as “chronic ulcers.”

Though experimental work on the etiology of

peptic ulcer has been carried on for over a century,

the etiology is still unknown. Peptic ulcers have
been produced repeatedly in experimental animals.

In fact, more than 100 different methods have been
used to produce such ulcers. Such methods in-

clude: (1) injury to certain portions of the central

nervous system; (2) administration of hormones;

(3) production of vitamin deficiency; (4) injection

of drugs and toxins; (5) section of nerves; and (6)

anatomical alterations of the gastrointestinal tract.

Such ulcers somewhat resemble the ulcers oc-

curring in man and are of both the acute and
chronic variety. Changes in these experimental

animals are thought to parallel closely the changes

occurring in man. Ulcers begin as superficial ero-

sions due to a combination of necrosis and inter-

stitial hemorrhage. Such necrosis and hemorrhage
is due to a disturbance of the vascular and nerve

supply of that portion of the gastrointestinal tract.

If the erosion does not heal rapidly, it may become
an acute ulcer, and if the acute ulcer does not heal

rapidly, it may become a chronic ulcer. Thus in

man, just as in experimental animals, ulcers begin

as erosions and may progress to chronic ulcers.

These changes in the vascular and nerve supply

are not thoroughly understood. We do know, how-
ever, that patients with chronic peptic ulcer secrete

more gastric juice with a higher acid content than

does the normal individual. The pepsin output in

the stomach of these patients is also increased, and

the mucin secretion of the gastric mucosa is de-

creased. The contents of the first portion of the

duodenum are also more acid in patients with

duodenal ulcer than in normal individuals.
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Fig. 1. Chronic ulcer of the duodenum with posterior per-
foration into the pancreas.

Studies on the incidence of peptic ulcer in civi-

lized countries of the world indicate that between
5 and 10 per cent of the population develop a peptic

ulcer sometime during their lifetime. At a given

time, between 1 and 3 per cent of the population

of the United States over the age of 20 years have
peptic ulcers. The incidence of peptic ulcer based

on admissions to medical institutions is consider-

ably higher. This is to be expected, because such

people are seeking medical care for a real or fan-

cied illness. Eusterman and Balfour found a peptic

ulcer in 14 per cent of approximately 16,000 x-ray

examinations at the Mayo Clinic. Clinical studies,

as well as studies based on autopsy and surgical

material, indicate that peptic ulcers occur approxi-

mately three times as commonly in the male as in

the female. This is true for both gastric ulcers and
duodenal ulcers. The relative incidence of gastric

ulcers as compared to duodenal ulcers is contro-

versial. Clinical studies indicate that duodenal
ulcers are approximately six times as common as

gastric ulcers. Studies based on autopsy material,

on the other hand, indicate that gastric ulcers are

as common as duodenal ulcers. The difference

seems to lie in the fact that gastric ulcers produce
symptoms that are frequently not so severe as

those of duodenal ulcers, and they are more diffi-

cult to demonstrate by x-ray examination. Many
gastric ulcers, therefore, go unrecognized.

Peptic ulcers may occur at any age, but are most
common between the ages of 30 and 50 years. Duo-
denal ulcers are usually seen by a physician in pa-

tients between the ages of 30 and 39 years. The
average age of such patients is approximately 32

years. Patients with gastric ulcer, on the other

hand, are usually between the ages of 40 and 49

years, with an average age of approximately 42

years. Thus gastric ulcers occur in an age group
that is ten years older. Peptic ulcer may occur in

infants and children. When such ulcers are pres-

ent, however, they are usually associated with
some other disease. These diseases are usually seri-

ous and the following are examples: (1) lesions of

the central nervous system such as brain tumor,

hydrocephalus, poliomyelitis or meningitis; (2)

malnutrition; (3) infections, such as purulent otitis

media, septicemia or pneumonia; (4) extensive

burns.

Acute ulcers may occur in the aged, but they

also are likely to be associated with some other

disease process. Most of the ulcers observed in

elderly patients are chronic ulcers that have been
present for a long time.

There is no significant variation in the racial in-

cidence except as the racial incidence may be

affected by the degree of civilization of the race.

Poorly civilized races have a low incidence of ulcer

and highly civilized races have a higher incidence.

The effects of emotion and nervous tension have
been studied extensively. During the bombing
raids of World War II, countries such as England
and Germany that were subjected to repeated raids

had a higher incidence of ulcer than existed prior

to the war. Observations on American troops be-

ing sent overseas to combat duty also indicated

that as many as 15 per cent developed acute peptic

ulcers. Some interesting data on the relationship

of marital status to peptic ulcer has been devel-

oped. Marital status does not seem to influence the

incidence of peptic ulcer among females. Among
males, however, divorced men have a higher inci-

dence of both gastric and duodenal ulcer. The
death rate from peptic ulcer is also higher among
divorced men than among married men.

Peptic ulcers may be observed in the esopha-

gus, stomach, duodenum, jejunum or in hetero-

topic gastric tissue. Esophageal ulcers usually

occur in the lower third of the esophagus, and
most of them are located in the distal 3 cm. of

the esophagus. Most esophageal ulcers are acute

ulcers, and they cause acute symptoms. On insti-

tution of treatment, most ulcers heal rapidly so

that chronic ulcers of the esophagus are a rarity.

Approximately 85 per cent of gastric ulcers are

located either on or near the lesser curvature.

Such ulcers along the lesser curvature are located

either in the prepyloric region or in the region

of the incisura angularis. Most of those in the

prepyloric region are located within 6 cm. of the

pyloric ring. Gastric ulcers are located on the

Fig. 2. Multiple peptic ulcers with an acute gastric ulcer
and chronic duodenal ulcers.
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anterior wall of the stomach a little more fre-

quently than they are on the posterior wall.

Acute gastric ulcers are usually multiple. The
lesser curvature is the main pathway or magen-
strasse for the passage of food through the stom-

ach. Trauma due to the passage of food along

this pathway is thought to be one of the factors

responsible for the development of an acute pep-

tic ulcer.

Fig. 3. Photomicrograph of acute erosion of the esophagus
following severe burns. Note the intact, muscularis mucosae.

There are other factors responsible for the de-

velopment of peptic ulcers along the lesser curva-

ture. (1) The lesser curvature has a relatively

poorer blood supply than the remainder of the

stomach. (2) There is increased motility of the

lesser curvature of the stomach. (3) There is an
increased nerve supply from the vagus nerve

along the lesser curvature. (4) The lesser curva-

ture seems to be more susceptible to external

mechanical injury.

Duodenal ulcers are usually located in the first

portion of the duodenum, most of them within

the first 3 cm. of the duodenum. There is approxi-

mately equal distribution of these duodenal ulcers

on the anterior and posterior walls. Ulcers de-

velop in the proximal portion of the duodenum
because of the relatively poor blood supply and
because the contact with acid chyme from the

stomach is greatest at this point.

Peptic ulcers which develop following gastro-

enterostomy may be located at the anastomotic
site or in the jejunum. Those within the jejunum
usually occur within 3 cm. of the anastomotic
site. Peptic ulcers developing in heterotopic gas-

tric mucosa are observed most frequently in

Meckel’s diverticulum. These lesions are usually

observed in children. Bleeding from them is one
of the causes of gastrointestinal bleeding in child-

hood.

There seems to be little or no correlation be-

tween the size of a peptic ulcer and its age.

Eighty-five per cent of gastric ulcers are less than
2.5 cm. in diameter. Duodenal ulcers are usually

smaller than gastric ulcers. Those located on the

posterior wall tend to be larger than those on
the anterior wall. Duodenal ulcers are much more
likely to be multiple than gastric ulcers, and be-

tween 15 and 20 per cent of chronic duodenal
ulcers are multiple. Between 5 and 10 per cent of

patients with peptic ulcer will have both a gastric

ulcer and a duodenal ulcer.

The gross appearance of peptic ulcer is essen-
tially the same, whether the ulcer is located in

the esophagus, stomach or duodenum. Acute ul-

cers occur as shallow, punched out areas with a
firey red base. Microscopically, such acute ulcers
are covered with a layer of fibrinous exudate
which rests upon necrotic tissue and an acute
inflammatory base. Chronic peptic ulcers are usu-
ally round, punched-out ulcerations with a straight

wall, as if a round metal punch had been used to

produce them. Usually there is no undermining of

the edges of the ulcer. The base of the ulcer is red
and is usually covered by a layer of fibrinous exu-
date. Beneath the fibrinous exudate is an inflam-

matory zone, and beneath the inflammatory zone
is a zone of scar tissue. Such scar tissue may re-

place the muscular coats of the wall of the organ.

Acute and chronic ulcers heal in essentially the

same way. Healing of an ulcer occurs by the exten-

sion inward of granulation tissue from the margins
of the ulcer. This granulation tissue is eventually

converted into scar tissue. Epithelium from the

mucosa around the margins of the ulcer extends

inward so that the scar tissue is covered with
epithelium. Ulcers of 1.5 cm. or less in diameter

heal rapidly. Large ulcers heal much more slowly,

and if the ulcer is larger than 3 cm. in diameter,

there is considerable difficulty in epithelialization.

Acute ulcers usually heal in approximately four

weeks. Ulcers of the stomach heal more quickly

than do ulcers of the duodenum. Chronic ulcers

require longer to heal even under optimum condi-

tions. The average time required for healing of a

chronic ulcer is somewhere between 40 and 60

days under good medical management.
The term “active ulcer” is frequently applied to

a peptic ulcer patient who is having symptoms.
There is a reasonably good correlation between
the symptoms of such patients and the gross and
microscopic appearance of the ulcer. Patients with

active symptoms usually give evidence of activity

grossly and microscopically. The term “penetrat-

ing ulcer” is frequently used to indicate those ul-

cers that are unusually deep. This depth means
that the ulcer has extended through or almost

through the wall of the organ. Such ulcers are the

ones that are likely to perforate.

Complications of peptic ulcer include gastroin-

testinal bleeding, perforation, obstruction with gas-

tric retention, electrolyte disturbances and malig-

nant change. Hemorrhage is the most frequent

complication. Approximately 25 per cent of patients

with gastric ulcer will develop bleeding, and such

bleeding is more likely to occur in acute ulcers
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than in chronic ulcers. Blood vessels in chronic

ulcers are usually thrombosed, or if not throm-
bosed, show marked scarring of their walls. This

is not the case in acute ulcer. Approximately 7.5

per cent of the patients who develop bleeding as

a complication of peptic ulcer die from the hemor-
rhage. An ulcer appearing late in life is more prone

to bleed than one appearing early in life. Bleeding

peptic ulcer in an older individual is also more
hazardous than a bleeding peptic ulcer in a young
individual. The mortality rate in patients under
the age of 40 with bleeding peptic ulcer is 4 per

cent or less. In patients above the age of 50 years,

it is 15 per cent. Patients with hypertension have
a higher mortality rate. Perforation occurs much
more frequently in patients with ulcer of the duo-

denum. Those patients with ulcers located on the

anterior wall of the duodenum are more likely to

perforate. These ulcers that perforate are so-called

“penetrating ulcers.” Perforation may occur into

the peritoneal cavity or into other organs such as

the gallbladder, liver or pancreas. Repeated per-

foration occurs in approximately 1 per cent of pa-

tients. Approximately 6 per cent of patients with

perforation also develop gastrointestinal bleeding

at the same time. Obstruction with gastric reten-

tion is a complication of peptic ulcer which is most
likely to follow chronic duodenal ulcer. Such pa-

tients usually give a history of peptic ulcer for

some 15 to 20 years. Gastric retention results in

severe nutrition problems. Electrolyte disturbances

may occur as a complication of peptic ulcer be-

cause of excessive intake of alkali, because of

nausea and vomiting, or because of gastric reten-

tion.

A controversial subject is the relationship of

peptic ulcer to cancer of the stomach. Undoubtedly
such malignant degeneration of gastric ulcer does

occur. It is estimated, however, that 5 per cent or

less of gastric ulcers become malignant. Studies on
autopsy and surgical material have shown that

most malignant ulcers of the stomach are located

along the greater curvature. These are frequently

larger than peptic ulcers when they are first de-

tected. Thus any ulcer along the greater curvature

must be viewed with suspicion and any ulcer more
than 3 cm. in diameter must be viewed with sus-

picion. In our series, however, we have examples
of benign ulcers located along the greater curva-

ture and malignant ulcers along the lesser curva-

ture. Duodenal ulcers do not become malignant.

No effort will be made to review the symptoms
of ulcer except to state that pain, which is the most
common symptom of ulcer, is due to the action of

the acid of the gastric secretion on nerves in the

ulcer crater. Factors of gastric motility may be of

secondary importance.

In conclusion, I would like to refer to something
that is often disturbing to the gastric surgeons in

our hospital. This is the frequent inability of the

pathologist to demonstrate an ulcer in a stomach
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Fig. 4. Malignant ulcer (adenocarcinoma) of the stomach
located on lesser curvature.

specimen that has been removed in the surgical

treatment of peptic ulcer. A survey of our records

indicates that approximately 50 per cent of such

specimens show no ulcer. The failure of the pa-

thologist to find an ulcer is in no way a reflection

upon the surgeon. In fact, it is in many instances a

compliment to the judgment of the surgeon. Blow-
outs of the duodenal stump are due in some cases

to the enthusiasm of the surgeon in removing so

much duodenum that he has an inadequate amount
of tissue for a good closure. As soon as the passage

of food through the duodenum ceases following

such an operation, the duodenal ulcer usually

heals.
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OASI AND THE PHYSICIAN

An editorial in the New York State Journal of

Medicine for January 15, 1954, points out that the

average retirement age of physicians is 74. The
retirement age of lawyers, dentists and farmers
is probably about the same. Under the so-called

work rule of the Old Age and Survivors’ insurance

system, no eligible person can draw a pension if

he earns $75 a month between ages 65 and 75. This

means that if Congress were to force coverage upon
these self-employed groups, exactly half would
draw no benefits and would, indeed, be required to

pay social-security taxes nine years longer than
other people.
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SUMMARY OF CLINICAL FINDINGS

A 10-hour-old white male was admitted to the

Pediatric Service and expired approximately one
hour after admission. As far as is known, the

pregnancy was uncomplicated, and the delivery,

using saddle block anesthesia, was uneventful. The
infant cried spontaneously immediately after birth.

Three hours after birth, a nurse observed that

the baby’s respirations were slow and irregular.

The attending physician was notified, examined the

infant, obtained an x-ray film of his chest, noted

a right diaphragmatic hernia and then referred

him to SUI hospitals.

During the trip to Iowa City, the patient’s con-

dition became progressively worse, and oxygen
was administered by mask. At the time of admis-
sion to SUI hospitals, the patient was unrespon-
sive and moderately cyanotic. Respirations were
sporadic and approximately 4 per minute. Pulse

rate was 40 per minute. There was dullness to per-

cussion over the right chest, and the heart was
shifted to the left.

Oxygen was administered by mask, and artificial

respiration was given. Wangensteen suction was
instituted, and a surgical consultant was sum-
moned. The baby expired one hour after admis-
sion.

An eight-day-old baby girl was admitted to the
Pediatric Service on January 22, 1953, and expired
a few hours thereafter. The patient was the product
of an uncomplicated full-term pregnancy and un-
eventful delivery. The baby cried spontaneously
immediately after birth.

Excessive salivation was noted shortly after

birth. With the first feeding by mouth, the infant

took approximately one ounce of formula and im-

mediately regurgitated it. Attempts to feed the

infant by mouth were continued for the following

week, but each feeding was regurgitated. There
is no recorded history of coughing, choking, or

cyanosis with or without feedings; however, the

baby was kept in an incubator and given oxygen.
During this period of time, the infant received

intravenous fluids—type and amounts unknown.
On the eighth day of life, x-ray studies were

done, and the patient was referred to SUI hospitals.

Physical examination revealed an eight-day-old,

moderately dehydrated female. Respirations were
90 per minute, with poor respiratory excursions.

She had moderate cyanosis and a feeble cry. On
auscultation, numerous loud rales were heard
throughout the lung fields. The abdomen was
markedly distended, and breath sounds were au-

dible on auscultation over the abdomen. There was

excessive flatus, and the baby passed a greenish

stool. The remainder of the physical examination
was essentially non-contributory.

The infant was placed in an incubator with

oxygen. She was given penicillin and streptomycin

intramuscularly. A cut-down was performed, and
fluids were given intravenously.

Laboratory studies: The blood studies showed
hemoglobin 9.5 gm. per 100 ml. of blood, a red

blood count of 2.95 M. per cu. mm., and a white

blood cell count of 11,700 per cu. mm.
Appropriate x-ray studies were done, and a sur-

gical consultation was held but the patient’s con-

dition became progressively worse, and she ex-

pired approximately six hours after admission to

the hospital.

CLINICAL DISCUSSION

Dr. MacQueen: The referring physician obtained

roentgenograms of the 10-hour-old boy, and these

accompanied the patient at the time of admission.

Because they were returned to the referring phy-
sician, they are not available. We do have a post-

mortem roentgenogram. Dr. Forbes, would you
please describe the findings?

Dr. Stephen A. Forbes
,
Radiology: The postmor-

tem films of the chest show a large portion of the

gastro-intestinal tract in the right hemi-thorax with

herniation to the left of the mid-line.

Dr. Frederic W. Stamler, Pathology: This infant

was found to have a large defect in the right por-

tion of the diaphragm with herniation of almost

the entire small intestine and about the proximal

one-half of the large intestine into the thoracic

cavity, with a consequent extreme shift of the

mediastinal structures to the left, and almost com-
plete collapse of both lungs. The hernial contents

were very easily reduced. They passed into the

abdominal cavity very easily through this defect.

There were also several minor congenital anom-
alies—an undescended right testis and some ectop-

ic thymic tissue associated with the thyroid gland

and the parathyroids.

One of our photographs shows herniation of the

abdominal structures into the thoracic cavity, the

colon filled with meconium, and the loops of small

bowel apparently containing a moderate amount
of gas. The dark color is not due to gangrene; it is

simply evidence that the bowel contained mecon-
ium. One can see the same thing in the portion of

bowel in the abdominal cavity. The color of the

small intestine is quite good. The heart is shifted

to the left very much. Another picture shows the

very extensive collapse of the lungs as seen after

the reduction of the herniated intestines.
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Dr. Charles D. May, Pediatrics: I'd like to ask if

those loops of very dark bowel were full of blood?

Dr. Stamler: They were not described as being

bloody. There was a small amount of blood in the

stomach, but the prosector described the entire

portion of the herniated bowel as having good
color, with no evidence of strangulation or infarc-

tion. It reduced very easily. The color apparently

is due solely to the meconium that was contained

in the large bowel.

SUMMARY OF NECROPSY FINDINGS

At necropsy, a 3.5 x 2 cm. defect of the posterior-

medial portions of the right crus of the diaphragm
was found, with herniation of almost the entire

small intestine and the proximal one-half of the

large intestine into the right thoracic cavity. There
was a consequent extreme shift of the mediastinal

structures to the left, and almost complete atelecta-

sis of both lungs. An intra-abdominal right testis

and ectopic thymic tissue in relation to the thyroid

and parathyroid glands were present as further

evidence of faulty embryological development.

Death was due to mechanical pulmonary insuf-

ficiency.

NECROPSY DIAGNOSES

Congenital diaphragmatic defect, right, with her-

niation of small and large intestine into right

thoracic space.

Pulmonary atelectasis, bilateral.

Undescended right testis.

Ectopic thymic tissue, associated with thyroid

and parathyroid glands.

Dr. MacQueen: If you will remember the clinical

history, we will proceed to the second case.

Dr. Forbes: Fluoroscopic examination of the

esophagus following the introduction of iodized oil

into the upper esophagus and films taken during
the examination show that the catheter and the oil

both stop at the level of the second rib posteriorly.

The catheter could not be passed below this

point, and the oil terminated in a blind pouch.

However, dilatation of the stomach and distention

of the small intestine with gas led to the conclusion

that there was a communication between the lower
part of the esophagus and some portion of the

bronchial tree. Films of the chest following fluoros-

copy and removal of the catheter demonstrated a

trace of oil in the blind pouch of the upper esopha-
gus.

An area of consolidation involving the right up-
per lobe was seen as well, and was interpreted as

representing a pneumonia.
The conclusion from the x-ray examination was

that the baby had esophageal atresia, an esophag-
eal-tracheal fistula, and also right upper-lobe
pneumonia.

Dr. Stamler: The infant did have the condition

diagnosed and, in addition, a very extensive pneu-
monia with pulmonary edema and massive hemor-
rhage.

The probe inserted through the trachea

passed through the fistulous communication with

the esophagus. There was an upper pouch and,

beyond that, an apparent continuation of the

esophagus, grossly, a cord-like structure, quite

firm, in which no lumen could be demonstrated by
probing.

There was complete atresia of the esophagus in

this latter area, with fistulous communication be-

tween the lower portion of the esophagus and the

trachea just above the bifurcation of the trachea.

The lungs were very heavy, there were diffuse

areas of hemorrhage, consolidation and edema, and
there was very little functioning, aerating lung

tissue remaining. There were many foci of necrotiz-

ing pneumonia scattered throughout. All portions

of both lungs were involved, the right lung more
than the left. We usually consider pneumonia in

such cases as this to be at least partially the result

of the aspiration of foreign material into the tra-

cheal-bronchial system. Such was probably the sit-

uation here, although I could demonstrate very

little such material. There were small amounts of

debris which may have been either aspirated for-

mula or aspirated gastric contents.

SUMMARY OF NECROPSY FINDINGS

A tracheo-esophageal fistula was found, with the

fistulous connection one centimeter above the bi-

furcation of the trachea. The upper portion of the

esophagus ended blindly above this point, but was
connected by a dense cord-like segment to the

lower portion, which communicated freely with
the trachea. Both lungs showed extensive conges-

tion, hemorrhagic effusion, and patchy pneumonia.
Small amounts of aspirated material were found
in some of the pneumonic foci.

There was mild hepatic fatty metamorphosis.
Death was due to pneumonia of aspiration type.

NECROPSY DIAGNOSES

Tracheo-esophageal fistula.

Pulmonary congestion, hemorrhagic edema, and
extensive acute pneumonitis.

Fatty metamorphosis, liver, mild.

Dr. MacQueen: Are there any questions at this

time? Because, as is apparent, we are concerning
ourselves with congenital anomalies that occur in

the new-born period, we have requested Dr.

Davies, of the Department of Anatomy, to discuss

the subject.

Dr. Jack Davies, Anatomy: It is possible to sur-

mise how congenital defects of this type have
arisen only by interpreting them in the light of the

known facts of human development. Such condi-

tions are only rarely discovered in small embryos,
chiefly I think because people have neither the

time nor the interest to search for them. I should
like gratefully to acknowledge the loan of valuable

slides from the collection of Dr. W. O. Nelson, of

the Department of Anatomy, from which my illus-

trations have been taken.

To understand the tracheo-esophageal fistula, we
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have to go back in all probability to a very early

stage, certainly not later than the end of the fourth

week of development. At this stage, the trachea is

a short tube continuous cranially with a linear

groove in the ventral wall of the pharynx. The lat-

ter is known as the “tracheo-esophageal groove”
and is illustrated in Figure 1. In still earlier stages

the trachea is known to arise as a ventral groove
in the anterior wall of the primitive pharynx, and
only in later stages does it show independent
growth caudally. The manner of separation of the

tracheo-esophageal groove from the pharynx is in

some doubt. It has been interpreted as occurring

either by the development of a constriction dorsal

to the groove (Figure 2) or by the formation of

lateral ridges which then fuse medially to form a

“tracheo-esophageal septum.” Whatever the meth-
od of separation of the trachea from the parent

tube, it is certain that such a process lends itself

to many aberrations. The separation may be incom-

plete or may take place sporadically at separate

points, giving rise to a multiplicity of abnormal
connections. In this way a tracheo-esophageal fis-

tula may develop.

Another point of interest in the development of

the trachea is the observation that in the process of

separation of the trachea from the esophagus, the

parent tube (in this case the esophagus) tends to

become reduced in diameter and may undergo a

normal occlusion or atresia (Figure 3). Failure of

subsequent recanalization results in atresia of the

esophagus, a defect which is commonly found in

conjunction with a tracheo-esophageal fistula.

We may now consider the possible genesis of a

diaphragmatic hernia. During normal development,

there is a connection between the pleural cavity

and the general peritoneal cavity which is known
as the “pleuro-peritoneal canal.” It is illustrated

in figures 4 and 5 from a human embryo of about

five or six weeks. The opening at this stage lies

posteriorly in the primitive diaphragm and also

medially in relation to the dorsal surface of the

adrenal gland, which is always very large in the

human embryo. This is, in general, the position in

which a hiatus may be found in the adult, with or

without a diaphragmatic hernia. Closure of the

“pleuro-peritoneal canal” takes place around the

sixth or seventh week, when the muscle fibers in

the surrounding diaphragm spread out from the

point of insertion of the phrenic nerve into the

diaphragm (Figure 5). The closure is facilitated

on the right by the great bulk of the liver and the

adrenal. On the left side the liver is small, and
the stomach is intimately related to the pleuro-

peritoneal opening (figures 5 and 6). This circum-

stance may explain why diaphragmatic hernias are

more commonly seen on the left than on the right

side. It is impossible, of course, to determine ex-

actly when and how a diaphragmatic hernia may
develop. Some of them are said to be associated

with a congenitally short esophagus, so that as

growth of the fetal body takes place, the stomach
and associated viscera are dragged bodily through

the pleuro-peritoneal opening.

Dr. Johann L. Ehrenhaft, Thoracic Surgery:
There are many congenital anomalies in newborns,
the recognition and treatment of which are of the

utmost urgency. Both of the children presented

died of respiratory difficulty, the first one because

of pneumonia associated with a tracheo-esophageal

fistula and atresia of the esophagus, and the other

child because of acute anoxia. We at the Univer-

sity of Iowa have seen many cases of tracheo-

esophageal fistulae with atresia of the esophagus

and all of the different clinical variations. The first

one ever successfully operated on was in 1939, by

Dr. Leven. At that time the tracheo-esophageal

fistula was ligated, a gastrostomy was established

Fig. 1. Transverse section of a human embryo about the fourth week. Note the keel-like ''tracheo-esophageal” groove in

the ventral wall of the pharynx. (P. pharynx; SC. spinal cord; TE. "tracheo-esophageal” groove.) Fig. 2. Section of the same
embryo as in previous figure at a slightly more caudal level. The trachea is becoming pinched off from the pharynx by the

formation of a constriction. (P. pharynx; TC. tracheal constriction—"tracheo-esophageal septum.”) Fig. 3. Same embryo as

in previous figures at a stiff further caudal level. The trachea is an independent tube at this level. Note the small size of

the esophagus which may undergo atresia at this level during normal development with subsequent recanalization. (E.

esophagus; T. trachea.)
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Fig. 4. Sagittal section of a human embryo at the fifth or sixth week. Note the small defect in the primitive diaphragm
which connects the pleural cavity with peritoneal cavity. This is a normal “pleuro-peritoneal canal” which soon becomes
closed after this stage by the formation of muscle in the surrounding diaphragm. (A. adrenal gland; G. gonad; H. heart;
K. kidney; L. liver; Lu. lung; P. pleural cavity; PPC. pleuroperitoneal canal; S. stomach.) Fig. 5. Section of same embryo
as in previous figure slightly more toward the mid-line showing that the pleuro-peritoneal opening is small and is in fact
not present at this level. Note the phrenic nerve in the diaphragm. (A. adrenal; D. diaphragm; P. phrenic nerve.) Fig. 6.

Coronal section of human embryo at a slightly more advanced age than that illustrated in figs. 5 and 6. The defect in the
diaphragm is again illustrated. Note the proximity of the large adrenal and liver to the right pleuro-peritoneal opening.
On the left side the stomach is directly related to the opening, the liver being inconspicuous on this side. (A. adrenal;
L. liver; Lu. lung; PPC. pleuro-peritoneal canal; PS. pancreas; S- stomach.)
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for feeding purposes, and the upper blind esophag-

eal pouch was marsupialized on the left side of

the neck to permit saliva to escape, rather than

to spill into the tracheo-bronchial tree. This type of

operative procedure necessitated extensive recon-

structive surgery at a later date and construction

of multiple stages of an antethoracic esophagus by
skin tubes, small bowel, or other means. Of course

those multiple stage operative procedures are not

too successful and carry a very high mortality. In

1941, Dr. Cameron Haight was the first surgeon
successfully to repair a tracheo-esophageal fistula

and atresia of the esophagus by a primary end-to-

end anastomosis of the esophageal segments. The
approach was extrapleural. During the last few
years we have abandoned the extrapleural ap-

proach and use the direct transpleural approach on
those infants.

There are many different variations to this con-

genital anomaly, and they are illustrated in these

slides. The child under discussion had the usual

type of anatomical anomaly with a proximal eso-

phageal pouch and the distal esophagus attached to

the trachea about the level of the carina. This type

constitutes about 95 per cent of the patients seen

with this congenital defect. One may have com-
munications of the proximal pouch with the tra-

chea; one may have a proximal esophageal pouch
with no communication of the distal esophagus
with the respiratory tract. In this latter instance

there is no air in the gastro-intestinal tract below
the level of the diaphragm.

The overall mortality in most of the hospitals in

this country is about 50 per cent. Ours certainly

has been that. The reason for the high mortality

rate is the late diagnosis, with often repeated at-

tempts at feeding before the diagnosis is estab-

lished, resulting in aspiration pneumonia. Many
times the giving of barium instead of lipiodol to

outline the proximal esophageal pouch during the

establishment of the x-ray diagnosis is the cause

of death. It is fairly easy to make this diagnosis

clinically. Regurgitation of the first feeding should

make one suspicious immediately. If a small cathe-

ter inserted into the pharynx and upper esophagus
meets obstruction, the diagnosis is fairly certain.

It can then be further verified by insertion of a

few drops of lipiodol into the proximal esophageal

pouch to outline it. But one should never use

barium for this purpose.

Many of the children have other associated

anomalies, some of which are not compatible with

life. The most common associated anomalies are

congenital heart disease, malformations of the

anus and rectum, other areas of atresia along the

gastro-intestinal tract, renal anomalies and many
others. Newborns seen with this defect are not

true emergencies, but the establishment of a defi-

nite diagnosis and the institution of surgical ther-

apy is urgent and should be carried out as soon

as the child is in an adequate general condition and
in an adequate state of hydration. Many times those

infants have extensive aspiration pneumonia or

atelectasis which are probably partly due to aspira-

tion from the proximal esophageal pouch and also

partly due to reflux of gastric juice into the tra-

chea and lungs.

The second patient presented, a child with a dia-

phragmatic hernia, died of acute anoxia. This type

of congenital defect is less frequent in occurrence

than the one previously discussed. As you can see,

this child came here and died within ten minutes

after admission. Undoubtedly, the viscera had been
displaced into the thoracic cage during intrauterine

life. As soon as the child was born, it inhaled and
swallowed air; and, as it swallowed air, the gastro-

intestinal tract became distended. Part of the gas-

tro-intestinal tract lies in the abdomen and part

of it lies in the chest, either on the left or right

side, but more commonly on the left. The more
severe the distention of the intestinal tract be-

comes, the more the viscera will displace the me-
diastinum, compress the lungs, and displace the

heart to either side. The children rapidly die of

anoxia or occasionally of intestinal obstruction.

This- type of congenital anomaly, if recognized, is

a true emergency. Most of the congenital diaphrag-

matic defects are due to anomalous development

along the pleural-peritoneal canal. The surgical ap-

proach for correction may be abdominal or trans-

thoracic. We have used both. In the instance of

the patient presented, it would have been more
advantageous to approach the diaphragmatic her-

nia abdominally through a subcostal incision, and

possibly combine it with a thoracic incision if one

should become necessary. It is very difficult to

reduce the distended bowel through a small rent

in the diaphragm if one approaches it transthoraci-

cally alone, particularly if the intestines have for-

feited their right of domain in the abdominal cav-

ity.

Dr. MacQueen: The patient who was born with

a tracheo-esophageal fistula was recorded to have

appeared normal at the time of birth. This is not

unusual, for the congenital anomaly is compatible

with intrauterine life. “Excessive saliva” was noted

soon after birth. As an observation made concern-

ing a newborn infant, this may sound trivial, but

in reality its importance cannot be overestimated.

The inability to swallow saliva was the first sign of

the infant’s anatomical inadequacy. This aspect of

the anomaly results in a continuous threat of aspi-

ration of pharyngeal contents. The signs of respira-

tory difficulty become apparent. These signs may be

caused from any one of several complications that

may attend the anatomical anomaly. There may be

an aspiration pneumonia from pharyngeal contents;

there may be a pneumonitis caused by the regurgi-

tation of gastric contents into the bronchial tree; or

there may be severe intestinal distention as air

from the trachea passes into the lower esophageal

segment. The first feeding was given, but immedi-

ate regurgitation resulted and respiratory difficul-

ties increased. Many an infant with tracheo-eso-



Vol. XLIV, No. 2 Journal of Iowa State Medical Society 75

phageal fistula progresses to the point of the first

feeding without those caring for him recognizing

the importance of the findings we have just dis-

cussed. At the time of this feeding, the signs of

absolute obstruction are seldom missed. This is the

usual sequence of clinical signs that occur in the

child with tracheo-esophageal fistula.

Not only must we as physicians be aware of the

importance of these minor variations in the per-

formance of newborn infants, but we must alert

the nurses working with us in the maternity nurs-

eries to be competent observers and conscientious

reporters.

From the above remarks it is apparent that the

life of these infants is threatened by starvation, by
regurgitation of gastric contents in the lung, by
aspiration of pharyngeal contents, and by pneu-

monia. Starvation may be avoided by parenteral

feedings. Spillage of gastric contents may be di-

minished by placing the infant in a semi-upright

position. Aspiration of pharyngeal contents may be
avoided by constant pharyngeal suction. Pneu-
monia may be treated by the use of appropriate

antibiotics. It is desirable to use these forms of

therapy to obtain an optimal state of health prior

to surgery. This therapy can be carried out with

speed and yet without haste.

It must be mentioned that approximately 33%
per cent of babies born with tracheo-esophageal

fistulae have other congenital anomalies. These
anomalies may vary from congenital heart disease

to anula pancreata. Approximately 10 per cent of

such infants have an imperforate anus. The con-

commitant instance of these two anomalies is suf-

ficiently high to make it desirable to test any child

born with an imperforate anus for a tracheo-

esophageal fistula. These accompanying congenital

anomalies present additional threats to these in-

fants’ lives and increase the surgical risk.

The greatest single factor unfavorably influenc-

ing the successful surgical correction of the anom-
aly is prematurity. A breakdown of the mortality

figures, quoted by Dr. Ehrenhaft, would reveal that

the majority of deaths occurred in premature in-

fants.

We have listed and discussed some of the natural

hazards that face these infants. For emphasis, we
must discuss an artificial hazard. This hazard is

the use of barium for the radiological examination
of such patients. An unfortunate group of patients

with tracheo-esophageal fistulae admitted to this

hospital have had pneumonitis thrust upon them
as a result of swallowing barium.

I would like to have Dr. Ehrenhaft discuss the

follow-up results of children who have had the re-

pair of their tracheo-esophageal fistulae in this his-

pital.

Dr. Ehrenhaft: I believe our oldest child suc-

cessfully operated on for a tracheo-esophageal

fistula dates back to the spring of 1946. This child

is alive and well. Surgery has been performed on

35 to 40 children, with an overall mortality of

somewhere between 45 per cent and 50 per cent.

As I have mentioned previously, the results de-

pend on early diagnosis, and they will be modified

by the absence of other serious congenital defects.

Prematurity and size of the infant are also major
factors.

Some of the children develop postoperative stric-

tures at the site of an anastomosis. Those strictures

can be treated at a later date by esophageal dilata-

tions from above, or if this should not suffice, by
retrograde dilatations after a gastrostomy has been
performed. Difficulties with esophageal strictures

after repair of the tracheo-esophageal fistula do
not occur until the children become older and start

taking more nearly solid food. Usually, no difficul-

ties are encountered as long as they are on formula
or soft foods. We have not reoperated any of the

children for strictures at the site of an anastomosis,

but some other surgeons have. I believe it may be-

come necessary in some instances to do so. I want
to tell you about a child who had an operation just

last week. The child was sent to us with the diag-

nosis of an imperforate anus. During the examina-
tion here, it became evident that the child also had
a tracheo-esophageal fistula. Examination revealed

air in the gastro-intestinal tract below the level of

the diaphragm. The child was in fair condition. We
carried out a right thoractomy first and repaired

the tracheo-esophageal fistula and then performed
an end-to-end anastamosis to come at the atresia of

the esophagus. At the time of exploration, it was
found that the child had a very anomalous set-up

of the large vessels of the chest, namely, a right

descending arch which made the anastomosis diffi-

cult to accomplish.

The day following the repair of the tracheo-

esophageal fistula, the imperforate anus was re-

paired. The child died 24 hours following the sec-

ond operative procedure. At the time of the post-

mortem examination, the following findings were
encountered: complete absence of a left kidney, a

large right hydronephrosis, a right descending

aortic arch, a very large patent ductus arteriosus

that constricted the trachea within a vascular ring,

and a very large interauricular septal defect and
extensive bilateral aspiration pneumonia. It be-

comes evident that the salvage rate in children

with additional congenital anomalies is small, but

one never knows and one has to try. One will be

successful in about 50 per cent of all patients.

Dr. MacQueen: We have discussed two cases

that have unrelated diagnoses. These cases are re-

lated in that they represent a common problem:

congenital anomalies of the newborn that, uncor-

rected, are incompatible with life. As a profession

we have decreased infant mortality during the first

year of life, but the mortality during the first hours

and days of life has been less satisfactorily influ-

enced. The cases presented today are examples of

congenital anomalies that can be recognized and

corrected during this critical period.
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RANSOM D. BERNARD, M.D.

Our Society’s genial general manager, Dr. Ran-
som D. Bernard (better known as “Sam”) attained

his majority in work for organized medicine and
retired on January 1, 1954. It is with mixed emo-
tions that we see Sam leave the ranks, yet we can

only wish him the very best of everything in the

future.

Dr. Bernard deserves the thanks of every mem-
ber of the Society for the long years of labor that

he expended in our behalf. Almost every phase of

our activities has been promoted through his

efforts. The basis of our Legislative Committee
work was a direct result of his planning and will

stand as a guide to us for many years to come. The
success of the Blue Cross-Blue Shield program has

been enhanced through his advice and assistance

ever since its inception. Then, when television

came along, he was called upon to arrange the

medically sponsored programs. Their constant im-

provement reflects the effort that he has devoted
to them.

In addition to all of those endeavors, one cannot
overlook the years that Dr. Bernard spent in the

practice of his profession at Clarion, years when
he distinguished himself through service to the

public at large. And as a husband and father, he
has demonstrated traits of character that we all

should emulate.

We shall miss you, Sam, while you are enjoying

your years of retirement. But we are glad that you
intend staying close enough to us so that we can
call upon you for counsel, should any emergencies
arise. As a small appreciation of the fine work that

you have performed for the Iowa State Medical
Society, all of us join in saying “Godspeed” to you.

HOSPITAL SERVICES—WHAT THEY ARE NOT
Recent developments in Blue Cross coverage

have created many problems for the medical pro-

fession. Chief among them, of course, is the inclu-

sion of professional services. Starting as it did,

several years before Blue Shield came into being.

Blue Cross gradually added more services to its

contract, including x-ray, pathology and anesthesi-

ology, so that as a result a large segment of the

public has come to regard such services as hospital

rather than professional services. To add to the

confusion, some pathologists, some radiologists, and
some anesthesiologists work as salaried hospital

employees, while in some communities there are

no anesthesiologists available, and hospital tech-

nicians are employed to give anesthesia under the

direction of the attending physician.

The problem is national rather than local. The
American Medical Association had a special com-
mittee studying it for several years and its report,

known as the Hess report, was made in June, 1950,

and approved by the A.M.A. House of Delegates.

The principles embodied in that report were reaf-

firmed by the A.M.A. House of Delegates at its

meeting in December, 1953.

Here in Iowa the Blue Cross Comprehensive 70

contract pays for anesthesia when given by a hos-

pital employee, but not when given by a doctor of

medicine. This difference is not explained to the

subscriber when the policy is sold, and as a result

much hard feeling is engendered when the patient

receives a bill from the anesthesiologist. In some
communities where a hospital anesthetist is avail-

able, patients are asking to be hospitalized where
they will be covered in full. This creates a hardship
upon the anesthesiologists of the community and
upon the hospitals that are not exceeding their

scope of service.

An effort has been made to have Blue Shield

take over the anesthesia benefit when the sub-

scriber carries both Blue Cross and Blue Shield,

but since many persons carry Blue Cross only, the

problem remains.

Recently the situation has been further aggra-

vated by the national Blue Cross agency’s sale of

a policy providing both hospital and medical serv-

ices to the packing industry. National Blue Shield,

under its contract agreement with National Blue
Cross, is legally liable for provision of the medical
services. Iowa Blue Shield, however, did not accept
the sale and is not servicing the contract.

Here again, hospitals are selling medical serv-

ices, a procedure which is contrary to legal statutes

in many states. Possibly the Iowa State Medical
Society is locking the barn after the horse is stolen,

but it has decided, after long deliberation by sev-

eral of its committees and officers, to appoint a

committee to meet with a similar committee of the



Vol. XLIV, No. 2 Journal of Iowa State Medical Society 77

Iowa Hospital Association, if that Association will

accede to the request, and discuss separation of

professional services from hospital service. It is

hoped that it will be possible in the near future

to make the changes necessary so that Blue Cross

will, in the future, offer only hospital service, and

Blue Shield will cover all professional service.

SLEEPING PARTNER*

Richard Gordon

Surgeons are traditionally accused by the medi-

cal profession of introducing two necessary evils—

•

wound infection and anaesthetists. In the past hun-

dred years both of these have fortunately become

less dangerous to human life.

When chloroform was still a novelty and gas a

luxury, the anaesthetist was a seedy practitioner,

a Coroner’s familiar, creeping round hospitals and

nursing homes with a rag of lint in one pocket of

his coat tail and a bottle of ether in the other. With

this equipment he could perform his shaky tricks

instantly and anywhere, like a strolling conjurer.

The surgeons took the limelight and ninety per

cent of the fee: the anaesthetist at his best was
only a Jeeves, ready to smooth the surgical prog-

ress of his master, to encourage him in clinical

distress, and to temper discreetly his operative en-

thusiasms. He was a butt for all the hearty surgical

fun that battens on blood and sterile towels—how
relieved the nurses were when Sir Lancelot’s wrath

at a moving target was canalized into: “If the pa-

tient can keep awake, Mr. Anaesthetist, so can

you!” From his perch at the head of the table he

yawned beneath his mask at weary accounts of

forgotten anatomical battles, and he left the hospi-

tal by bicycle in the dust of the surgical limousine.

As operations became longer and anaesthetists

had more hours of comparative inactivity to medi-

tate over their humility, they invented a scheme
to assert their personalities in the operating the-

atre. The trick was simple: they repudiated the

rag-and-bottle, and invented a machine a-glitter

with chromium plate and taps to administer the

anaesthetic for them. At first the surgeons pre-

tended amusement, and made jokes about “The
Gas, Fight, and Choke Company.” But they were
mystified and intimidated, particularly when the

anaesthetist strolled away for a cup of coffee and
left his patient tranquilly free-wheeling. It had
previously been plain to everyone in the theatre

that any damn fool with a bottle and roll of lint

could give anaesthetic, but even the dullest junior

probationer could now see that the manipulation
of this secret machine needed the fused skills of

an engineer, pilot, and safebreaker.

The anaesthetists coolly pressed their advantage.

* Reprinted from Punch, October 7, 1953, page 434. The
Journal makes grateful acknowledgment to the proprietors of
that magazine, Messrs. Bradbury, Agnew & Co., Limited, 10
Bouverie Street, London EC4, England.

The machines became bigger and more aggressive,

forcing the surgeon to operate uncomfortably in

the remaining corner of the theatre. Anaesthetists

boldly told their own stories across the towel clips,

and the daily operating list ended politely with

“General Anaesthetic, Dr. Tompkins, please.” Sur-

geons who once began an operation by plunging

knife into abdomen with a roar of “Is he asleep,

Bill?” waited patiently for permission, with sterile

gloves meekly clasped. Afterwards they bowed
over the swab bucket, as the anaesthetist neutral-

ized his apparatus with a pair of spanners, and said

“Thank you, Dr. Tompkins—a very beautiful an-

aesthetic. We shall have the pleasure of working
together next week, I presume?” Two limousines

now left the hospital courtyard together.

When surgeons and anaesthetists reunited after

the war they were faced with problems of read-

justment as powerful as those of any other long

separated couple. The surgeons had seen Army
doctors at work with squares of flannel and ether

cans, and had learnt so much about lorries, guns,

tanks, and radio sets from enthusiastic brother

officers that they were no longer frightened of an
anaesthetist’s civilian equipment. But they were
infuriated to find that anaesthetists has assumed
the grand simplicity; heavy apparatus was pushed
into theatre sister’s store room, and modern anaes-

thesia conducted with a single syringe.

This concentration in the anaesthetist’s arma-
ment was permitted by purification of the curare

arrow-poison from South America: the Brazilian

pigmy blows a curare-tipped dart into his victim

before eating him, and the British anaesthetist

sticks a curare-filled syringe into his patient before

dishing him up to the surgeon. But as more and
more unwanted side-effects of the arrow-poison
were discovered, and more and more drugs were
invented to counteract them, the anaesthetist’s

syringes grew into a battery of violet poisons and
antidotes.

Today he arrives at the hospital in a van, which
contains his assistants and a number of expensive
electronic machines to let him know the pulse rate

and blood pressure without having to count them.
The surgeon is allowed to operate as long as his

manipulations do not disturb the anaesthesia: to

complain that the narcosis is not sufficiently pro-

found is as unthinkable as sending back the spe-

ciality at a famous restaurant. Anaesthetists are
friendly men, and have no malignancy in their

new mastery: every one of them thoughtfully

thanks the surgeon at the end of the operation
for making, with his skill, their superb anaesthetic

necessary.

1954 AAGP SCIENTIFIC ASSEMBLY
CLEVELAND, OHIO
MARCH 22-25
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BLOOD TRANSFUSIONS

Recently, Bernard Strauss and Jose Torres, of

New York, pointed out that much blood is being

wasted in ill-advised and apparently needless trans-

fusions. It is doubtful that extra blood ever has a

tonic effect upon a neurotic person, and there cer-

tainly is little sense in giving transfusions to a

person who is dying of cancer or uremia. Nor is it

necessary to give blood transfusions in cases of

mild anemia.

The investigators report that, of 290 patients who
received transfusions, there were no acceptable

indications for transfusion in 38, and in another 11

the indications were doubtful. Hence 13 per cent

of that series of transfusions were ill-advised. In-

terestingly, 12 transfusions were given to patients

who had red-cell counts between 4.5 and 5 million,

and 7 transfusions were given without any previous

study of the blood.

We all know that a transfusion should not be

given thoughtlessly because it carries the danger of

a possibly serious hepatitis.

Blood may be conserved if one uses various por-

tions of the whole blood, depending upon the con-

dition. Following, are some suggestions:

Red cell mass and packed red blood cells are

indicated for transfusions in uncomplicated ane-

mias not associated with hypoproteinemia, where
whole blood transfusion is indicated. They are par-

ticularly indicated in patients with limited cardiac

reserve, hypertension and nephritis. In such pa-

tients, when one uses one of these, the effect of a

pint of whole blood can be achieved by the intra-

venous administration of no more than half that

amount of liquid. Because the plasma has been
removed, the sodium content of the transfusion is

also greatly reduced. These preparations are ad-

ministered in the same manner as a transfusion,

and will flow through an ordinary needle without

difficulty. They may be used in most children need-

ing transfusions, for the cellular part of blood

usually is what they need.

Fresh frozen plasma for hemophilia can be had
from your blood center, packed in dry ice.

Seram albumin is plasma with the gamma globu-

lin extracted and with much of the salt solution

removed. Gamma globulin is saved for use against

the paralysis of polio, in the modification of measles

and in the prevention of hepatitis.

Serum albumin, especially when used with plas-

ma expanders, can be administered whenever
plasma is indicated and with no danger of serum
hepatitis. In emergency situations, this combina-
tion may be used until whole blood is available

for transfusion.

MINUTES OF MEETINGS OF STATE SOCIETY
SOCIETY OFFICERS AND COMMITTEES

Board of Trustees

December 13, 1953

The Board of Trustees of the Iowa State Med-
ical Society met in the central office Sunday
morning, December 13, 1953, with the following

persons present: Drs. L. A. Coffin, J. W. Billings-

ley, W. L. Downing, R. N. Larimer, G. V. Caugh-
lan, Boyd Anderson, and R. D. Bernard, Mr. Don
Taylor and Miss Mary L. McCord. The meeting
was called to order at 10: 15, and the Board lis-

tened to plans to raise funds for the Iowa State

Medical Society Educational Fund. Because it felt

action on the proposal should be the responsibility

of the Executive Council, it deferred voting.

The second matter to be discussed was the prob-

lem of medical services in hospital insurance con-

tracts. It was felt that it was essential to call the

Executive Council together to discuss this matter

so that the State Society might initiate some
action.

The third matter was a letter from the Chair-

man of the Public Relations Committee. The
Board approved of the committee’s holding an in-

doctrination meeting for new members in March
of 1954.

The Board voted to send a representative to

the 14-state conference on nursing to be held in

Kansas City, Kansas, January 10; appointed Dr.

T. L. Ward of Arnolds Park to serve as Councilor

of the Third District; accepted Dr. Bernard’s resig-

nation as of January 1, 1954; appointed Mr. Don-
ald L. Taylor Executive Secretary as of January 1,

1954; and named Miss McCord Assistant to the

President and Business Manager of the Journal
as of the same date.

Dr. Larimer announced that the Executive

Council would meet January 7, 1954, and the

meeting adjourned at 3:30 p.m.

Committee on Medical Care for the Indigent

December 15, 1953

The Committee on Medical Care for the Indi-

gent met in the central office Tuesday morning,

December 15, 1953, with the following persons

present: Drs. F. D. McCarthy, of Sioux City;

A. J. Havlik, of Tama; M. G. Bourne, of Algona;

R. D. Bernard, of Des Moines; Mrs. Eleanor Car-

ris, and Miss McCord. Mrs. Carris, who repre-

sents the State Department of Social Welfare,

discussed with the committee the medical pro-

gram of the old age pensioners and the aid to the

blind. The general feeling seemed to be that any
medical program would be better supervised on a

local level, and the committee was in favor of

having it turned back to the counties.

Mrs. Carris discussed nursing homes, and the

committee mentioned the possibility of obtaining
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some Hill-Burton funds to provide beds for

chronic illness.

The meeting adjourned at 1:00 p.m.

Committee on Hospital and Professional

Relations

December 16, 1953

The Committee on Hospital and Professional

Relations met in the central office Wednesday
morning, December 16, 1953, with the following

persons present: Drs. C. H. Stark, of Cedar
Rapids; D. C. Koser, of Cherokee; J. H. Henkin,

of Sioux City; W. K. Cooper, of Cedar Rapids;

R. W. Blanchard, of Council Bluffs; E. P. Love-

joy, of Des Moines: M. G. Beddoes, of Waterloo;

V. L. Sciscent, of Waterloo; R. E. Smiley, of Mason
City; C. T. Maxwell, of Sioux City; J. W. Billings-

ley, of Newton; E. E. Munger, of Spencer; G. F.

Harkness, of Davenport; Fred Sternagel, of West
Des Moines; and R. F. Birge, F. C. Coleman, M. I.

Olsen, R. D. Bernard and A. B. Phillips, of Des
Moines. Mr. Don Taylor, Mr. W. H. Sherin, and
Miss McCord were the lay people present. The
meeting was called to order by Dr. Stark, who
reviewed some of the actions taken by his com-
mittee in the past toward removing professional

services from Blue Cross contracts. Representa-

tives of the various professions were given the

floor and allowed to express their opinions about
what should be done. Mr. Sherin explained oper-

ating procedures of Blue Cross and Blue Shield.

Dr. Coleman and Mr. Myers discussed the chapter

of the Code under which Blue Cross and Blue
Shield operate.

A great deal of discussion ensued, and the

conclusion was that the next step would be to

meet with the Executive Council. It was voted
that the Committee on Hospital and Professional

Relations, together with one representative from
radiology, anesthesiology, and pathology, meet
with the Executive Council January 7, 1954, to

work out some procedures satisfactory to the

specialties involved. The motion was seconded
and carried, and the meeting adjourned at 12:30.

Board of Trustees

January 7, 1954

A meeting of the Board of Trustees of the Iowa
State Medical Society was held in the Society head-
quarters on Thursday, January 7, 1954, at 10:00

A.M. Those in attendance were Drs. L. A. Coffin,

J. W. Billingsley, W. L. Downing, R. N. Larimer,
G. V. Caughlan, N. B. Anderson and A. B. Phillips,

and staff members Miss Mary McCord and Mr. Don
Taylor.

Payment of the pending bills was authorized.

The president and trustees regretfully accepted the

resignation of Dr. Albert E. Johann as chairman
of the Special Committee to Study Group Insur-

ance, and confirmed the appointments of Drs. R. A.

Dorner and E. M. Honke to the Committee on Vet-

erans’ Affairs.

In response to a letter from the Iowa Highway
Commission regarding average fees for routine

examinations of new employees, the Trustees de-

cided to say that for comparable insurance exami-

nations the fees are $10, but that the Iowa State

Medical Society does not in any way attempt to

establish the fees to be charged by its member
physicians.

Two representatives were authorized to attend

the meeting of the Blue Shield Medical Care Plans

in Chicago on January 16 and 17; one to attend the

Ninth National Conference on Rural Health in

Dallas on March 4-6; three to attend the A.M.A.
Regional Legislative Conference in Denver on Jan-

uary 24; one to attend the Second Conference on
Management- and Union-sponsored Health Centers
in Louisville on February 24; six to attend the

A.M.A. Regional Conference on Veterans with

Non-Service-Connected Disabilities in Omaha on
February 28; and four (in addition to the dele-

gates) to attend the A.M.A. Annual Session in

San Francisco on June 21-25.

During a discussion of the budget, necessary ad-

justments were made in the salaries of the office

personnel, and it was decided to employ an addi-

tional secretary to do office-machine work and to

perform clerical tasks incident to the publication

of the Journal. The meeting adjourned for lunch
at 1:00 P.M., reconvened at 1:30 to make some
arrangements having to do with accounting, and
adjourned finally at 1:45 P.M.

Executive Council

January 7, 1954

The Council decided that the members of its own
group, the members of the Committee on Medical
Education and Hospitals, and Dean Norman B.

Nelson, of the State University of Iowa, should be
invited to represent the Society at a dinner to be
held by the State Board of Education on February
11 .

In response to the request of Mr. John V. Mc-
Carthy, of the National Foundation for Infantile

Paralysis, that a physician be named to represent
the Society at the Poliomyelitis Congress in Rome,
Italy, in September, 1954, the Council decided that

it had no objection to a member’s attending as

either a delegate from the Foundation or as the

official representative of his local group, but it did

not wish to appoint anyone to represent the State

Society there.

The following statement was adopted as an ex-

pression of the Society’s position as regards the

conflict between Medical Indemnity of America,
Inc., and local Blue Shield plans:

1. The Iowa State Medical Society opposes MIA’s
entering Iowa under Blue Shield insignia, for the

original and generally held conception has been
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that Blue Shield involves medical service, rather

than payments of money to policyholders.

2. The Iowa Blue Shield Plan must be used for

Iowa people, and that Plan, according to Iowa law,

can operate only as a service company.

3. Blue Shield should not undertake to provide

hospital or nursing care as defined in Chapter 514

of the 1950 Code of Iowa, but it should take over

radiology, pathology, anesthesiology and physiatry,

as well as all other medical services.

4. State medical societies should have a greater

voice at the policy-making level in Medical In-

demnity of America, Inc. The proper size of the

Board and the representation accorded the various

states should be reviewed.

5. The separate entities of MIA and Health Serv-

ice, Inc. should be maintained at all times; their

managements should be separate; and they should

not be liable for one another’s obligations.

Delegates chosen to represent the Iowa Society

unofficially at the meeting of Blue Shield Prepaid

Plans in Chicago on January 16 and 17 were asked

to regard the preceding as their mandate. As a

means of dealing with local aspects of the same
problem, the Council decided to request a meeting

of representatives of the Iowa Hospital Association,

the Blue Cross and Blue Shield organizations, and

the Iowa State Medical Society to arrange the ces-

sation of medical practice by hospitals within this

state.

Toward the conclusion of the meeting, the Coun-

cil went into executive session to consider other

business of the Society, and in particular some of

the actions that had been taken by the Interim

Meeting of the A.M.A. in St. Louis.

The meeting adjourned at 5:15 P.M.

MEDICAL STENOGRAPHY

Miss Etta Miller, who has taught evening classes

in medical stenography in the State Society’s head-

quarters building for some time, is henceforth to

be sponsored by the Des Moines Board of Educa-

tion’s Adult Division and will meet her groups at

The Des Moines Technical School, 15th and Center

Streets. Tuition for her course is to be $8 for the

ten-week term, if it is decided that the class is to

meet twice a week. If substantial numbers of both

beginning and advanced students signify their

intention of enrolling, she will meet each group

just once a week, and the fee will be correspond-

ingly reduced.

Miss Miller’s work is intended to help doctors’

secretaries and hospital personnel, and consists

principally of instruction in the prefixes, suffixes,

spelling, pronunciation and definition of medical

terms. Enrollees need not have a knowledge of

shorthand. The classes are scheduled for Tuesday
and Thursday evenings, from seven to nine o’clock,

and the next starting date is February 9. For fur-

ther information, address Miss Miller at 1102

Douglas Avenue, Des Moines 13.

IOWA INDUSTRY SUPPORTS MEDICAL
EDUCATION

W. F. Poorman, President of the Central Life

Assurance Company, of Des Moines, and 21 other

business leaders from Des Moines and Newton who
are acting as sponsors, have secured, to date, a

total of $13,271.21 in contributions from business

corporations for the National Fund for Medical

Education. It is hoped that the Fund will eventu-

ally raise $50,000 a year for the training of stu-

dents.

In addition to serving as consulting actuary and
secretary of the board of directors of Iowa Medical

Service (Blue Shield), Mr. Poorman is doing a

considerable part of the fund raising by himself,

and thus richly deserves the gratitude of all phy-

sicians, and of their patients as well.

The formulae according to which it was sug-

gested that corporations arrive at the sizes of their

gifts are as follows:

Manufacturers

:

From 1/20 to 1/2 of one per cent of net earn-
ings, from $100,000 to $20,000,000. From 1/30 to 1/15 of one
per cent of net earnings from $20,000,000 to $100,000,000.
\Vhere net earnings is not an available figure, the basis
suggested was 20 per cent of net worth.

Insurance Companies: $1,000 for every $100,000,000 of assets.

Banks: $200 for every $100,000,000 of deposits.

Following is a list of the Iowa contributors to the

fund, up to December 15, 1954:

Armand Company

Bankers Life Company

Central Life Assurance Company

Des Moines Clearing House (member banks in Des Moines)

Equitable Life Insurance Co. of Iowa

Iowa Life Insurance Company

Iowa State Traveling Men’s Association

Koch Bros.

Maytag Company (Newton)

Meredith Publishing Company

James M. Pierce Corporation

Pittsburgh-Des Moines Steel

Register & Tribune

Rowat Cut Stone Company

Ruan Transport Corporation

State Finance Company

Wetherell & Harrison

Winpower Manufacturing Co. (Newton)

Omaha Meeting of ACS
(Continued from page 65)

ing, and that will be followed by a panel discussion

on pediatric surgery.

Iowa physicians scheduled to appear on the pro-

gram include Dr. J. H. Randall, Dr. H. M. Burian,

Dr. W. C. Keettel, Dr. R. T. Tidrick, and Dr. C. B.

Larson, all of Iowa City, and Dr. R. A. Dorner, of

Des Moines.

Additional information about the program can

be had by addressing Dr. H. Prather Saunders, As-

sociate Director, The American College of Sur-

geons, 40 East Erie Street, Chicago 11, Illinois.
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President's Page

The acceptance by the Trustees of the resignation of Dr. Bernard will be

common knowledge by the time this is printed. Conferences were held with

Dr. Bernard in December, and because the dead line for the Journal came

before official action was taken on Dr. Bernard’s request, it was possible to

insert only a short paragraph in his page of the January Journal, noting

the actions of the trustees.

The officers of your Society accepted Dr. Bernard’s resignation with the

greatest regret. He had accepted the responsibilities of his position at a time

of great expansion of our activities, and, with his experience and abilities,

he was the one person available who was qualified. Dr. Bernard had very

definite projects in mind when he assumed his new role, and he now feels

that these have been organized and given sufficient impetus so that they can

be carried on without his direct supervision. He has given us long hours of

exacting work, for which every member of our Society should be grateful.

For the Society’s present healthy condition—its active Council, its various ex-

tremely active committees, its improved public-relations program, its out-

standing television series and its improved relations with the various groups

in the state—Dr. Bernard can be given major credit. He has earned our

gratitude and respect, and we hope he can enjoy his retirement from the

onerous work which he has been doing. We shall call upon him again and

again for help and advice, I am sure.

We urge you to follow, with care, the development of the Blue Shield-

Blue Cross conferences. These will be held at both the national and state

levels. A new realignment of policies which will directly affect doctor-hospital

relationships will undoubtedly develop. It will take our very best thinking

and efforts to work the problem out satisfactorily.

The program for the State Meeting is virtually complete. The House of

Delegates will have several decisions to reach. Whether you are a delegate or

not, you should plan to be present in Des Moines to hear the discussions of

the various resolutions which will be introduced.



BLUE SHIELD

PROGRESS DURING 1953

The various activities and scope of work of the

Blue Cross-Blue Shield physician relations de-

partment increased proportionately during 1953,

along with rising enrollment and continuing de-

mands for information by the sponsoring profes-

sion.

The main function of the department, however,
continued to concern keeping the medical pro-

fession of Iowa informed on the administrative

procedures and benefits of Blue Cross-Blue Shield.

Therefore, the field staff of the department has

attempted to contact each doctor about once every

three months.

Individual Physician Contacts

Some 5,766 visits were made with physicians

personally, or with their office personnel on vari-

ous Blue Cross-Blue Shield matters. Included in

these visits have been many special requests for

information on particular aspects of the coverage

of the plans and their administration.

Hospital Contacts

Hospital visits made by the field staff numbered
approximately 150. Usually these visits were made
as a result of special requests by hospital person-

nel or physicians.

County Medical Society Meetings

At the invitation of the various county societies,

the field staff has conducted 13 meetings on Blue
Cross-Blue Shield. The department is always glad

to receive these invitations and is hopeful that

every county society will feel free to request staff

speakers for such county society meetings.

Doctors’ Secretaries’ Meetings

Members of the department have spoken on
Blue Cross-Blue Shield before 31 county-wide

meetings of doctors’ secretaries and nurses. The
purpose of these meetings has been to acquaint

the personnel with changes in the plans’ adminis-

trative procedures and benefits. These meetings

have met with wide approval of the profession,

since a well-informed secretary or nurse can do

much to serve her doctor and his patients on the

details of Blue Cross and Blue Shield.

Individual Subscriber Visits

Among other activities were special visits with

individual subscribers of Blue Cross-Blue Shield

on various matters. Generally speaking, these con-

tacts have been appreciated and have resulted in

a better understanding of Blue Shield and its

philosophy.

Health Improvement Association Meetings

Members of the field staff have attended 23

meetings of county organizations known as

County Health Improvement Associations. These
organizations are sponsored in many counties by
Blue Cross-Blue Shield with the cooperation of

farm organizations. Members of the staff explained

the benefits of the new Blue Shield contract at the

meetings.

Industrial Contacts

In cooperation with members of the enrollment

departments of both Blue Cross plans, the field

staff of physician relations contacted about 200

Blue Cross-Blue Shield groups last year in order

to promote better understanding of Blue Shield

and the philosophy behind it.

Other Activities

Some of the other activities of the department
consisted of attending the annual meeting of the

Iowa State Medical Society, the Conference of

County Society Presidents, Secretaries, and Blue
Shield Liaison Physicians, attending several coun-

ty fairs, at which Blue Cross-Blue Shield main-
tained information booths and other special activi-

ties.

The entire staff of the physician relations de-

partment continues to be very grateful for the fine

cooperation given it by the doctors of the state of

Iowa and their personnel and is anxious to be of

greater service in 1954.

BLUE SHIELD MONTHLY STATISTICS
February 1 ,

1 954

Blue Shield Members (Estimated) 428,682

Claims Processed for Payment 10,043

Amount Paid in Claims $311,781.47
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THE JOURNAL BOOK SHELF

BOOKS RECEIVED
THE PSYCHIATRIST: HIS TRAINING AND DEVELOP-

MENT, Report of the 1953 Conference on Psychiatric
Education held at Cornell University, Ithaca, New York,
June 19-25, 1952. Organized and conducted by the Amer-
ican Psychiatric Association and the Association of

American Medical Colleges. Editorial Board: John C.
Whitehom, M.D., Chairman, Francis J. Braceland, M.D.,
Vernon W. hippard, M.D., and William Malamud, M.D.
(Washington, American Psychiatric Association, 1953.

$2.50).

SCIENCE AND MAN'S BEHAVIOR: THE CONTRIBUTION
OF PHYLOBIOLOGY (Including the complete text of

THE NEUROSIS OF MAN), by Trigant Burrow, M.D.,
Ph.D. (New York, The Philosophical Library, 1953. $6.00).

SCHOOL HEALTH SERVICES... A Report of the Joint Com-
mittee on Health Problems in Education of the National
Education Association and the American Medical Asso-
ciation with the cooperation of contributors and consult-
ants, Charles C. Wilson, M.D., editor. (Washington and
Chicago, The National Education Association and the
American Medical Association, 1953. $5.00).

THE YEARBOOK OF DRUG THERAPY (1953-1954 Year
Book Series), ed. by Harry Beckman, M.D. (Chicago,
The Year Book Publishers, 1954. $6.00).

BOOK REVIEWS
Microbiology and Pathology, by Charles F. Carter,

M.D., and Alice L. Smith, M.D., Fifth Edition. (St.

Louis, C. V. Mosby Co., 1953. $5.50).

Charles F. Carter, B.S., M.D., and Alice L. Smith,

A.B., M.D., are pathologists with wide experience in

the field of nursing education. Dr. Smith now joins

Dr. Carter in writing the fifth edition of this text for

nurses. The first edition was an outgrowth of a text by
Dr. Carter on bacteriology for nurses, to which a sec-

tion on pathology was added in 1936. The book is in-

tended for the modern school of nursing and covers

microbiology and pathology from the nurse’s point of

view, stressing “the idea that signs and symptoms of

disease are but outward manifestations of underlying
changes.”

The subject material is divided into two parts which
are subsequently subdivided into fifty-nine chapters.

The chapters are organized in outline form, and an
extensive glossary is present at the end of the last

chapter. A detailed list of contents and a good index
are also included.

In this edition several new illustrations have been
added. Most of the color plates, however, have been
deleted. Several of the illustrations of blood cells,

in being changed from color to black and white, have
lost much of their effectiveness. Short but adequate
bibliographies follow the chapters, and a list of useful

review questions is appended.
The manner of treatment is didactic and the style

of writing purely factual. This was undoubtedly due
to the large amount of material which it was necessary
to pack into a small space, but the resultant loss of

effectiveness is obvious. The large amount of data

included is accurate, and controversial problems are

handled conservatively.

In summary, although there is room for improve-

ment in style and illustration, this fifth edition com-

pares favorably with contemporary works in the field

of nursing education.—F. C. Coleman, M.D.

Planning Guide for Radiologic Installations, by
the Committee on Planning of Radiologic Installa-

tions of the Commission on Public Relations of the

American College of Radiology, Wendell G. Scott,

M.D., Chairman. (Chicago, The Year Book Publish

ers, Inc., 1953. $8.00).

The book is based on findings of the Committee on

Planning of Radiologic Installations of the Commis-
sion on Public Relations of the American College of

Radiology.

Suggestions were received by the committee from
such sources as radiologists, manufacturing companies
cf x-ray equipment and film, federal health agencies,

the American Hospital Association and the American
Institute of Architects.

When there have been such contributors, it be-

comes evident that a book so compiled is a necessity

in planning any new installation or remodeling an old

department. The book is well organized and not only

submits plans for various size departments but gives

the reasons for each step needed. It deals with such
problems as physical set up of a department, pro-

tection to personnel from ionizing irradiation, film

identification and method of storing records and films.

There is one chapter devoted to the installation of

radioactive isotope laboratories.

Not only does it afford information for hospital

installation, but it also suggests plans for the private

office for radiological service.

In summary, it brings into one unit information

that could be gained only by years of experience and
tremendous correspondence with the contributing

sources.

—

Noble W. Irving, M.D.

Pediatric Gynecology, by Goodrich C. Schauffler,

M.D., Third Edition. (Chicago, The Yearbook Pub-
lishers, Inc., 1953. $7.50).

The third edition of this popular book has been
completely revised, with present day methods being

presented.

Of particular interest is the chapter on the method
of examination and recommended instruments for

children. These, in themselves, are major problems
in these cases. A chapter on the embryology of the

female genital tract is now included.

The chapters on vaginitis and irregularities of the

menarche are especially helpful, not only to gynecol-

ogists, but to general practitioners who, of course, see

most of these cases first.

In addition to these gynecological subjects, there

are also chapters on special urologic considerations

and on special proctologic considerations.

—

H. Kirby
Shiffler, M.D.
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WHAT IS ETHIC?

It is probable that no one can say with any
degree of certainty just what was in the minds
of the men who coined the phrase “medical eth-

ics.” One can suspect, at least, that in choosing it

in preference to “medical morals” or “medical

rules and regulations” they sought to dignify

their subject and, by using a word of Greek der-

ivation, to bring into the minds of their readers

the tradition of medicine that began with Hip-

pocrates and Galen.

There is now a considerable group of practi-

tioners who seem inalterably convinced that those

forefathers of ours picked the word ethics for

neither of those reasons, but because they wanted
everything they wrote under that heading to be

regarded thenceforth as final, irrevocable and
immutable. That point of view, as an interpreta-

tion of the pioneers’ intentions, may be correct,

but as a basis for the contention that we should

treat the Code as sacrosanct to the extent that

we must never make changes, it is dead wrong.
Whether inadvertently or deliberately, the

founders chose the wrong word. They erred just

as seriously as one of us would do if he were to

use the term pleurisy when he meant empyema.
Though the reader may think that a tempest is

being brewed in a teapot, the reluctance that our

colleagues feel toward amending the Code when
changing customs and business practices come
into conflict with it can be traced to that mistake,

and it is highly important that the misunderstand-

ing be cleared up.

Ethics is a philosophical term. Indeed all philos-

ophy is divided into three branches: physic, ethic

(plural: ethics) and logic. Science and its mechan-
ics are included under physic. Logic is the science

or correct thinking. Ethic is the science of moral
d uty—more broadly, the science of the ideal

human character and the ideal ends of human
action. The chief problems with which ethic deals

concern the nature of the summum honum (great-

est good), the origin and validity of the sense of

duty, and the character and authority of moral
obligation.

There are three principal classifications of eth-

ical theories:

1.

Theories that consider happiness to be the

greatest good. These may be egoistic or altruistic.

2. Theories of perfectionism or self-realization.

3. Theories resting upon the relation of man
to the universe or to divine law, such as Stoicism,

evolutionism, and Christian ethics.

When we say that the United States is a Chris-

tian nation, we mean that, as a nation, we sub-

scribe to Christian ethic. Christian ethic is based
on the fundamental principle of the dignity of

man. Philosophically speaking, it may be said that

there are but two aspects to man—one deals with
his physical or corporeal being, and the other has

to do with his various relationships. Strangely

enough, only the medical profession and its allies

deal with the physical and corporeal aspects of

man. All other occupational groups deal with his

various and diverse relationships.

So ethic gives assent to right principles and
suggests science only. It has its absolute factor

which affirms an unchanging code, upholding the

basic principles concerning the dignity of man. It

likewise has a more relative factor which regards

moral rules as they vary with human develop-

ment.

Morals deal with our mores, which change.

Morals are concerned with the manners, customs,

habits, way of life and conduct of man. Morals
pertain to our character, intentions, social rela-

tionships, et cetera, viewed against a background
of ethic. Another characteristic of morals is that

they are capable of being judged as good or evil.

Not so with ethic. Morals spring from and pertain

to man’s natural sense or reasoned judgment of

what is right and proper. Morals refer to the prac-

tice of right or wrong conduct and connote proper

or improper practices.

A few yeai’s ago it was considered immoral for

a woman to smoke a cigarette in public. Now our

manners, customs and habits—our social relation-

ships—have so changed that such behavior is

accepted. This illustrates how our mores and mor-
als may change, but it is obvious that the act of

a woman’s smoking has no influence on our belief

in the dignity of man. It is a moral problem, not

an ethical one.

In that era of our history when the insane or

peculiar were adjudged bewitched, they were put

to death. Now we hospitalize them and have even
found satisfactory treatments for them. This

change in our moral attitudes has been brought



Vol. XLIV, No. 2 Journal of Iowa State Medical Society 85

about by the influence of social and scientific de-

velopments. Our belief in the dignity of man has re-

mained constant and unchanged. The same can be

said as regards our changing attitudes concerning

punishment for crime; our attitudes and practices

change, but our principles do not. Thus, ethic

deals in principles, morals deals with practices,

and ethic radically transcends morals.

There is one more classification under the sys-

tem that guides man’s relations upon which we
have not yet touched, namely laws and rules of

conduct. These include instruction for the accom-

plishment of specific purposes, the control of cer-

tain inter-relationships, the various ramifications

of procedures in the handling of property, et

cetera. These are detailed, legal commands and
prohibitions, even including penalties for infrac-

tions in some instances, or they are merely rules

and procedures that are urged upon us.

It is in the last of these categories that we find

the “Principles of Medical Ethics of the American
Medical Association.” Satisfy yourself of the

veracity of this statement by reading them. They
direct the procedure that physicians are to follow

under specific circumstances. A good example is

to be found in Article IV, Section 8. It does not

involve basic ethic, or even morals, but is a rule

of conduct. The new section adopted by the House
of Delegates at St. Louis, on December 3, 1953,

concerning the way in which a doctor shall give

out information for publication is in this class,

regardless of what may have prompted it. It is

simply a rule of conduct.

Iowa’s request to allow all doctors to do joint

billing if they wish is likewise just a proposed
rule of conduct, not a matter of ethic or morals.

For instance, many situations can be cited in busi-

ness practice where a contracting party presents

a statement for an entire bill. Building contractors,

garages, and, in our own profession, groups or

clinics and hospitals all use this practice.

The phrase “fee splitting” connotes a division

of fees or the payment of a commission without
the patient’s knowledge. A principle of morals is

offended thereby. But an itemized statement of a

joint or combined bill in medicine is a service or

convenience to the patient—the same sort of

service or convenience that we doctors receive

from the contractor whom we have engaged to

plan and construct or remodel and repair a build-

ing. We pay him and he pays the carpenters,

plumbers, plasterers, painters, et cetera. The joint

or combined bill is thus merely a way of adapting
ourselves to a change in American mores. It is not
intended to legalize fee splitting, nor is it intended
to correct it or supplant it. Endorsing the practice

of joint billing will do none of these things. It is a

fair, open and aboveboard method of dealing with
patients, and it shows what each participating

doctor is receiving for his work. The patient can
judge the fairness of the total bill because he

knows the parts of which it is made up. There is

nothing in the least underhanded about it.

For anyone who wonders, the general practi-

tioners of Iowa, like all other reputable and con-

scientious members of the medical profession,

have neither the intention nor the desire to

legalize fee splitting.

SURGICAL TYPES OF HEART DISEASE

A program on surgical types of heart disease is

to be presented on Saturday and Sunday, February
20 and 21, at the Art Center, Grand Avenue at Polk
Boulevard, Des Moines, under the auspices of the

Department of Internal Medicine at Iowa Methodist
Hospital.

The Saturday program will consist of the fol-

lowing:

9: 00 A.M. David Pugh, M.D., Mayo Clinic, Roch-
ester, Minnesota: “The Use of X-Ray
and Fluoroscopy in the Diagnosis of Heart
Disease.”

10:30 A.M. O. Henry Janton, M.D., Philadelphia,

Pennsylvania: “Selection of Patients for

Mitral Valve Surgery.”

Discussion by James W. Culbertson, M.D.,

Associate Professor of Internal Medicine,
S.U.I.

1:30 P.M. F. F. Rosenbaum, M.D., Marquette Uni-
versity, Milwaukee, Wisconsin: “The Use
of Electrocardiograms in the Diagnosis of

Surgical Heart Disease.”

3:00 P.M. S. Gilbert Blount, M.D., University of

Colorado, Denver: “Diagnosis of Congeni-
tal Heart Disease From the Clinical Point
of View.”

The Sunday morning program, lasting from 9

until 12, is to consist of a clinic, and it, like the
speaking program of the preceding day, will take
place at the Art Center.

The physicians of Iowa and of the adjoining areas
are cordially invited.

POPULATION GAIN PACES HOSPITAL
CONSTRUCTION

Proponents of increased federal funds for hos-
pital construction drew further ammunition from
an article by John W. Cronin, M.D., Chief of the

hospital facilities division of USPHS in the January
issue of Hospitals. Dr. Cronin estimates that the
country today is 850,000 beds short of adequacy,
and declares that, by adding more than 100,000

beds since 1946, the Hill-Burton program has ef-

fected only a slight net gain, because of the obso-

lescence of previously satisfactory facilities and be-

cause of the increase in population.

He predicts that hospital-building activity during
1954 will be moderately below what it was in 1953.
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The state rate was 27.07 deaths per 100,000 population. For the counties, the 1st Quartile was 7.80-20.13; the 2nd Quartile
20.14-24.48; the 3rd Quartile 24.49-34.19; the 4th Quartile 34.20-64.51.

INFLUENZA AND PNEUMONIA

With the coming of the winter months, deaths

from influenza and pneumonia generally increase.

During the three-year period 1950-1952, there were
2,132 recorded deaths among Iowans from these

two diseases. The median age of the decedents was
74.5 years. For males it was 70.9 years, and for

females 78.1 years. Corresponding mean ages are

62.3, 59.5 and 65.8 years. The table following indi-

cates the number of deaths by age group and sex.

As indicated in the accompanying map, southern

Iowa has the highest crude death rate from pneu-

monia and influenza. The larger percentage of older

people living in this area should, of course, not be

overlooked. The graph indicates the seasonal dif-

ferences in deaths resulting from influenza and
pneumonia as well as the difference between the

monthly rate for the three year period 1950, 1951

and 1952 and the monthly rate for the first ten

months of 1953. While the average annual rate for

the three-year period is 27.1 deaths per 100,000

MONTHLY DEATH RATE -- INFLUENZA, PNEUMONIA
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influenza and pneumonia deaths
BY AGE GROUP AND SEX

Age Group Number of Deaths
Both Sexes Males Females

Under 5 330 196 134
5- 9 25 17 8
10-14 17 11 6
15-19 11 7 4
20-24 10 6 4
25-29 15 7 8

30-34 15 10 5
35-39 22 10 12
40-44 31 19 12
45-49 42 33 9
50-54 54 37 17
55-59 69 50 19
60-64 85 63 22
65-69 160 105 55
70-74 197 119 78
75-79 259 131 128
80-84 324 163 161
85-89 263 115 148
90-94 134 60 74
95-99 59 23 36

100 plus 8 3 5

Unknown 2 1 1

All ages 2132 1186 946

estimated population, the 862 deaths for the first

ten months indicate that a higher annual rate will

be reached for 1953. A common cold many times
is the forerunner of these respiratory diseases.

Medical advice sought early can often ward off

serious illness and possible death.

IOWA'S PROGRAM OF LABORATORY EVALU-
ATION AND APPROVAL FOR SEROLOGIC

TESTS FOR SYPHILIS

The State Hygienic Laboratory of the Iowa State

Department of Health recently announced the re-

sults of its participation in the annual National

Evaluation of Public Health Laboratories in Syph-

ilis Serology. As in past years, the Iowa laboratory

at Iowa City attained top ranking. The State Hy-
gienic Laboratory rated first out of 36 participating

laboratories in the performance of the V.D.R.L.

(cardiolipin) test; first among eight participants

with the Kolmer (Lipoidal) test, and placed sec-

ond out of eleven laboratories in the Kline (Car-

diolipin) test. This evaluation is conducted by the

Venereal Disease Research Laboratory of the

United States Public Health Service.

It is of interest to note further that the Iowa
Laboratory equalled the specificity of each of the

tests as performed by its author, and in each of

them exceeded the sensitivity attained by its

author.

The accepted standards for approval in the Na-

tional Evaluation are that the participating labora-

tory must have a sensitivity of not more than 10

per cent below that of the control laboratory and

APPROVED PREMARITAL AND PRENATAL BLOOD TESTING LABORATORIES
July I, 1 953-June 30, 1954

No. Name of Laboratory Address of Laboratory Physician in Charge Tests Approved

Cedar Rapids—Linn County
1. Mercy Hospital Laboratory
2. St. Luke's Hospital Laboratory

Council Bluffs—Pottawattamie Co.
3. Council Bluffs Clinic Laboratory
4. Mercy Hospital Laboratory

Des Moines—Pollc County
5. The Anna T. A. Glomset Laboratory
6. U S Veterans Hospital Laboratory
7. Mercy Hospital Laboratory
8. The Medical Laboratory

27. Iowa Lutheran Hospital Laboratory
28. Iowa Methodist Hospital Laboratory

Dubuque—Dubuque County
9. Laboratory of Medical Associates

10. Finley Hospital Laboratory
Fort Dodge—Webster County

11. Lutheran Hospital Laboratory
12. St. Joseph’s Mercy Hosp. Laboratory

Iowa City—Johnson County
13. State Hygienic Laboratory
25. U S. Veteran’s Hospital Laboratory

Mason City—Cerro Gordo County
14. Laboratory of Harold M. Morgan
15. Laboratory of Park Hospital
16. St. Joseph's Mercy Hospital

Oskaloosa—Mahaska County
17. Mahaska County Hosp. Laboratory

Ottumwa—Wapello County
18. Physician's Clinical Laboratories
26. Ottumwa Hospital Laboratory

Sioux City—Woodbury County
19. St. Joseph’s Mercy Hospital
20. Sioux City Laboratory
21. Methodist Hospital Laboratory

22. Lutheran Hospital Laboratory
23. St. Vincent’s Hospital Laboratory

Waterloo—Black Hawk County
29. Black Hawk County Red Cross Blood

Center
Omaha, Nebraska

24. Omaha Regional Blood Center

835 6th Avenue. S.E.
1026 “A” Avenue, N.E.

503 First Avenue
420 E. Washington Ave.

1102 Equitable Bldg.
30th and Euclid
5th and Ascension
310 Bankers Trust Bldg.
716 Parnell
1200 Pleasant

1200 Main Street
Allison Place

Lutheran Hill
723 South 17th Street

Medical Laboratories Bldg.
Iowa City

12 Brick & Tile Bldg.
102 N. Washington Ave.
180 Beaumont Drive

1229 C. Avenue, East

211 E. Second Street
1001 E. Pennsylvania

2101 Court Street
City Hall
29th and Douglas

2714 Pierce Street
624 Jones

Waterloo

2549 Farnam Street

R. E. Weland. M.D.
Francis C. Tucker, M.D.

Kline-V.D.R.L.
Kline-V.D.R.L.-Kahn

Sydney A. Cohen, M.D.
A. S. Rubnitz, M.D.

Kline-V.D.R.L.
Mazzini-V.D.R.L.

D. A. Glomset, M.D.
T. E. Corcoran. M.D.
F. C. Coleman, M.D.
R. F. Birge, M.D.
Julius S. Weingart. M.D.
Robert C. Dunn, M.D.

Kahn-V.D.R.L.
V.D.R.L.-Kahn
V.D.RL. -Kline
Kline-V.D.R.L.
V.D.R.L.
V.D.R.L.

Wayne A. Johnston, M.D.
E. T. Thorsness, M.D.

V.D.R.L.-Kline
VD.R.L.-Kline

Charles J. Baker, M.D.
Herbert Kersten, M.D

Kahn-V.D.R.L.
V.D.R.L.

I H. Borts, M.D.
Kenneth Cross. M.D. V.D.R.L.

Harold M. Morgan, M.D.
L. R. Woodard
George T. Joyce, M.D.

Kline-V.D.RL.
Kline
V.D.R.L.-Mazzini

C. R. Phelps, M.D. Kline

C. R. Phelps, M.D.
C. R. Phelps. M.D.

Kline-V D.R.L.
Kline-V.D.R.L.

Arne Knutsen, M.D.
C. P McHugh, M.D.
A. C. Starry, M.D.

A. C. Starry, M.D.
A. C. Starry, M.D.

Kline-V.D R.L.-Kolmer
V.D.R.L.-Kline-Kolmer
Kline-V.D.R.L.
Kahn-Kolmer
Kline-V.D.R.L.
Kline-V.D.R.L.
Kahn-Kolmer

V. I. Sciscent, M.D. Kahn

George L. Clark, M.D. Kline-V.D.R.L.

The Iowa State Board of Health also approves the following laboratories for the purpose of performing serologic tests for
syphilis in accordance with premarital requirements: Laboratories of all State and Territorial Health Departments; Labora-
tories of the United States Public Health Service, Army, Navy, Marine Corps, and the Health Department Laboratories of
New York City and the District of Columbia.
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must not have more than 1 per cent loss in spe-

cificity. The desired goal is 100 per cent specificity,

with maximum sensitivity.

In the annual appraisal and evaluation of labora-

tories in Iowa for approval to perform serologic

tests for syphilis as required by the Iowa Pre-

marital and Prenatal Laws, standards similar to

those outlined above are applied to the laboratories

requesting appraisal.

The State Hygienic Laboratory performed 487,-

009 tests on the 250,359 serologic specimens re-

ceived during the calendar year 1952.

Below is a brief outline of the State Hygienic

Laboratory’s results in the last three annual Na-
tional Serologic Appraisals.

1949 1950 1952
Sensit. Specif. Sensit. Specif. Sensit. Specif.
% % % % % %

Kline Standard
Author of Test 74.6 100.0 80.8 99.7 86.7 100.0
Iowa

Kolmer
79.6 99.7 83.0 100.0 87.1 100.0

Author of Test 70.9 99.3 78.1 100.0 85.5 99.0
Iowa

V.D.R.L.
74.5 99.3 75.8 100.0 85.7 99.0

Author of Test 69.2 99.3 71.9 100.0 78.1 100.0
Iowa 75.1 99.0 83.9 100 0 90.5 100.0

SIOUX VALLEY SOCIETY MEETING

The annual meeting of the Sioux Valley Medical
Society at the Hotel Martin, in Sioux City, on
Tuesday, Wednesday and Thursday, February
23-25, 1954, is open to all physicians who wish to

attend. The Iowa Academy of General Practice

will permit each of its members who attend to

allow himself ten formal credit hours. The pro-

gram is as follows:

TUESDAY, FEBRUARY 23

8:00 P.M. Amos C. Michael, M.D., Vermillion,

South Dakota, Professor of Pathology at the

University of South Dakota: “Dehydration,

With Emphasis on Possible Complications of

Low Salt Diets.”

(Members of the Woodbury County Medical
Society will be hosts at a Dutch Lunch and
Smoker following this paper.)

WEDNESDAY, FEBRUARY 24

8:30 A.M. Sound Movie: “Oxygen Dosage and
Technics.”

9:00 A.M. Egbert H. Fell, M.D., Chicago. Illinois:

“Cardiac Arrest”—with striking color movies.

10:00 A.M. W. D. Paul, M.D., Iowa City, Associate

Professor of Medicine at S.U.I.: “Antibiotic

Therapy and Its Complications.”

11:00 A.M. Charles K. Kirby, M.D., Philadelphia,

Pennsylvania, Associate Professor of Sur-

gery, University of Pennsylvania: “Neo-

plasms of the Lower Esophagus and Sto-

mach, With Emphasis on the Management
of Gastric Ulcers.”

12:00 Noon. Medical and Surgical Luncheons, with
Round-Table Discussions.

1:30 P.M. John P. Wendland, M.D., Minneapolis,

Minnesota: “Diagnostic and Prognostic Sig-

nificance of Retinal Findings in Hyperten-
sion.”

2:30 P.M. Charles K. Kirby, M.D.: “Acute and
Chronic Pancreatitis.”

3:30 P.M. W. D. Paul, M.D.: “Arthritis.”

5:30 P.M. Social Hour—Assembly Room.
7:00 P.M. Banquet (Informal—Ladies Expected)

Address by Anton Hyden, M.D., Sioux Falls,

South Dakota, President of the Sioux Valley

Medical Association.

European Travelogue (1953) with three-di-

mensional colored pictures, by Omar Stauch,

M.D., Sioux City, Iowa.

THURSDAY, FEBRUARY 25

8:30 A.M. Sound Movie: “The Exfoliative Cyto-

logic Method in the Diagnosis of Gastric

Cancer.”

9:00 A.M. Charles D. May, M.D., Iowa City, Pro-

fessor of Pediatrics at S.U.I.: Clinic
—

“Cystic

Fibrosis of the Pancreas.”

10:00 A.M. Louis Brunsting, M.D., Rochester. Min-
nesota, Professor of Dermatology and Syphi-

lology at the University of Minnesota: “Sys-

temic Lupus Erythmotosis.”

11:00 A.M. J. H. Randall, M.D., Professor of Ob-
stetrics and Gynecology at S.U.I.: “Pelvic

Endometriosis.”

12:00 Noon. Luncheons: (1) Obstetrics, and (2)

Pediatrics—Dermatological, with Round-
Table Discussions.

1:30 P.M. Louis Brunsting, M.D.: “The Cancer-

ous Dermatosis.”

2:30 P.M. Charles D. May, M.D.: “The Cause
and Treatment of Obesity in Childhood.”

3:30 P.M. J. H. Randall, M.D.: “Complications of

Labor.”

MORBIDITY REPORT

Disease
Dec. Nov
1953 1953

. Dec.
1952

Most cases reported
from these counties:

Diphtheria 2 2 2 scattered
Scarlet Fever .

.

125 71 120 Union, Woodbury
Typhoid Fever . 1 1 0 Buena Vista
Smallpox 0 0 0

Dubuque, FranklinMeasles 461 284 373
Whooping Cough 111 111 22 Union
Chickenpox .... 414 307 704 Boone. Clinton, Des Moines,

Dubuque
Brucellosis 18 21 22 scattered
Meningitis Men . 3 1 3 scattered
Mumps 172 161 174 Boone, Cedar, Dubuque,

Story
Poliomyelitis . .

.

Rabies in

14 40 39 Webster, Ida, others scat-
tered; 4 paralytic, 4 non
parlytic, 6 unspecified

Animals
Infectious

7 10 7 scattered

Hepatitis 162 141 79 Webster
Tuberculosis . . . 32 67 42 For the State
Gonorrhea 63 55 38 For the State
Syphilis 133 151 57 For the State
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LINES FROM THE PRESIDENT

Happy New Year and sincere good wishes to all!

To members of newly organized Plymouth and
Shelby counties, a special greeting and a warm
welcome! We know that you will find a rich reward
in the service and good fellowship of your auxil-

iary.

Our membership is climbing, now. But all of us

will have to double our efforts if we are to reach

our goal
—“every doctor’s wife a member.” Auxil-

iary membership should parallel that of the State

Medical Society.

The A.M.A. is endeavoring to keep medical schools

free from government control through its Medical
Education Fund; the Auxiliary has been asked to

assist in fund raising and to date has contributed

$32,629.29. Does this not seem important to you?
Are you not proud to think that your dues have
helped to swell the fund—make this gift possible?

If every doctor’s wife were a member, we could

triple our contribution.

Dr. McCormick has said that there has been
“little change in the trend toward socialism.” And
you know that this is true if you have been read-

ing the A.M.A. Washington Letter and your news-
papers. Government control of medicine is only a

wish away from actuality. It can be imposed by
senate ratification of a treaty written by the Inter-

national Labor Organization or the Covenant on
Human Rights; or it can come about in a painless

way through the linking of the Veterans Adminis-
tration with medical education.

Too many college students, coached by a new
breed of professors, favor government supported
and controlled medical schools; too few realize the

meaning of “the American way.” The challenging

ideal of freedom to think, to work, to plan, to

dream a dream, to stumble and fall and to rise

again by one’s own efforts has been sidetracked
for the soft life of government-promised “security.”

Frightening ism’s have reached across the sea

into our schools, our government, our churches
and our press—ism’s which are twisting the mind,
the character and the soul of once free America.
In many schools, children are being conditioned for

socialism; they are being taught that, in preference
to freedom, a government controlled and owned
economy would be more efficient and better for

the majority.

And yet the American people have been pre-

sented with a gift of twenty extra years of life by
a profession free from the entangling tentacles of

government interference. Excitement is building

up with the certainty that polio is nearing a solu-

tion. And the never-ending fight against cancer

goes on, night and day, all over the world. The
story of medicine is a thrilling story! It is an inspir-

ing story of dedicated men and women fighting

against great odds, often giving their own lives in

the struggle against ignorance and disease.

Doctors give more, in their every day practice,

of financial contributions and personal service than

almost any other group of citizens. Let us learn

this story well and tell it enthusiastically when-
ever the opportunity presents itself.

Mrs. Edward B. Hoeven

MEMBERSHIP IN THE WOMAN'S AUXILIARY
TO THE A.M.A.

1952-53

1. California . . . . 5213 27. Iowa 825

2. Pennsylvania . 4565 28. Alabama 815

3. Texas 4472 29 Virginia 761

4. New York . . . . 4283 30. Arkansas .... 684

5. Ohio 4097 31. S. Carolina . . . 633

6. Indiana 2373 32. Mississippi . .

.

633

7. Illinois 2360 33. Nebraska .... 494

8. Michigan 2249 34. Dis. Columbia 447

9. Massachusetts 1994 35. Maryland .... 426

10. Minnesota . . .

.

1899 36. Arizona 424

11. New Jersey . . 1809 37. Rhode Island . 388

12. N. Carolina . . 1761 38. N. Hampshire 331

13. Missouri 1621 39. Maine 315

14. Wisconsin . . . . 1456 40. S. Dakota .... 304

15. Washington . . 1402 41. Utah 300

16. Florida 1356 42. Idaho 290

17. Georgia 1350 43. Montana 286

18. Oregon 1169 44. N. Dakota .... 245

19. Connecticut . . 1091 45. Delaware .... 229

20. Kansas 1072 46. N. Mexico .... 226

21. Louisiana . . . . 1062 47. Hawaii 224

22. W. Virginia . . 1034 48. Wyoming .... 158

23. Oklahoma . . . . 972 49. Vermont 134

24. Tennessee . . . . 960 50. Nevada 105

25. Colorado 932 51. Alaska 34

26. Kentucky . . . . 853

89
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IDEAS FROM OTHER STATES

(1) Become thoroughly familiar with the needs
of our medical schools and how the Fund works to

meet this need then disseminate this information
at every opportunity.

(2) Make yourself a committee of one to get

pledges to the AMEF, not forgetting to pledge
yourself.

(3) Encourage your Auxiliary to pledge a

worthy amount annually.

(4) Encourage your husband to enroll in this

campaign of education.

(5) Every dollar contributed goes to the school

designated since all expense of the campaign is

paid for by the Medical Association.

(6) Gifts are deductible from federal income tax.

(7) The Fund will be happy to receive memorial
gifts and is in a position to accept funds willed to

it from estates.—From “The Illinois Auxiliary

News,” Fall, 1953.

You can help raise funds by any of the means
suggested below or any other means that are popu-

lar in your Auxiliary.

1. A piggy bank collection at each auxiliary

meeting and/or one also at the medical society

meeting.

2. White elephant sale at auxiliary meeting.

3. Medical Education Fund corsage.

4. Rummage sale.

5. Fashion show.

6. Bridge party.

7. Supper party (each member bringing food
and charging $1.00 or $1.50 per plate).

8. Bake sale.

9. Dance.
10. Sew or make articles to sell at December

meeting for Christmas.

11. Contribution from treasury.

12. Adding $1.00 to your dues.

13. Gifts from individual members.
14. Designate the American Medical Education

Foundation as a special committee in your Auxil-
iary and have them chose their own means of

money raising.—From “The California Courier,”
Fall, 1953.

NOTES ON MEMBERSHIP CAMPAIGNING

1. Check with your Medical Society’s roster and
send an invitation, or call every eligible doctor’s

wife individually. Personal attention is a great help
and everyone likes and appreciates it.

2. Members-at-large are the potential for new
county Auxiliaries. Do not forget them. Make them
welcome if your county is already organized.

3. County dues should be paid to the State Treas-

urer between March 1 and 15. She will send state

dues to the National Treasurer between March 15

and 31. All 1952-1953 dues received between July 1,

1953, and June 30, 1954, are counted as current

dues and determine listed membership.
4. There are approximately 76,000 eligible doc-

tors’ wives who are not members of the Auxiliary.

Are you making the contacts which you should?

TWO NEW COUNTY AUXILIARIES ORGANIZED

At a dinner for the staff doctors and their wives
given by the Sisters of Sacred Heart Hospital,

Le Mars, on December 1, the Plymouth County
Auxiliary was organized. The officers are all from
Le Mars: Mrs. Frederick C. Bendixen, president;

Mrs. Roman J. Fisch, vice president; Mrs. Harry
L. Vander Stoep, secretary-treasurer.

Mrs. Lester R. Hegg, Rock Valley, President-

Elect of the State Auxiliary, was present and gave
a general picture of Auxiliary work in the state.

The Sisters of Sacred Heart Hospital are hopeful

that the new Auxiliary will be helpful as a hos-

pital auxiliary.

On December 8, 1953, after a very enjoyable

luncheon at the Hotel Saylor in Harlan, the tem-

porary chairman, Mrs. R. E. Donlin, proceeded with
the business of organization of a Woman’s Auxil-

iary to the Shelby County Medical Society. Five

charter members signed the membership roster.

They are Mesdames Jos. H. Spearing, R. E. Donlin,

Allen Ryan, Carl V. Bisgard and Laurence Larsen.

The following officers were duly installed by

Mrs. Charles H. Flynn, of Clarinda, state organiza-

tion chairman: President, Mrs. C. V. Bisgard, of

Harlan; Vice-president, Mrs. Edward Vosika, of

Shelby; and Secretary-Treasurer, Mrs. J. H. Spear-

ing, of Harlan.

Mrs. Edward B. Hoeven, state president, gave a

short but very pertinent talk on the overall work
of the state auxiliary and the correlation of coun-

ty auxiliary work. Mrs. Charles H. Flynn gave a

short talk on how the county auxiliary can assist

with organization work, and she also read a letter

to the group from Mrs. Dean King, program chair-

man. Mrs. Emil C. Petersen, district councilor, dis-

cussed the tentative plans for a district meeting to

be held in Harlan with the newly organized auxil-

iary as hostesses in the early spring.

The group of women present were most en-

thusiastic about their new auxiliary and are dis-

cussing projects for the coming year. Some of

them have already started helping with Today’s

Health by sending in gift subscriptions for Christ-

mas.



Vol. XLIV, No. 2 Journal of Iowa State Medical Society 91

POINTS ON PROGRAM PLANNING

If possible, print your programs for the year.

The suggestions from the National Program
Committee of Woman’s Auxiliary to the American
Medical Association are worth repeating and
cover the order to be pursued.

1. Promote friendliness and fellowship among
physician wives and families and the lay public.

2. Plan your programs on a yearly basis and
have them approved by your advisory council.

3. Use the Auxiliary Pledge of Loyalty at your
County meetings.

4. Consult your advisory council concerning the

most urgent health problems in your community;
adopt, adapt, and promote these health projects

most suited to the need of your area.

5. Do not use the insignia of other organizations.

6. Be careful in your selection of speakers and

be sure that they are not adverse to the principles

of the Auxiliary.

7. Obtain speakers trained in the field of the

health projects undertaken by your Auxiliary.

8. Maintain a county speakers’ bureau and offer

its services to other organizations, thus fostering

good will and promoting public education.

9. Plan some meeting relating to health and
health education.

10. Make your program short, interesting and
varied.

11. Plan a social hour, if possible. Acquaintance
makes better working relations.

12. Conduct a school of instruction (May Bul-

letin 1950) or maintain a committee of instruction

in order to inform all members as well as officer

personnel of the projects, duties, and responsibili-

ties of an Auxiliary member.
13. Know the association to which you are an

auxiliary and you will render better service. Do
the type and quality of work that will make your
medical societies recognize you.

14. Cooperate with your county and state medi-

cal society.

15. Read the National Auxiliary Bulletin, ex-

change auxiliary publications, the Auxiliary pages

in the A.M.A. Journal, State and County Medical
Journals, National and State News Letters.

16. Answer all correspondence promptly. Send
in your program outlines in time for them to be
included in State, Regional, and National Reports.

17. Keep a file of program material for your
successor.

18. Take advantage of the program material

available from the A.M.A. and the Auxiliary cen-

tral office.

If you feel your group is too small to rate a

speaker, it might surprise you what your members
can do in the way of a program if given a subject

to cover, for instance, the Twelve Point program
of the A.M.A. for the advancement of medicine and
health. (Copies available from the Bureau of

Health Education, 535 Dearborn St., Chicago 10,

Illinois.)

Daily newspapers on local, state and national

subjects can be source material or supply sugges-

tion ideas to incorporate in programs.

Source material may be obtained on many sub-

jects from the following;

Committee on Medical Motion Pictures, 535

N. Dearborn, Chicago 10, Illinois. Many interesting

subjects, including nurse recruitment.

The Washington News Letter, 1523 L. St., N.W.,

Washington 5, D. C.

Secretary’s Letter

Bulletin

Today’s Health

Miss Margaret Wolfe
535 N. Dearborn St.

Chicago 10, Illinois

Commission on Chronic Illness, 535 N. Dearborn
St., Chicago 10, 111.

The Shearon Medical Legislative Service, 9127

Jones Mill Road, Chevy Chase 15, Md.

All the State and National Committee Chairmen,
on their respective subjects.

A short talk in simple, well chosen words cover-

ing the important points of a subject will be re-

membered longer than a lengthy, learned address,

and leave time for a social hour.

MEDICAL EDUCATION FUND AWARDS
$29,095 TO COLLEGE

The National Fund for Medical Education award-
ed $29,095 to the SUI College of Medicine recently.

This fund is the result of the recognition of the

American Medical Association that provision of

voluntary aid is the only means of preventing med-
ical schools from becoming more and more de-

pendent upon government subsidy.

One of the outstanding features about this money
is that it provided a flexibility in its use. During
the present year we have been able to employ
eleven part time teaching fellows on this grant.

These are young people working for their Ph.D.

degrees. This fund makes it possible for them to

complete their training in the basic sciences where
there is a great need for trained personnel in medi-
cal schools. It was also possible to employ two
assistants and two instructors, thus strengthening

the teaching program.
Outside industrialists have been appointed by

the National Fund to raise money from industry.

While all groups of people are canvassed, the major
response outside of industry has been from the

medical profession. It is possible for any given

donor to designate the school to which he would
like to have his donation go.

The medical faculty at SUI is extremely grateful

to those who have donated to the National Fund
for Medical Education.—From “The Medical Bul-

letin of The State University of Iowa,” Fall, 1953.
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PHYSICALLY DISABLED IN HISTORY

ancient world

—

Extermination

Spartans and many other people of the ancient

world killed their physically imperfect citizens.

This was done because of superstition and the

pressing necessity of group survival. The physically

disabled person was a risk to the safety and eco-

nomic well-being of the group.

middle ages

—

Ridicule

Although the physically disabled were allowed to

live during the Middle Ages, they were objects of

ridicule and jesting. The court jesters of medieval

society were often the deformed and the mentally

weak.

RENAISSANCE Asylum

Awareness of the public problem that the physi-

cally disabled presented was recognized to the

extent of public provision of relief and public and
private maintenance of asylums. A physical de-

formity was often confused with mental illness.

18th century

—

Physical and Custodial Care

Earliest organized social interest in the welfare

of the disabled came in the 18th century in the

form of physical and custodial care. The first insti-

tution to devote its entire resources to the physical

care of the disabled was established in Orbe. Swit-

zerland, in 1780.

19th century

—

Education

Not until the 19th century was any effort made to

educate the physically handicapped. The first home
to offer both care and educational facilities of the

disabled was opened in Munich in 1820. After this

start, public and private schools for handicapped
children sprang up in Europe and the United

States.

20th century

—

Total Rehabilitation

The realization that care and education were
not enough, that society must prepare the disabled

to become self-supporting, resulted in establish-

ment of the State-Federal Vocational Rehabilita-

tion program in 1920. Since then, thousands of dis-

abled persons have become useful, productive citi-

zens of their communities. The latest step in the

treatment of the disabled has been the establish-

ment of rehabilitation centers for the severely dis-

abled.

(Reprinted from volume 1, number 1 of The Rehabilitation
Counselor, published by the Tennessee Vocational Rehabilita-
tion Division. Appeared in May issue of Performance. Bulle-
tin of The President's Committee on Employment of the Phys-
ically Handicapped.)

POLK

The 1954 officers of the Polk County Woman’s
Auxiliary, installed during December, are: Mrs.

Benjamin F. Kilgore, President; Mrs. Herbert C.

Merillat, President-Elect; Mrs. L. K. Shepherd,
Vice President; Mrs. Maurice H. Noun, Secretary;

and Mrs. Elmer A. Voisek, Treasurer.

PROFIT FORECAST FOR REHABILITATION
WORK

The 120,000-odd disabled men and women who
were restored to earning power during 1952 and
1953 will more than repay the funds expended in

their behalf within two and a half years, according

to Miss Mary E. Switzer, of the Department of

Health, Education and Welfare. The rehabilitation

program in which federal and state governments
have been cooperating cost $23,000,000 during that

period, but she expects that the beneficiaries will

pay in excess of $10,000,000 yearly in taxes on their

earnings.

The year 1953 was the third in succession during

which more than 60,000 persons were made self-

supporting. The precise figure was 61,308. Approxi-
mately one-fifth of those had been on relief rolls,

at an annual cost of $8,000,000. The training or re-

training of that group is estimated to have cost

$6,300,000.

SPEAKERS' BUREAU SCHEDULES
RADIO

WSUI—IOWA CITY

Tuesday at 11: 45 a.m.

“The Story of Surgery”

February 2 Surgery and Cancer

February 9 Plastic Surgery

February 16 Surgery in Old Age

February 23 Surgery of the Thyroid Gland

WOI—AMES

Thursday at 11: 15 a.m.

“Main Street Medicine”

February 4 School Health

February 11 Four Year Medical School

February 18 Rural Doctor Supply

February 25 Healthful Living

TELEVISION

WOI-TV—AMES

Friday at 8: 00 p.m.

February 5 Children’s Dentistry

February 12 Adolescence

February 19 Dental Program

February 26 Pediatrics



COUNTY SOCIETIES

MEETINGS

Boone

The 1954 officers of the Boone County Medical

Society, elected January 4, are: Dr. F. N. Johnson,

of Boone, president; Dr. T. E. Kane, of Boone, vice

president; and Dr. Ralph L. Wicks, of Boone, secre-

tary-treasurer.

Calhoun

At the November meeting of the Calhoun County
Medical Society, Dr. C. E. Knouf, of Lake City, was
named president for 1954; Dr. D. C. Carver, of

Rockwell City, vice president; and Dr. Ashton Mc-
Crary, of Lake City, secretary-treasurer. Dr. Paul

Ferguson, of Lake City, will be delegate to the

State Society’s meeting, and Dr. W. C. Kennedy,
of Somers, will be alternate.

Cerro Gordo

Dr. James W. Lannon, of Mason City, was elected

president of the Cerro Gordo County Medical So-

ciety for 1954. Dr. Dean W. Clapsaddle, of Clear

Lake, was chosen vice president; Dr. Lawrence C.

Orton, of Mason City, treasurer; Dr. Robert C.

Brown, of Mason City, secretary; Drs. Jay E. Houl-

ahan and H. G. Marinos, both of Mason City, dele-

gates to the State Society; and Dr. T. E. Davidson,

of Mason City, alternate delegate.

Dallas-Guthrie

Dr. C. A. Nicol, of Panora, was elected president

of the Dallas-Guthrie Medical Society on Decem-
ber 5. Dr. W. V. Thornburg, of Guthrie Center,

and Dr. A. B. Cloud, of Guthrie Center, are to be
vice president and secretary-treasurer, respective-

ly.

Davis

Dr. S. R. Jaskunas, was chosen president of the

Davis County Medical Society at the annual meet-
ing held on December 28. Other officers for 1954

include Dr. J. R. Scheibe, vice president; and Dr.

W. D. Haufe, secretary-treasurer. Dr. Paul T.

Meyers and Dr. Richard Schoonover were named
delegates to the State Society’s annual meeting. All

live in Bloomfield.

Moines County Medical Society were installed.

They are: Dr. Robert Moerke, president; Dr. G. D.

Jenkins, vice president; Dr. Robert Rowley, secre-

tary; and Dr. Donal Peterson, treasurer. Two
Waterloo physicians, Dr. Fred Loomis and Dr.

Mark Kuhn, discussed changes in the Blue Cross

and Blue Shield insurance plans at the meeting.

Dubuque

Dr. J. E. Bacon has been elected president of

the Dubuque County Medical Society, it was an-

nounced December 10. Other officers for 1954 are

Dr. Anthony C. Pfohl, first vice president; Dr.

Charles C. Griffin, of Dyersville, second vice presi-

dent; Dr. Clarke W. Stevens, treasurer; and Dr.

Joseph J. Straub, secretary. Delegates to the an-

nual meeting of the State Society are to be Dr.

D. C. Conzett, Dr. Donovan S. Ward and Dr. Rob-
ert J. McNamara, all of Dubuque, and the alter-

nates are to be Dr. M. S. Lagen, Dr. L. F. Steffens

and Dr. Paul J. Laube.

Jefferson

Dr. John W. Castell was elected president of

the Jefferson County Medical Association at a

meeting held on December 10. Dr. K. G. Cook was
named vice president, and Dr. F. H. McClurg was
re-elected secretary-treasurer. The delegates to

the State Society’s spring meeting will be Dr. Roy
A. McGuire and Dr. L. D. James.

Johnson

The staff of the Iowa City Veterans Hospital

entertained the Johnson County Medical Society

at dinner on January 6 and provided a scientific

program on the topic “Clinical Management of

Certain Pulmonary Diseases.”

Lyon

The new officers of the Lyon County Medical So-

ciety, elected on December 29, are: Dr. H. H. Gess-
ford, of George, president; Dr. S. H. Cook, of Rock
Rapids, secretary-treasurer.

Marshall

93

Des Moines

On January 12, the 1954 officers of the Des
Dr. G. E. Mountain, of Des Moines, talked on

“Management of Coronary Thrombosis” at the Jan-
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uary 5 meeting of the Marshall County Medical

Society.

Muscatine

The 1954 officers of the Muscatine County Medi-

cal Society are to be Dr. W. W. Daut, president;

Dr. G. A. Sywassink, vice president; and Dr. T. M.
Miller, secretary-treasurer. All of them practice in

Muscatine.

Pocahontas

New officers of the Pocahontas County Medical

Society are Dr. J. M. Rhodes, of Pocahontas, presi-

dent; Dr. E. O. Loxterkamp, of Rolfe, vice presi-

dent; and Dr. Charles Jones, of Gilmore City, sec-

retary-treasurer.

Polk

The staff of Iowa Lutheran Hospital were hosts

to the members of the Polk County Medical So-

ciety at dinner on December 16, and, afterwards,

provided a modified clinico-pathologic conference

as the scientific portion of the meeting.

Sac

At the December 10 meeting of the Sac County
Medical Society, Dr. L. J. O'Brien, of Fort Dodge,
spoke on “Fractures About the Ankle Joint.” Dr.

J. H. Stalford, of Sac City, was elected president of

the society for 1954; and Dr. John Hubick, of

Odebolt, was elected secretary.

Tama

Dr. R. E. Dunn, of Dysart, Dr. G. M. Dalbey, of

Traer, and Dr. A. J. Havlik, of Tama, were elected

president, vice president and secretary-treasurer,

respectively, at the December 29 meeting of the

Tama County Society, in Toledo.

Taylor

Dr. W. H. Cash, of Lenox, was elected president

of the Taylor County Medical Society, Dr. R. W.
Boulden, of Lenox, was elected vice president, and
Dr. G. W. Rimel, of Bedford, secretary-treasurer,

at a meeting held December 21.

Wapello

Members of the Wapello County Medical So-

ciety and their guests heard Dr. Everett D. Sugar-
baker, of Jefferson City and Columbia, Missouri,

speak on “New Advances in Surgical Management
of Cancer of the Breast,” at a meeting held in the

tumor-clinic room of the Ottumwa Hospital, Jan-

uary 5. Doctors from Albia, Bloomfield, Center-
ville, Oskaloosa, Hedrick, Fairfield, Leon, Chari-

ton, Farmington and Sigourney were among the

75 present.

Washington

Dr. C. A. Boice, of Washington, was elected pres-

ident of the Washington County Medical Society

at a meeting held on December 17, Dr. D. G.

Sattler, of Kalona, was elected vice president, and
Dr. W. S. Kyle, of Washington, secretary-treasurer.

Webster

Dr. Frank S. Larsen was re-elected president of

the Webster County Medical Society for 1954. Dr.

Paul L. Stitt and Dr. John R. Kersten were elected

vice president and secretary; delegates to the State

Society’s annual meeting are to be Drs. Charles J.

Baker and Hoyt H. Allen with Dr. H. H. Kersten
as alternate.

Woodbury

Dr. Peirce D. Knott is the 1954 president of the

Woodbury County Medical Society. The officers

chosen for the new year on December 10 are: Dr.

Philip L. Bettler, president-elect; Dr. John W.
Bushnell, vice president; and Dr. Verne R. Hei-

mann, secretary.

DEATHS

• Dr. Edward Bideaux Rhomberg, 50, a Guttenberg
physician for 20 years, died on December 18 at

Mercy Hospital, in Dubuque. He had apparently

recovered from a heart attack a week earlier.

Dr. Judson William Myers, 64, physician at Post-

ville for the past 20 years, died at his home there

on December 16, of coronary occlusion. He was a

member of the Allamakee County and Iowa State

Medical Societies.

Dr. Emund David Russell, 93, who practiced

medicine at Fort Dodge and at Clai’e for many
years, died on December 27 at Milwaukee, Wis-

consin. Dr. Russell and his wife have made their

home there since 1944.

Dr. G. Hubert Artis, who practiced medicine for

many years in Cedar Rapids, died on December
13 at his home in Los Angeles, California. He was
a member of the Iowa State Medical Society from
1930 through 1948.
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Distal Colon Stasis

COMPARATIVE RESPONSE TO COMMON METHODS OF THERAPY

IN 24 CASES OF DISTAL COLON STASIS
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Control

No Therapy Metamucil Enemas Antispasmodics Mineral Oil

Management of

Distal Colon Stasis with Metamucif

The “irritable colon” resulting in distal

colon stasis is a hard-to-manage by-product

of many abdominal or stress conditions.

Roentgen evaluation of the commonly used

methods to combat colonic stasis has shown

the value of Metamucil because of its lack of

irritation and its high degree of effectiveness*

in this most prevalent type of stasis.

Metamucil is the highly refined mucilloid

of Plantago ovata (50%), a seed of the psyl-

lium group, combined with dextrose (50%)

as a dispersing agent. It produces smooth

fecal bulk necessary to incite the normal per-

istaltic reflexes, without causing irritation,

straining, impaction or interference with the

digestion or absorption of vitamins.

The average adult dose is one teaspoonful

of Metamucil powder in a glass of cool water,

milk or juice, followed by an additional glass

of fluid if indicated. This amount of fluid is

essential for the production of “smoothage.”

It is supplied in containers of 4, 8 and 16

ounces. Metamucil is accepted by the Coun-

cil on Pharmacy and Chemistry of the Amer-

ican Medical Association.

SEARLE Research in the Service ofMedicine

*Barowsky, H. : A Roentgenographic Evaluation of

the Common Measures Employed in the Treatment

of Colonic Stasis. Rev. Gastroenterol. 79:154

(Feb.) 1952.
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Cook County Graduate School of Medicine

Postgraduate Courses

SURGERY—Intensive Course in Surgical Technic,
Two Weeks, starting February 22, March 8,

April 5
Surgical Technic, Surgical Anatomy & Clinical Sur-

gery, Four Weeks, starting March 8
Surgical Anatomy & Clinical Surgery, Two Weeks,

starting March 22
Surgery of Colon & Rectum, One Week, starting
March 1

Fractures & Traumatic Surgery, Two Weeks, start-
ing March 1

Gallbladder Surgery, Ten Hours, starting April 12
Basic Principles in General Surgery, Two Weeks,

starting March 29

GYNECOLOGY—-Gynecology Course, Two Weeks,
starting March 15

Vaginal Approach to Pelvic Surgery, One Week,
starting March 1

OBSTETRICS—Obstetrics Course, Two Weeks, start-
ing March 1

Combined Course in Gynecology & Obstetrics, Three
Weeks, starting April 19

MEDICINE—Two-week Intensive Course starting May
3

Electrocardiography & Heart Disease, Two Weeks,
starting March 15

PEDIATRICS—Congenital & Rheumatic Heart Disease
in Infants & Children, One Week, starting April
19 and April 26

UROLOGY—Intensive Course, Two Weeks, starting
April 19

Ten-Day practical course in Cystoscopy every two
weeks

Teaching Faculty—Attending Staff, Cook Co. Hospital

Address: Registrar, 707 South Wood St., Chicago 12, 111.

POSTGRADUATE COURSES
in

OPHTHALMOLOGY & OTOLARYNGOLOGY
April 5, 6,7, 8 & 9, 1954

Guest Instructors:

FRANCIS HEED ADLER. M.D., University of Penn-
sylvania.

FRANZ ALTMANN, M.D., Columbia University.
LEONARD CHRISTENSEN, M.D., University of Ore-

gon.
JEROME A. HILGER. M.D., University of Minnesota.
WILLIAM F. HUGHES, JR., M.D., University of

Illinois.

LE ROY A. SCHALL, M.D., Harvard Medical School.

ANESTHESIOLOGY
April 12, 13 & 14, 1954

Guest Instructors:

VINCENT J. COLLINS, M.D., St. Vincent's Hospital,
New York City.

STUART C. CULLEN, M.D., State University of Iowa.
EDWIN J. DE BEER, Ph D., Wellcome Research Lab-

oratories, Tuckahoe, N. Y.
M. DIGBY LEIGH, M.D., Vancouver General Hos-

pital.

JOHN S. LUNDY, M.D., University of Minnesota
Graduate School.

O. SIDNEY ORTH, M.D., University of Wisconsin.
MAX S. SADOVE, M.D., University of Illinois.
SCOTT M. SMITH, M.D., Utah University.
ELWYN L. CADY, JR., LL.B., University of Kansas

City School of Law.

For program announcement and information, write:

Extension Program in Medicine

UNIVERSITy OF KANSAS SCHOOL OF MEDICINE
Kansas City 12, Kansas

The Month in Washington

Although the budget, defense and farm policy

are monopolizing Washington headlines, Congress

is paying more than casual attention to the health

and social security fields. In these, as in other

legislative areas, it has for its guidance a specific

program, laid down by President Eisenhower in

his various messages during the first few weeks
of the session. The question now is whether this

closely-divided Congress will have the time and/
or the inclination to follow through on everything

the Administration wants.

Before Congress settled down to its task, the

President met with a group of American Medical

Association leaders, who discussed with him the

Association’s position on several important pieces

of legislation. Present at the White House meet-

ing, in addition to Mr. Eisenhower and Sherman
Adams, Assistant to the President, were A.M.A.
President Edward J. McCormick, Trustees’ Chair-

man Dwight H. Murray, President-Elect Walter B.

Martin, and Washington Office Director Frank E.

Wilson.

Congress got into the health and welfare field

with no waste of time. Within five days after

Congress reconvened the House Interstate and
Foreign Commerce Committee, under the chair-

manship of Rep. Charles Wolverton (R., N.J.),

began an exhaustive series of hearings on volun-

tary health insurance, further evidence that the

administration is determined to get some action

in this direction.

Chairman Wolverton as long as four years ago
was interested in legislation to help pre-paid in-

surance programs extend their coverage and
increase their benefits. In 1950 he incorporated his

ideas in a bill, but it was not acted upon by the

committee and was not revived until this year.

Now the atmosphere is much more favorable for

Mr. Wolverton’s proposal. Not only is he chairman
of the committee and his party in control of

Congress, but his ideas have strong support from
the Administration.

Basically the Wolverton idea is an FDIC for

voluntary health insurance. In about the same
way the Federal Deposit Insurance Corporation

insures bank deposits up to a certain limit, the

Wolverton program would insure (or re-insure)

various types of hospital, surgical, and medical
insurance programs. The proposal is for the fed-

eral government to set up a national health insur-

ance underwriting corporation. To keep the cor-

poration going, the member plans would con-

tribute a certain percentage of their gross receipts,

possibly 2 per cent.

With the national corporation underwriting
unusual risks, the individual programs could offer
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One Wing

We invite your inquiry

Specialists in the

Treatment of Alcoholic Addiction

Treatment of the “problem drinker” is more than a

sobering-up process; it is a rehabilitative procedure which

must be tailored to the needs of the individual.

Years of intensive research and specialized clinical experi-

ence enable us to follow through in all phases of modern

restorative treatment—gradual withdrawal, physical

rehabilitation, re-orientation and re-education.

You may refer female as well as male patients

—we are also equipped to care for narcotic

or barbiturate addiction. Moderate rates;

treatment period sometimes shortened

to just two weeks.

Registered by the American Medical Assn.

Member of the American Hospital Assn.

SAINT BERNARD’S HOSPITAL
Council Bluffs, Iowa

Established 1887 Capacity 200 beds

Under the Supervision of the Sisters of Mercy

An Institution for the Study and Treatment

of Nervous and Mental Disorders.

Conditioned Reflex and Antabuse Therapy

for Alcoholism

Affiliated With Creighton University

WILLIAM E. ASH, M.D., Medical Director

JAMES D. MAHONEY, M.D., Associate Director RICHARD B. LEANDER, M.D.
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00
30-105—Blood Grouping Serum (Set Anti-A and Anti-B),

5 cc. of each Set 4.50
35-605—Anti-A, B (Group O) Blood Grouping Serum,

5 cc Each 2.50

32-102—Anti-RIIo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 2 cc Each 3.25

32-105—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100—Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City, Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

SECLUSION MATERNITY

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

FAIRMOUNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

catastrophic or “complete” coverage. By scaling

individual premiums to the family income, the

member plans also could offer protection to fam-

ilies with very low incomes. The national corpora-

tion would pay possibly two-thirds of each sub-

scriber’s claim in excess of, say, $500 or $1,000 in

any one year.

Another piece of legislation, receiving favorable

attention, also would help families with their

medical expenses—a proposed liberalization of

income tax deductions allowed for medical ex-

penses. Under present law, only that part of med-
ical expense exceeding 5 per cent of taxable in-

come may be deducted. The pending legislation

would drop this to probably 3 per cent, and raise

or eliminate the maximum limit. In past years

scores of bills pointed in this direction have been

introduced. If this is incorporated in the general

tax overhaul legislation, it is believed to have a

good chance of enactment.

Secretary Hobby’s Department of Health, Edu-

cation and Welfare is firmly behind a proposal to

have the federal government show more leader-

ship in vocational rehabilitation of the handi-

capped. At this writing it is too early for any good

indication as to whether physicians will be

brought under social security. The administra-

tion’s bill would blanket in most self-employed

groups, including dentists, attorneys, architects

and farmers, in addition to physicians. Rep. Carl

Curtis (R., Neb.), chairman of the subcommittee

which investigated social security, apparently

feels the same way. However, a substantial num-
ber of the members of the House Ways and Means
Committee, which must pass on the bill, are

known to feel that compulsion should not be used

on groups that do not want Old Age and Sur-

vivors Insurance.

From all indications available during the first

few weeks of Congress, a showdown fight may be

unavoidable on medical care for military depend-

ents. Defense Department, with support from the

President, wants dependent care extended and

made uniform among the three services, with mil-

itary physicians carrying as much of the respon-

sibility as they can. Under the Defense Depart-

ment plan, dependents who could not be taken

care of at military installations would be allowed

to obtain their care from private sources, with

the government paying almost all of the cost.

The American Medical Association agrees with

the Defense Department that all dependents

should receive medical benefits as nearly uniform

as possible. However, AMA contends that wher-

ever possible dependents should use private phy-

sicians and private hospitals, and that the military

personnel and facilities should be employed only

where civilian facilities are inadequate.
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Clip and mail coupon

NOW, the first new reception room
device in a quarter-century, makes the

week's significant news available to your

patients in digest form!

This 38 by 25 inch display-type pub-

lication uses six and seven colors to

present attractively on-the-spot news
photos and unbiased reporting!

Special Editions—alone worth the en-

tire subscription price—are a once-a-

month feature of patient-pleasing, atten-

tion-getting NOW!

PLEASE SEND ME MY FREE

SAMPLE COPY OF NOW . .

Name.

Street.

City. State .

News Map of the Week, 1441 Cleveland Ave., Chicago 10, III.

ACCIDENT, HOSPITAL AND SICKNESS INSURANCE
For Physicians , Surgeons , Dentists Exclusively

ALL

^ PREMIUMS
COME FROM

$5,000 accidental death Quarterly $8.00
$25 weekly indemnity, accident and sickness

$15,000 accidental death Quarterly $24.00
$75 weekly indemnity, accident and sickness

$10,000 accidental death Quarterly $16.00
$50 weekly indemnity, accident and sickness

$20,000 accidental death Quarterly $32.00
$100 weekly indemnity, accident and sickness

Cost Has Never Exceeded Amounts Shown

HOSPITAL BENEFITS
Single Double Triple Quadruple

60 days in Hospital 10.00 per day 15.00 per day 20.00 per day
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 20.00 per day
Laboratory Fees in Hospital 5.00 10.00 15.00 20.00
Operating Room in Hospital 10.00 20.00 30.00 40.00
Anesthetic in Hospital 10.00 20.00 30.00 40.00
X-Ray in Hospital 10.00 20.00 30.00 40.00
Medicines in Hospital 10.00 20.00 30.00 40.00
Ambulance to or from Hospital .... 10.00 20.00 30.00 40.00

COSTS (Quarterly)

Adult 2.50 5.00 7.50 10.00
Child to age 19 1.50 3.00 4.50 6.00
Child over age 19 2.50 5.00 7.50 10.00

$400000000 PHYSICIANS CASUALTY ASSOCIATION $1950000000
invested assets PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS

51 years under the same management

400 First National Bank Building Omaha 2, Nebraska

$200,000 .00 deposited with State of Nebraska for protection of our members



xxn Journal of Iowa State Medical Society February, 1954

St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients
Shock Therapy Hydrotherapy

Occupational Therapy

COMPETENT STAFF

BRUN BRACE CO • ORTHOPEDIC APPLIANCES-MADE TO ORDER
SURGICAL CORSETS & GIRDLES SACRO-LUMBAR SUPPORTS
HERNIA SUPPORTS POSTOPERATIVE GARMENTS ELASTIC HOSIERY

-SPINAL BRACES OUR SPECIALTY-
1530 West Jefferson, Des Moines, la. i Charles A. Larimer—Mgr.

PERSONALS

Dr. A. M. Hess has left his practice at West Union
to undertake a residency in surgery at Des Moines.

The Sac County Medical Society and their wives
honored Dr. Lawrence D. Amick, of Sac City, and
Dr. James McAllister, of Odebolt, at a farewell din-

ner on December 28. Dr. Amick was about to leave
for Rochester, Minnesota, where he has been
granted a fellowship in physiatry, and Dr. McAl-
lister had sold his practice preparatory to moving
to Medford, Oregon.

Dr. Thomas G. Wellman has been made chief

medical officer of the Veterans Administration
Domiciliary Center at Clinton, replacing Dr. Gerald
P. Lawrence, who, after four years’ service at the
Clinton facility, has been transferred to the Vet-
erans Hospital at Miles City. Montana. Dr. Law-
rence comes from the Domiciliary center at Wood,
Wisconsin.

Medical Associates, of Dubuque, have announced
the affiliation of Dr. David A. Howell, a specialist

in the internal medicine.

On December 22, Dr. A. J. Schroeder terminated
his practice in Marshalltown to take a residency in

surgery at the Veterans Hospital in Iowa City. He
expects to remain with the VA for at least the next
four years, but eventually to return to Marshall-
town, where he has been for 18 years.

Dr. Walter D. Abbott, of Des Moines, Dr. George
Perret, of Iowa City, and Dr. Stanton Goldstein,

of Davenport, have been chosen president, presi-

dent-elect and secretary, respectively, of the newly
formed Iowa Neurological Surgeons group.

Dr. Charles F. Oberman, former superintendent

of the Cherokee State Hospital, has entered into

the practice of psychiatry with Dr. Moorman P.

Prosser at Oklahoma City, Oklahoma.

Dr. Herbert B. Allen, of New York City, has

been appointed to the newly created post of medi-

cal director of the Maytag Company, at Newton.
His duties will consist of treating occupational in-

juries and illnesses, and first-aid treatment of non-

occupational injuries and illness.

In an automobile accident near Casey, that was
fatal to the Adel real estate broker who was riding

with him, Dr. A. J. Mullmann, of Perry, was seri-

ously injured on December 24.

After a two-year tour of duty which included 12

months’ service in Korea and five months’ at an
army unit hospital in Japan, Dr. J. L. Wiedemeier
has announced his intention of resuming his prac-

tice in Sioux City.

Dr. Glen Knosp has joined Dr. Frank A. Wilke
at the Perry Clinic. Dr. Knosp is a graduate of the

University of Nebraska College of Medicine.
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THE RETREAT HOSPITAL
Des Moines, Iowa

Established 1905 Cottage Plan

A hospital for the study
,
care and treatment of

mental, emotional, personality and habit disorders

Facilities available for Acute Psychiatric Conditions
Geriatrics and Alcoholism

HERBERT C. MERILLAT, M.D., Medical Director

S. U. WYKOFF, M.D., Associate Psychiatrist

MARTIN J. KRAKAUER, Psychologist

SYDNEY L. MACMULLEN, Administrator

PAUL T. CASH, M.D., Psychiatrist

SIDNEY L. SANDS, M.D., Psychiatrist

HOWARD V. TURNER, M.D., Psychiatrist

HERBERT W. VETTER, Asst Administrator

2801 Woodland Ave. Phone 5-2121

and ben&n

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE TELEPHONE VICTOR 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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MEDICAI>PROTEGTrVE
CjDMPAsNSF

E.ortWayne;ImpIANAs

PROFESSIONAL PROTECTION
EXCLUSIVELY
SINCE 1899

DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

THE NORBURY
SANATORIUM
Established 1901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician
HENRY A. DOLLEAR, M.D., Physician

Operating

Maplecrest—

-

Restful, congenial homelike surroundings
are combined with the most modern diagnos-
tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

Dr. Joseph F. Dcnahoe has returned to his associ-

ation with Drs. L. J. O’Brien and N. A. Schacht at

Fort Dodge, following a two-year tour of duty with
the army medical corps. Since November, 1952, Dr.

Donahoe has been medical examining officer at

the induction center at Des Moines.

To undertake a four-year residency in pathology
at Iowa Methodist Hospital, Dr. Walter D. Ander-
son has given up his private practice in Des Moines.
He intends to continue as Polk County coroner.

Dr. Walter L. Bierring, of Des Moines, has been
selected to receive a mastership in the American
College of Physicians at a meeting to be held in

Chicago on April 7. The title is usually awarded
to former presidents of the ACP, but Dr. Bierring,

a former vice president and regent of the college,

is to be given it “as a recognition of personal char-

acter, positions of honor and influence, eminence
in practice, contributions to organized medicine
and other attainments in science and the art of

medicine.”

Fifty doctors, some of them from distant parts

of Iowa, attended a dinner at the Des Moines Club
on January 7 in honor of Dr. Ransom D. Bernard,

who had retired a week before from the general

managership of the Iowa State Medical Society.

Dr. Fred Sternagel, of West Des Moines, was toast-

master, and Dr. Martin Olsen, of Des Moines, Dr.

Ben Whitaker, of Boone, and Dr. R. N. Larimer,

of Sioux City, were the speakers.

MEDICAL INTEREST BILLS BEFORE CONGRESS

In addition to the administration-sponsored bill

to provide federal support for voluntary health-

insurance plans, which is discussed in “The Month
in Washington,” in this issue of the Journal, a

number of bills held over from last session or yet

to be introduced into Congress are of considerable

interest to doctors of medicine.

Social Security Extension (H.R.6812
,
H.R.6846)

Congress will consider the administration’s pro-

posal for extending Old Age and Survivors Insur-

ance to more than 10 million additional people, in-

cluding physicians and others of the self-employed.

The A.M.A. is opposed to compulsory coverage of

physicians under OASI, contending that physicians

could not expect to benefit from the plan, since

very few of them retire at age 65.

Tax Deferments for Annuities (H.R.10 and 11

)

Instead, the A.M.A. has expressed its preference

for legislation now pending before the House Ways
and Means Committee under which the self-em-

ployed, including physicians, would be permitted
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‘.‘..when the

patient is in

acute distress

from

waterlogging..”

“Meralluride sodium solution

(mercuhydrin) in 1 to 2 cc. doses

intramuscularly has been very

effective and is not painful.”* In acute

congestive failure, mercuhydrin
characteristically curbs tissue

inundation and relieves dyspnea,

orthopnea and cardiac asthma.

Ampuls of 1 cc., 2 cc., and 10 cc. vials.

*Stead, E. A., Jr., in Cecil, R. L., and
Loeb, R. E: Textbook of Medicine, ed. 8,

Philadelphia, W. B. Saunders Co.,

1951, p. 1065.
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CONSULTANT
for

Professional

Buildings

W. E. COLLINS
Medical Arts Building

3200 University Avenue

Des Moines 11, Iowa

Phone 7-4431

deferment of income-tax payments on a limited

portion of their earnings paid into restricted an-

nuity plans. These proposals, known as the Jen-
kins-Keogh Bills, will be taken up when revisions

of the income-tax law are considered.

Deductions for Medical Expenses (H.R.3911

and others

)

Nearly a score of bills before the House Ways
and Means Committee propose changing the in-

come-tax law to permit larger deductions for medi-
cal expenses. At present, deductions of expenses
are permitted only to the amount that they exceed
five per cent of taxable income, and there are spe-

cific dollar limits—$1,250 for each taxpayer, a like

amount for each dependent, and a combined limit

of $5,000. The Association approves the permitting

of larger deductions on the grounds that they
would afford individual relief in cases of extremely
high medical expenses and would also be an in-

centive for the purchase of voluntary health in-

surance.

Medical Care of Military Dependents

(H.R.173, S.1495)

The Moulton Commission has recommended ex-

tension of medical care by physicians in uniform
and at military hospitals to all military dependents.

When necessary, the recommendation says that

care should be purchased by the government from
private physicians and hospitals, but servicemen
should be charged no more than the token fees

that would be necessary to prevent abuses. The all-

military Womble Committee subsequently reported

that a deterioration of career service could be
halted only by such things as higher military pay
and more medical and dental care for dependents.

Several bills on the subject, and on Emergency
Maternity and Infant Care (EMIC) for service-

men’s families, are pending in Congress. Presum-
ably little will be done on these measures until

Congress has had a look at the new Defense De-
partment bill.

Veterans’ Medical Care (H.R.6015 and others)

Without waiting for Congress to act, the Vet-

erans Administration last fall amended its forms to

require additional financial data from veterans

seeking hospitalization for non-service disabilities

who state they can’t afford private care. With or

without congressional action in this field, new pres-

sure may develop for broadening medical care via

the presumption-of-service-connection route. More
than a dozen bills before the House Veterans Af-

fairs Committee would set up presumption of serv-

ice-connection for certain diseases. Those were
enumerated in the January Journal.

The stand taken by organized medicine on this

subject is as follows: (1) The VA should provide

the best possible medical care for actual service-

connected cases; (2) Until local and state facilities

are adequate, long-term tuberculosis and psychi-

atric and neurological disorders, whether or not
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North Shore Health Resort
on the shores of Lake Michigan

WINNETKA, ILLINOIS

NERVOUS and MENTAL DISORDERS

ALCOHOLISM and DRUG ADDICTION

Modern Methods of Treatment

MODERATE RATES
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Excellent educational, physical and occupa-
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James A. Alston, M.D.
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service-connected, should be hospitalized by VA
when the veteran is unable to pay; and (3) All

other non-service-connected cases are the responsi-

bility of the veteran, his family, or his community.
The A.M.A. generally has opposed bills unrealisti-

cally liberalizing presumption of service-connec-

tion.

Bricker Resolution (S.J.Res. 1 and others)

Almost certain to be taken up in this session is

Senator Bricker’s resolution providing for a con-
stitutional amendment that would limit the treaty-

making powers of the President. The bill, spon-
sored by 64 senators and endorsed by the A M.A.,

would prevent international agreements on such
subjects as socialized medicine from becoming do-
mestic law without the approval of both houses of

Congress. The proposal is opposed by the adminis-
tration.

Benefits for the Disabled (S.2260, H.R.9 and others)

Before the Senate Finance and House Ways and
Means Committees are a number of bills that

would provide primary Old Age and Survivors In-

surance payments to workers found to be totally

and permanently disabled, and one that would pro-
vide full benefits on reaching age 65 to persons
who were permanently disabled prior to their be-
coming eligible for them. The Association has ac-

tively opposed all measures so far presented on
these two subjects, pointing out that (1) they

place too much authority on the federal govern-

ment; (2) they needlessly subject the examining
physician to criticisms and pressures; (3) they

provide for compulsion; and (4) they constitute a

further interference with the practice of medicine.

Transfer of Indian Hospitals to USPHS
(H.R.303 and others)

The bill transferring administration of health

services for U.S. Indians and operations of their

hospitals from the Interior Department to the U.S.

Public Health Service had reached the House con-

sent calendar when Congress adjourned for Christ-

mas. The A.M.A. favors the transfer as a means of

improving facilities and medical care for bene-

ficiaries.

ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of January 10, 1954

Ackerman, J. H., Clarksville

(Atlanta, Georgia) Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Bartholomew, R. D., Lake City
(Walnut Creek, Calif.) Lt. (j.g.), U.S.N.R.

Benton, J. S., Des Moines 1st. Lt., A.U.S.
Bogle, W. C., Marion

(Great Lakes, 111.) Lt., U.S.N.R.
Braatelien, N. T., Des Moines
(Rock Island, 111.) 1st Lt., U.S.A.F.
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Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Buzan, E. F., Des Moines
(Yuma, Arizona)

Christensen, J. R., Eagle Grove
(Palo Alto, California) Lt. A.U.S.

Cline, H. L., Iowa City
(Denver, Colorado) A.U.S.

Couchman, P. G., Des Moines
(Ft. Riley, Kansas) 1st Lt., U.S.A.F.

Daut, R. V., Davenport
(Westover Field, Massachusetts) Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City
(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(DeRidder, Louisiana) Capt., A.U.S.

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, John E., Shenandoah
(MacDill A.F.B., Tampa, Florida) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Randolph A.F.B., Texas) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck
Hickman, D. M., Indianola

(Alexandria, Louisiana) 1st Lt., U.S.A.F.
Isham, R. B., Osage U.S.N.R.
Iwen, G. W., Iowa City
Jenkins, H. F., Ogden

(Randolph A.F.B., Texas) U.S.A.F.
Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.
Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Raleigh, North Carolina) 1st Lt., U.S.A.F.

Kruse, R. H., Conrad
(Pearl Harbor, T. H.) Lt., U.S.N.R.

Kuehn. W. G., Clarinda
(A.P.O. San Francisco, Calif.) Lt., U.S.N.R.

Kuehnle, G. R., Dubuque
(Baton Rouge, La.)

Kurth, R. J., Waterloo
(Minneapolis, Minn.) Capt., U.S.A.F.

Larson, Erling, Jr., Des Moines
(Indianapolis, Indiana) Lt., U.S.N.R.

Lawler, Matthew P., Des Moines
(Corona, California) U.S.N.

Leiter, E. R. K.. Des Moines
(Bangor, Me.) Capt., U.S.A.F.

McMahon, A. E., Jr., Des Moines
(Omaha, Nebraska) U.S.N.R.

Martins, J. K„ Waterloo
(Bayonne, N. ,T.) Lt., U.S.N.R.

Maxwell, J. R„ Iowa City
(Camp Stoneman, California) 1st. Lt., A.U.S.

Middleton. W. H., Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(Topeka, Kan.) 1st Lt., U.S.A.F.

Paul, R. E., Des Moines
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Puntenney, A. W., Boone
(Portsmouth, Va.) Lt., U.S.N.R.

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,
Seattle)

Saunders, R. J., Colfax
(APO San Francisco, Calif.) 1st. Lt., U.S.A.F.

Schlichtemeier, E. O., Peterson
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.
Shuldberg, Arthur, Des Moines

(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.
Sinton, D. W., Iowa City

(Colorado Springs, Colorado) A.U.S.
Smith, C. B., Iowa City

(Bowling Green, Ky.) Capt., A.U.S.
Sphonheimer, L. N., Donnellson

(Mountain Home AFB, Idaho) ....1st Lt., U.S.A.F.
Stivers, T. W., Des Moines

(Hutchinson, Kansas) Lt. (jg) U.S.N.R.
Stutsman, R. E., Washington

(Miami, Fla.) Cmdr., U.S.N.
Sugioka, Kenneth, Iowa City

(Long Island, N. Y.) A.U.S.
Theilen, E. O., Iowa City

(Washington, D. C.) Capt. A.U.S.
Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Troxel, J. F., Cedar Rapids
(APO New York, N. Y.) 1st Lt., A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M„ Boone
(Gunter AFB, Ala.) 1st Lt., U.S.A.F.

Walker, J. R., Waterloo
(Bethesda, Maryland) Lt., U.S.N.R.

Walston, J. H., Graettinger
(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.

Westly, J. S., Mason City
(F.P.O., New York City) Lt., U.S.N.R.

*Wilkins, D. S., Iowa City
(APO San Francisco, Calif.) Capt., A.U.S.

Wilson, Robert G., Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Young, R. A., Clarion
(Ft. Sam Houston, Tex.) Capt., A.U.S.

Zeilenga, R. H., Orange City
(Madison, Wise.) 1st. Lt., U.S.A.F.

Zoeckler, Samuel J., Des Moines
(Ft. Sam Houston, Texas) 1st Lt., A.U.S.
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Wrapped in sleep—wrapped in love

Day’s end for tiny legs and arms ... the bedtime story

told, prayers said, the tired little body held for a

moment’s hug, then tucked into bed . . .

Seal the day notv with her good-night kiss and let

her drift away into slumber, safe and secure.

Security is the deepest need of our living, and its

greatest reward. To provide it for those we love is a
privilege possible only in a country like ours.

And this is how we make America secure : by making
our own homes so. One secure family circle touching

another builds a secure land.

Saving for security is easy!

Here’s a savings system that really

works—the Payroll Savings Plan for
investing in United States Savings
Bonds.

This is all you do. Go to your com-
pany’s pay office, choose the amount
you want to save—a couple of dollars

a payday, or as much as you wish.
That money will be set aside for you
before you even draw your pay. And
automatically invested in Series “E”
Savings Bonds which are turned
over to you.

If you can save only $3.75 a week
on the Plan, in 9 years and 8 months
you will have $2,137.30. For your
sake, and your family’s, too, how
about signing up today?

The U. S. Government does not pay for this advertisement.
It is donated by this publication in cooperation with the
Advertising Council and the Magazine Publishers of America.
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1954 Annual Meeting

April 25-28

HOTEL FORT DES MOINES—DES MOINES, IOWA

Program of General Sessions

Monday Morning, April 26

Grand Ball Room

9: 00 Greetings

—

E. Parish Lovejoy, M.D., President, Polk
County Medical Society

Response

—

Clyde A. Boice, M.D., Vice-President, Iowa
State Medical Society

9:15 President’s Address

—

Robert N. Larimer, M.D., Sioux City, Presi-

dent, Iowa State Medical Society

9:35 President-elect’s Address

—

Gerald V. Caughlan, M.D., Council Bluffs,

President-elect, Iowa State Medical Society

9:45 Awards of Merit
10:00 Erskine Memorial Lecture: The Extended Oper-

ation for Cancer With Particular Reference
to Cancer of the Alimentary Tract

—

Owen H. Wangensteen, M.D., Minneapolis,
Professor of Surgery, University of Min-
nesota Medical School.

10:30 Recess to visit exhibits

11:00 The Unsteady Child

—

Douglas Buchanan, M.D., Chicago, Professor
of Pediatric Neurology, University of Chi-

cago
11:30 Current Trends in the Treatment of Peptic

Ulcer

—

Joseph B. Kirsner, M.D., Chicago, Professor of

Medicine, University of Chicago

Tuesday Morning, April 27

Grand Ball Room

9:00 Surgical Lesions of the Adrenal Glands

—

James T. Priestley, M.D., Rochester, Professor

of Surgery, University of Minnesota Grad-
uate School of Medicine

9: 30 Fire and Explosion Hazards in Hospitals and
Their Control

—

George J. Thomas, M.D., Pittsburgh, Assoc.

Professor of Surgery and Chairman of the

Section of Anesthesiology, University of

Pittsburgh School of Medicine

10:00 Recess to visit exhibits

10: 30 The Difficult Patient

—

Howard P. Rome, M.D., Rochester

10:50 The Management of Common Fractures of the

Extremities

—

Henry R. McCarroll, M.D., St. Louis, Ass’t.

Professor of Clinical Orthopedic Surgery,
Washington University School of Medicine

11:10 Address

—

Walter B. Martin, M.D., Norfolk, President-

elect, American Medical Association

11:30 Chest Disease in Office Practice

—

Edwin R. Levine, M.D., Chicago
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Program of General Sessions

Wednesday, April 28

Grand Iitdl Room

9:15 Use of Endocrines in the Management of Obstet-

rical Complications

—

Willis E. Brown, M.D., Little Rock, Professor

and Head, Department of Obstetrics and
Gynecology, University of Arkansas Medical

School

9: 45 The Problem of Dysmenorrhea

—

Parker K. Hughes, M.D., Des Moines

10: 05 Recess to visit exhibits

10:30 Use of Endocrines in Management of Functional

Uterine Bleeding

—

Albert W. Diddle, M.D., Knoxville, Tenn.,

Chief of Staff, East Tennessee Baptist Hos-

pital

11:00 Installation of President: Report of House of

Delegates

11:30 Adjournment

Program of Section Meetings

EYE, EAR, NOSE AND THROAT
SECTION

Verne R. Heimann, M.D., Sioux City

Chairman

Monday Afternoon, April 26

Green Room—Hotel Fort Des Moines

2:00 Simplifying Technics in Avoiding and Treatment
of Complications in Cataract Extractions—

-

Justin M. Donegan, M.D., Chicago, Head of

the Department of Ophthalmology, Presby-
terian Hospital

2:45 Explanations of the Complications at Cataract

Surgery

—

Frederick C. Blodi, M.D., Iowa City

3:05 Recess

3: 30 Question and Answer Period

—

Justin M. Donegan, M.D., and Frederick C.

Blodi, M.D.

4:00 Preliminary Report on Retinal Detachments

—

Howard Ostler, M.D., Iowa City

Tuesday Afternoon, April 27

Green Room—Hotel Fort Des Moines

2: 00 Idiopathic Dizziness

—

Clair M. Kos, M.D., Iowa City

2: 30 Indications for Tracheotomies and Procedure in

the Siouxland Polio Epidemic of 1952

—

Worthey C. Boden, M.D., Sioux City

3:00 Recess

3:30 Complications Arising in Tracheotomized Bulbar
Poliomyelitis

—

William P. Davey, M.D., Sioux City

4:00 General Discussion—Tracheotomies in Poliomy-
elitis

—

Department of Otolaryngology, College of

Medicine, Iowa City

PEDIATRIC SECTION
Maryelda Rockwell, M.D., Clinton

Chairman

Monday, April 26

Des Moines Room—Hotel Savery

2:00 The Limp Child

—

Douglas Buchanan, M.D., Chicago

2:30 Discussion of Dr. Buchanan’s paper—

-

John T. Bakody, M.D., Des Moines
2: 45 General Discussion

3:00 Childhood Seizures—

-

John C. MacQueen, M.D., Iowa City

3:30 Discussion of Dr. MacQueen’s paper by Doctors

Buchanan and Bakody
4:00 Cerebral Palsy and Brain Damage in Pediatric

Practice

—

Robert E. Bruner, M.D., Kansas City Medical
Director, Cerebral Palsy Center, Consultant

in Cerebral Palsy for the Iowa Society for

Crippled Children and Adults
4: 30 General Discussion

OBSTETRIC SECTION
Tuesday, April 27

Des Moines Room—Hotel Saverv

Symposium on Obstetrical Hemorrhage
William C. Keettel, M.D., Iowa City

Moderator

2:00 Hemorrhage as a Cause of Maternal Deaths in

Iowa

—

Madelene M. Donnelly, M.D., Des Moines
2: 30 The Cause and Prevention of Postpartum Hem-

orrhage

—

Albert W. Diddle, M.D., Knoxville, Tenn.
3:00 The Treatment of Shock and Bleeding Tenden-

cies in Obstetrical Patients

—

Willis E. Brown, M.D., Little Rock
3: 30 The Place of Manual Removal of the Placenta

in Present Day Obstetrics

—

John H. Randall, M.D., Iowa City

4:00 Case Presentation of Deaths Associated With
Postpartum Hemorrhage

—

Discussion by panel and audience
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Program of Section Meetings

MEDICAL SECTION
Ralph E. Smiley, M.D., Mason City

Chairman

Monday, April 26

Grand Ball Room—Hotel Fort Des Moines

2:00 Problems in the Management of Ulcerative

Colitis—

•

Joseph B. Kirsner, M.D., Chicago

2: 30 Recent Advances in Internal Medicine

—

William B. Bean, M.D., Iowa City

3:00 Recess to visit exhibits

3:30 Emergency Treatment of Paroxysmal Tachy-
cardias

—

Lewis E. January, M.D., Iowa City

3: 50 Heart Disease in Pregnancy

—

Gerald F. Keohen, M.D., Dubuque

4:10 Recess (10 minutes)

4:20 Prodromal Symptoms of Myocardial Infarction

—

Herman J. Smith, M.D., Des Moines

4: 40 Basic Considerations in the Treatment of Renal

Disease

—

Howard M. Odel, M.D., Rochester

Tuesday, April 27

Grand Ball Room—Hotel Savery

2:00 Modern Methods in the Management of Emphy-
sema

—

Edwin R. Levine, M.D., Chicago

2:30 The Role of the Family Physician in the Treat-

ment of Tuberculosis—
Karl H. Pfuetze, M.D., Chicago, Medical Di-

rector and Superintendent, Chicago State

Tuberculosis Sanitorium

2:50 Recess (10 minutes)

3: 00 Problems and Prospects in Virus Immunization

—

Floyd S. Markham, Ph.D., Pearl River, Re-

search Associate, Lederle Laboratories,

Viral & Rickettsial Research

3:30 Factors in the Causation of Recognizable Polio-

myelitis

—

Franklin H. Top, M.D., Iowa City

3: 50 Recess (10 minutes)

4:00 Fever of Unknown Origin

—

Horace M. Korns, M.D., Iowa City

4:20 The Present Status of Cortisone and ACTH
Therapy in Long Term Management of

Bronchial Asthma

—

Paul M. Seebohm, M.D., Iowa City

4:40 Chronic Amebiasis in Iowa: Its Recognition and
Treatment

—

Henry E. Hamilton, M.D., Iowa City

SURGICAL SECTION

Howard I. Down, M.D., Sioux City

Chairman

Monday, April 26

Grand Ball Rootn—Hotel Savery

2:00 Surgical Treatment of Peptic Ulcer

—

Owen H. Wangensteen, M.D., Minneapolis

2: 30 Surgical Procedures for the Relief of Intract-

able Pain—

•

Carroll A. Brown, M.D., Sioux City

3:00 Recess

3: 30 Cancer of the Thyroid Gland

—

Martin A. Blackstone, M.D., Sioux City

3: 50 Diagnosis and Treatment of Anal Pruritus

—

John W. Dulin, M.D., Iowa City

4: 10 Thrombo-embolism and Anti-coagulants in Sur-

gery—

Edward E. Mason, M.D., Iowa City

Tuesday, April 27

Grand Ball Room—Hotel Fort Des Moines

2:00 Surgical Lesions of the Pancreas With Particu-

lar Reference to Pancreatitis

—

James T. Priestley, M.D., Rochester

2:30 Diagnosis and Treatment of Tumors and Masses
in the Neck

—

Robert C. Hickey, M.D., Iowa City

3:00 Recess to visit exhibits

3:30 Urologic Problems of Childhood—

-

Dwayne E. Howard, M.D., Sioux City

3:50 Diagnosis and Treatment of Diverticulosis and
Diverticulitis

—

Lawrence O. Ely, M.D., Des Moines

4: 10 Dupuytren’s Contracture

—

Julian M. Bruner, M.D., Des Moines
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Special Luncheons and

Dinners

Monday, April 26

IOWA PEDIATRIC SOCIETY

Luncheon—12:00 noon
Des Moines Room—Hotel Savery

Social Hour and Dinner—6:30 p.m.

Hermitage Room—Des Moines Club
Reservations: R. E. Dyson, M.D.

3200 University, Des Moines 11

PAST PRESIDENTS’ LUNCHEON

Luncheon—12: 15 p.m.

Lantern Room—Hotel Fort Des Moines

BLUE SHIELD—BOARD OF DIRECTORS OF
IOWA MEDICAL SERIVCE

Breakfast—8:00 a.m.

Green Room—Hotel Fort Des Moines

BLUE SHIELD—PARTICIPATING PHYSICIANS

Annual Meeting—5:00 p.m.

Grand Ball Room-—Hotel Fort Des Moines

IOWA SOCIETY OF ANESTHESIOLOGISTS

Business Meeting—2: 00 p.m.

Social Hour and Dinner—5:30 p.m.

Arizona and Ranch Rooms—Hotel Fort Des Moines
Reservations: Thomas A. Bond, M.D.
707A Equitable Bldg., Des Moines

IOWA ASSOCIATION OF PATHOLOGISTS

Luncheon—12:15 p.m.

Harvest Room—Hotel Fort Des Moines
Reservations—T. E. Corcoran, M.D.
Veterans Hospital—Des Moines 10

IOWA RADIOLOGICAL SOCIETY

Luncheon—12:15 p.m.

Flamingo Room—Hotel Fort Des Moines
Social Hour and Dinner—6:00 p.m.

Colonial Room—Des Moines Club
Reservations: J. T. McMillan, M.D.

1105 Bankers Trust Bldg., Des Moines

Tuesday, April 27

AMERICAN MEDICAL WOMEN’S ASSOCIATION

Breakfast—8: 00 a.m.

Dr. Nelle S. Noble
Reservations: Nelle S. Noble, M.D.

1060-25th Street, Des Moines

IOWA OBSTETRICAL SOCIETY

Luncheon—12:00 noon
Des Moines Room—Hotel Savery
Reservations: W. C. Keettel, M.D.
University Hospitals, Iowa City

IOWA ORTHOPEDIC SOCIETY

Luncheon—12: 00 noon
Colonial Room—Des Moines Club

Reservations: E. M. George, M.D.

1010 Equitable Bldg., Des Moines 9

IOWA NEUROPSYCHIATRIC SOCIETY

Luncheon—12:00 noon
Flamingo Room—Hotel Fort Des Moines

Reservations: H. C. Merillat, M.D.

28th & Woodland, Des Moines 12

IOWA ACADEMY OF GENERAL PRACTICE

Luncheon—12: 15 p.m.

Ranch Room—Hotel Fort Des Moines
Reservations: Mrs. Elizabeth Nelson

3600 Franklin, Des Moines

ANNUAL BANQUET

Grand Ball Room—Hotel Fort Des Moines
Dinner—7:00 p.m.

House of Delegates

Open to all members

First Meeting—Sunday Afternoon, April 25

2:00 p.m.

Grand Hall Room—Hotel Fort Des Moines

Roll Call

Approval of minutes of Wednesday morning session,

1953

Report of Officers

Reports of Committee Chairmen
Memorials and Communications
New Business

Election of Committee on Nominations

Second Meeting—Wednesday Morning,
April 28

7:30 a.m.

Grand Ball Room—Hotel Fort Des Moines

Roll Call

Reading of Minutes
Report of Committee on Nominations
Election of Officers

Reports of Committees
Unfinished Business

New Business
Announcement of Committees
Adjournment

GOLF TOURNAMENT
Iowa State Medical Golf Association

The annual tournament will be held April 25, 1954.

It is not definite at this time where it will be held.

Watch for an announcement of the time and place

of the tournament in the very near future.

H. J. McCoy, M.D.
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FLOYD S. MARKHAM, Ph.D.

Pearl River, New York
ROBERT E. BRUNER, M.D.

Kansas City, Missouri

HENRY R. McCARROLL, M.D,

St. Louis, Missouri
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LIST OF DONORS TO LAST YEAR’S GOLF TOURNAMENT
Abbott Laboratories, North Chicago, Illinois

A. S. Aloe Company, St. Louis, Mo.

N. P. Benson Optical Co., Minneapolis, Minn.

Ciba Pharmaceutical Products, Inc., Summit, N. J.

Davidson Brothers Furniture Co., Des Moines

Doho Chemical Corp., New York, N. Y.

Ford Hopkins Drug Company, Des Moines

House of Vision, Inc., Des Moines

Katz Drug Company, Des Moines

King’s Pharmacy, Des Moines

Kucharo Clothing Co., Des Moines

Mead Johnson and Company, Evansville, Ind.

Merck and Company, Inc., Rahway, N. J.

V. Mueller and Company, Chicago, 111.

New Utica Clothing Company, Des Moines

Parke, Davis & Company, Detroit, Mich.

Pfizer, Charles, Company, New York, N. Y.

Philip Morris and Company, Ltd., Inc., New York, N. Y.

Physicians and Hospitals Supply Co., Minneapolis,

Minn.

Professional Management, Waterloo

Smith-Dorsey Company, Lincoln, Nebraska

Squibb, E. R., and Sons, Long Island City, N. Y.

Standard Chemical Company, Des Moines

Walgreen Drug Company, Des Moines

Williams Surgical Supply Company, Iowa City

Wyeth, Inc., Philadelphia, Pa.

Younker Brothers, Des Moines

1954 TECHNICAL EXHIBITORS
A. S. Aloe Company, St. Louis, Missouri

Ames Company, Inc., Elkhart, Indiana

Benson Optical Company, Minneapolis, Minnesota

The Borden Company, New York, New York

George A. Breon & Company, New York, New York

Brown & Williamson Tobacco Corp., Louisville, Ken-
tucky

Carroll Dunham Smith Pharmacal Co., New Bruns-
wick, New Jersey

Ciba Pharmaceutical Products, Inc., Summit, New
Jersey

The Coca-Cola Company, Atlanta, Georgia

Doho Chemical Corporation, New York, New York

H. G. Fisher & Co., Franklin Park, Illinois

C. B. Fleet Co., Inc., Lynchburg, Virginia

General Electric Co., X-Ray Dept., Des Moines, Iowa

Hoffmann-LaRoche Inc., Nutley, New Jersey

Holland-Rantos Company, Inc., New York, New York

The House of Vision, Inc., Des Moines, Iowa

Lederle Laboratories Division, Pearl River, New York

Eli Lilly and Company, Indianapolis, Indiana

J. B. Lippincott Company, Philadelphia, Pennsylvania

M & R Laboratories, Columbus, Ohio

Maico Des Moines, Des Moines, Iowa

S. E. Massengill Company, Bristol, Tennessee

Mead Johnson and Company, Evansville, Indiana

Medical Aids, Inc., Chicago, Illinois

The Medical Protective Company, Fort Wayne, Indiana

Medtronic, Minneapolis, Minnesota

V. Mueller & Company, Chicago, Illinois

National Dairy Council, Chicago, Illinois

The National Drug Company, Philadelphia, Pennsyl-

vania

Parke, Davis & Company, Detroit, Michigan

Pet Milk Company, St. Louis, Missouri

Charles Pfizer Company, Brooklyn, New York

Physicians & Hospitals Supply Co., Inc., Minneapolis,

Minnesota

Picker X-Ray Corp. of Iowa, Des Moines, Iowa

Professional Management, Waterloo, Iowa

A. H. Robins Company, Inc., Richmond, Virginia

Sandoz Chemical Works, Inc., New York, New York

Sanna Dairies, Inc., Madison, Wisconsin

W. B. Saunders Company, Philadelphia, Pennsylvania

Schering Corporation, Bloomfield, New Jersey

G. D. Searle & Co., Chicago, Illinois

Security Laboratories, Burlington, Iowa

E. R. Squibb & Sons, Long Island City, New York

Standard Chemical Company, Des Moines, Iowa

Sutliff & Case Company, Inc., Peoria, Illinois

Ulmer Pharmacal Company, Minneapolis, Minnesota

United Medical Equipment Co., Kansas City, Missouri

The Upjohn Co., Kalamazoo, Michigan

U. S. Vitamin Corporation, New York, New York

The Warren-Teed Products Company, Columbus, Ohio

Winthrop-Stearns, Inc., New York, New York



Selection of Patients for

Gynecologic Surgery

J. ROBERT WILLSON, M.D.*

PHILADELPHIA, PENNSYLVANIA

Although a large proportion of surgical proce-

dures in women are directed toward the correction

of presumed pelvic disease, the symptoms often

are not relieved by operative therapy. In many
instances the poor results stem from the fact that

the symptoms for which the pelvic operation was
performed were manifestations of dysfunction of

an extrapelvic structure. In addition, the cyclic

physiologic changes in the reproductive organs are

often not recognized as normal phenomena, and
the part played by the patient’s emotions in the

production of her symptoms often is overlooked.

A carefully taken history, a thorough pelvic exam-
ination—under anesthesia if necessary—and,

where possible, a period of observation and medi-

cal therapy preceding surgical intervention will

reduce the total number of gynecologic operations

by eliminating those which are unindicated and
which, therefore, will be unsuccessful.

The terms gynecology and pelvic surgery are

not synonymous, for the greatest part of gyneco-

logic treatment is medical and is administered in

the office rather than in the operating room. A
desirable decrease in gynecologic operations has

resulted from an increased understanding of func-

tional alterations in the pelvic structures, from the

development of potent endocrine preparations and
antibiotic agents, from preventive obstetric meas-
ures such as episiotomy and the reduction in

traumatic deliveries, and, in particular, from a

recognition of the fact that many commonly per-

formed pelvic surgical procedures did not relieve

the conditions for which they were designed. In

recent years, increasing appreciation of the role

of the emotions in the production of pelvic symp-
toms has made the gynecologist wary of operation

if such an etiologic factor is suspected. Patients

with pelvic symptoms treated in the office by local

therapy to the lower genital tract, by antibiotic or

endocrine preparations or by correction of extra-

pelvic conditions should be far greater than those

sent to the hospital for operation.

SELECTION OF PATIENTS FOR OPERATION

The symptoms which most often bring a female

patient to her physician are pain, backache, bleed-

ing, and difficulty in urination or in emptying the

* From the Department of Obstetrics and Gynecology, The
Temple University School of Medicine and The Temple
University Hospital, Philadelphia, Pa.

bowel. While any one of these complaints may be
the result of a lesion in the pelvic organs, they

often are not. Before a pelvic operative procedure
is considered, the presence of a definite genital

tract abnormality must be established, and a rea-

sonable certainty should exist that the proposed
operation will relieve the symptom.

Uterine Enlargement: Most uterine enlarge-

ments are due to fibromyomata growing in

the uterine wall. These tumors rarely undergo
sarcomatous degeneration and do not predispose

to the development of uterine carcinoma, and there-

fore their removal to prevent malignancy is un-

warranted. Unless they press upon some adjacent

structure or undergo a degenerative change they
produce no pain, despite the fact that they may
grow to great size. Increased uterine bleeding,

which usually comes from the endometrium rather

than from the tumor may be associated with sub-

mucous growths. But it will be brought under con-

trol automatically by the natural cessation of ovar-

ian function at the menopause.

Most fibromyomata are small and asymptomatic,

and need no treatment other than periodic ob-

servation, but removal of the uterus or of indi-

vidual tumors becomes necessary if they are re-

sponsible for symptoms. Pain due to pressure or

degeneration, increasing amounts of bleeding

—

particularly if it is enough to reduce the hemo-
globin—a rapid increase in size of the tumors or

a total mass larger than a uterus at the twelfth

week of gestation suggest the need for treatment.

Uterine fibroids must be differentiated from en-

largements due to pregnancy. A history of amen-
orrhea and a softened cervix and lower uterus

will suggest pregnancy even though the size of

the uterus is greatly increased by multiple

fibroids, and the diagnosis must be clarified by
means of a pregnancy test before operation is per-

formed. Endometrial cancer may be present in a

uterus enlarged by fibromyomata, but malignancy
alone can produce a uterine enlargement which is

difficult to differentiate from that due to myomata.
Irregular periods and intermenstrual bleeding are

more suggestive of malignancy than of uncompli-

cated fibroids. Hence, before a decision as to the

treatment is made, a diagnostic curettage to elim-

inate corpus carcinoma must be performed.

Since cessation of growth or even regression in

size of fibroids can be anticipated with the termi-

104
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nation of ovarian function, those which enlarge the

uterus only slightly or those with which there is

but a slight increase in bleeding ordinarily may
be observed with the expectation that the growth

and bleeding will cease after the menopause. Ma-
lignant lesions as a cause of irregular bleeding

must be eliminated by uterine curettage and cer-

vical biopsy if the patient is to be followed without

treatment.

Ovarian Enlargements: True ovarian neoplasms

occur relatively infrequently. Indeed they account

for fewer than 2 per cent of pelvic operations in

the Temple University Hospital. But because of

the high mortality associated with ovarian carci-

noma, their early recognition is important. Ovar-

ian tumors are relatively symptomless until they

reach a large size. Only the rare endocrine-
producing neoplasms alter the menstrual flow or

produce uterine bleeding, and pain is usually the

result of an accident, such as torsion of the pedicle

or hemorrhage into the cyst. Although small “cys-

tic” ovaries are frequently suspected of producing

abdominal pain, backache and menstrual irregu-

larities, they seldom do and almost always are

normally functioning structures.

An understanding of ovarian physiology should

reduce the incidence of surgical removal of the

normal and symptomless ovary. The growing folli-

cle reaches its maximum size about two weeks be-

fore menstruation, just prior to ovulation, and
upon palpation at this time the ovary may be en-

larged to a diameter of as much as four centi-

meters. It is tender and actually feels cystic.

Following rupture of the follicle, the ovary returns

to its normal size. Enlargement may recur as the

corpus luteum develops and may become quite

evident if the patient becomes pregnant. Thus,
during the menstrual cycle the normal expansion
and regression in ovarian size can be palpated by
repeated examination. The maximum physiologic

enlargement of the ovary is to about 5 centimeters,

but almost all ovaries smaller than this are normal.

Because true ovarian neoplasms produce no
early symptoms, they seldom are found before

they have reached considerable size, almost all

being more than 5 centimeters in diameter when
first discovered. In most instances, therefore, if

an ovarian abnormality is suspected, but enlarge-

ment is slight, the change is of physiologic origin

and not responsible for any symptoms which may
be present. Operation is contraindicated until con-

tinued growth of the mass has been demonstrated
by repeated pelvic examination. The need for

prompt operation is suggested, however, if the

ovary is larger than 5 centimeters in diameter,

particularly if the enlargement is due to a solid

growth. If an ovarian tumor twists upon its pedi-

cle, thereby eliminating its blood supply, severe

pain and necrosis develop, and immediate laparot-

omy is necessary.

Ascites may be present in association with any

type of ovarian neoplasm, and an essential part

of the evaluation of any female patient in whom
the cause of an abdominal fluid collection is not

obvious is a careful pelvic examination after para-

centesis has been performed.

Pelvic Relaxation. Many women may be found

to have a definite decrease in vaginal-wall support,

or even huge cystoceles or rectoceles with almost

no symptoms. Since the purpose of operative treat-

ment for relaxation of the pelvic supporting struc-

tures is to relieve symptoms, therapy ordinarily is

necessary only if the patient is uncomfortable.

Bladder-wall and bladder-neck relaxation may be

associated with urinary frequency, urgency, stress

urinary incontinence or episodes of repeated uri-

nary tract infection. Urinary incontinence may be

due to loss of sphincter control, to urinary tract

fistulae or to a neurologic lesion producing an

autonomic bladder, and it is important to deter-

mine the exact cause before treatment is consid-

ered. Urine leakage due to muscular relaxation is

produced by the increase in intravesicle pressure

which occurs during coughing, sneezing, laughing,

etc. It often is more noticeable during menstrua-

tion, and usually becomes progressively more pro-

nounced as the patient grows older. The presence

of stress urinary incontinence does not always

indicate the need for surgical therapy. In the ab-

sence of marked descensus of the bladder and
uterus, systematic exercises of the pubococcygeus

muscles, as suggested by Kegel, may improve
urinary control remarkably.

Patients with fistulae may be incontinent at all

times, or if the defect is small, may be dry when
lying down. If the opening is small, urine may be

voided through the urethra in addition to the

vaginal seepage. If the suspected fistula cannot be

seen by vaginal inspection, its presence can be

confirmed by placing a small pack in the vagina

and injecting methylene blue into the bladder. If

there is a defect in the bladder wall, the blue

urine will seep through it and stain the vaginal

pack. If the bladder wall is intact and the incon-

tinence is due to ureterovaginal fistula, none of

the dye injected into the bladder will enter the

vagina, but if indigo-carmine has been injected

intravenously, it will have stained the pack, since

it will have been excreted through the abnormal
ureterovaginal opening, as well as into the bladder

through the normal ureter. A cord bladder can be

suspected if small amounts of urine are voided

frequently while the bladder remains distended,

and it can be confirmed by cystometric studies. In

patients with neurologic lesions gynecologic oper-

ations to correct incontinence are contraindicated.

Rectoceles usually interfere with the emptying
of the bowel, and the patient may complain of

“constipation.” On examination, one notes that

the perineal body, which ordinarily aids in direct-

ing the fecal flow through the anal canal, has been
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completely destroyed and that, with a finger in-

serted through the anus, the rectum and posterior

vaginal wall can be everted several centimeters

through the vaginal introitus. Reconstruction of

the posterior vagina and perineal body usually is

indicated, since it will restore anatomic integrity

and normal function of the lower bowel.

Uterine prolapse may produce a dragging, bear-

ing-down sensation due to descent of the uterus

and tension on its ligaments and the other pelvic

structures after the patient has been on her feet

for some time. The symptoms are usually relieved

by lying down. The severity of the symptoms does

not always indicate the extent of the prolapse,

since slight descent sometimes produces marked
discomfort even though complete vaginal eversion

may be responsible for only minor complaints.

Should there be a question as to the relationship

between the symptoms and minor degrees of pro-

lapse, a trial with a pessary may be helpful. Relief

from symptoms while the uterus is supported by
a pessary suggests that operative treatment will

be successful.

In general, operative correction of vaginal re-

laxation should be reserved for those patients

made uncomfortable by the lesion and in whom
there is definite evidence that the symptoms are

the result of the defect. Young women with large

lesions and only moderate symptoms should often

be considered for surgical correction because the

relaxation frequently becomes more pronounced
after the cessation of ovarian function at the meno-
pause. Almost all vaginal relaxations can be cor-

rected by a vaginal operation alone, and, in gen-

eral, surgical therapy in a healthy woman at

almost any age is preferable to a pessary to sup-

port a prolapsed uterus.

Uterine Displacements: Retrodisplacement of

the uterus rarely produces symptoms and usually

requires no treatment, but occasionally it must be
eliminated as the cause of a specific pelvic com-
plaint. If it is suspected that a retroverted uterus
is responsible for symptoms, it should be replaced,

under anesthesia if necessary, and supported with
a pessary. If the posterior position of the uterus
is the responsible factor, the symptom will be
relieved while the pessary is in place and will

return when it is removed and the uterus again
falls backward. If this sequence of events follows

the insertion and removal of a pessary on two or
more occasions, a uterine suspension operation
may be considered. If the pessary fails to relieve

the symptoms or if they are improved with the

pessary in place but fail to recur after it is re-

moved, even though the uterus returns to its pos-

terior position, suspension is contraindicated. Sus-

pension operations, although commonly performed,

are rarely indicated because the retrodisplaced

utei’us produces discomfort only in the rare in-

stance in which it is bound down by adhesions

from adnexal inflammation or from endometriosis.

Bleeding: Uterine bleeding constitutes a com-
mon indication for gynecologic surgical proce-

dures, but careful study to determine the source

and cause of the bleeding is necessary before op-

eration is advised. Complete preoperative investi-

gation of the patients will eliminate those with

abortions, carcinomas or other causes of bleeding

in which ordinary measures are contraindicated.

Need for treatment is indicated by the amount of

blood lost. The history alone provides an inac-

curate means of determining the amount of uter-

ine bleeding, but if excessive blood loss can be
documented by discovering a fall in blood count
or by actually weighing the saturated pads or

measuring the amount of clots, the need for ther-

apy can be justified. Excess bleeding may be asso-

ciated with alterations in metabolism. Hence,
determination of the basal metabolic rate may be
an aid in determining the cause. A consideration

of emotional as well as of physical factors in the

bleeding is important.

A decision as to how extensive an operative

procedure is necessary to control bleeding must
often be delayed until the patient can be exam-
ined under anesthesia, for unsuspected abnormal-
ities may then be found. Dilatation and curettage

are often helpful in determining the cause of

bleeding and are necessary to rule out cancer in

any woman with abnormal bleeding after the age
of 35. But in young girls, little can be learned from
the procedure, and it is contraindicated except as

an aid in controlling severe hemorrhage. In many
instances the diagnostic curettage also serves as

therapy and may be all that is necessary to con-

trol the bleeding. Hysterectomy should be re-

served for those patients with large fibroids and
associated heavy bleeding, for profuse bleeding

in young women after all other methods for con-

trol have failed and for selected patients with
climacteric bleeding, particularly if there is addi-

tional pathologic change in the uterus or the ad-

nexa.

Ovarian lesions are rarely responsible for ab-

normal uterine bleeding, and operations on “cys-

tic ovaries” in patients who are bleeding irregu-

larly are definitely contraindicated. Feminizing
ovarian tumors may cause bleeding because of

their estrogen secretion, but they are exceedingly
rare.

Pain: Abdominal pain occurs commonly in

women and is difficult to evaluate accurately, but
more often than not the complaints are due to

extrapelvic pathologic change. Pain from func-

tional bowel distress is common and can be sus-

pected if it is generalized, spasmodic, of varying

severity, of long duration, unrelated to menstrua-

tion and associated with flatulence or constipation.

The colon may be tender to abdominal palpation

and the cecum hyperresonant; the pelvic organs
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usually are normal, but rectal tenderness may be

present. Such patients make up a high percentage

of those unrelieved after having been operated

upon for “cystic ovaries” or “chronic appendi-

citis.” Operation is almost never immediately

necessary if the complaints are of a mild, chronic

nature. If no definite pelvic abnormality can be

detected, a trial period on a low-fiber diet, an

antispasmodic preparation and perhaps thyroid ex-

tract, if the symptoms suggest reduced metabo-

lism, will ordinarily relieve the complaint. Emo-
tional problems often incident to frigidity, dyspa-

reunia and anxiety may be the fundamental factor

in pain production.

The gynecologic conditions which produce pain

are twisted ovarian neoplasms, inflammatory ad-

nexal lesions, degenerated fibroids, endometriosis,

pelvic tumors impacted against another structure,

accidents of pregnancy and other causes of intra-

abdominal bleeding such as ruptured corpus lu-

teum or follicle cysts. Most of these are obvious at

examination. If a tumor mass is palpable and ten-

der to touch, it may have undergone some change
which requires its removal, and operation may be

indicated. This does not apply to the normal sized

or slightly enlarged ovary, since discomfort on
manipulation of the normal gonad is to be ex-

pected. Recurrent acute episodes of inflammation

in chronically infected enlarged adnexa, or pain

from the adherent and abnormal tubes may inca-

pacitate the patient with each menstrual period

and warrant operation. Surgical procedures may
be necessary to control the pain of endometriosis

which has not responded to more conservative

measures. Whatever the lesion, however, if one
does not establish an accurate relationship between
the symptom and the palpable abnormality before

proceeding with operation, the end results will be

disappointing.

Infertility: Few operations are indicated for res-

toration of fertility, and before any such proce-

dure is considered in the female partner of an
infertile couple, studies on both husband and wife

must be completed. In many instances, more than

one cause for infertility can be detected in a single

couple. Little can be expected from restoration of

patency of closed tubes if the husband produces

no spermatozoa. Medical therapy is more often ef-

fective than is surgical therapy, although thorough

curettage or tubal plastic operations may occasion-

ally prove successful.

Cervical Lesions: Malignant lesions of the cervix

cannot always be diagnosed by inspection alone,

and before cervical disease is treated, an accurate

diagnosis is necessary, since cautery, conization

or amputation of an early carcinoma may serve

only to delay diagnosis and proper treatment. Bi-

opsy specimens should first be taken from the

four quadrants of any cervical lesion which bleeds

to touch, which appears ulcerated or proliferative,

or in women over the age of 35.

Conization and amputation of the cervix should

be reserved for women who are just past the

childbearing age and in whom the lesion is so

extensive that its eradication by simple cautery is

impractical. Office cautery, often in multiple

stages, of smaller lesions and of those in younger
women usually is sufficient.

SUMMARY

Surgical procedures should constitute a minor
portion of a gynecologic practice because most
gynecologic conditions can be cured without opera-

tion and in many surgical therapy is contraindi-

cated. The presence of fibromyomata, minor
ovarian enlargements or pelvic relaxation is not
always indicative of the need for surgical therapy
unless the lesion is proved to be causing symp-
toms or is found on repeated examinations to be
growing. Abdominal pain in general and, particu-

larly, chronic vague generalized discomfort
ordinarily do not originate from pelvic disease and
therefore do not respond to operations on the pel-

vic organs. Unless a clear-cut indication for sur-

gical intervention is present, a careful history,

thorough examination and carefully planned medi-
cal therapy will increase the percentage of favor-

able responses to operation.
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NEBRASKA M.D.'S FIGHT HIGHWAY DEATH
TOLL

A short course in preventive medicine by two
Omaha physicians has grown into a Nebraska-
wide public service. The doctors are Ralph C.

Moore, M.D., and Charles Marsh, M.D., a radi-

ologist and a general practitioner, respectively.
Their “short course” is a lecture coupled with
graphic illustrations on auto safety, and they also

tell their listeners pertinent do’s and don’t’s as

regards the emergency handling of highway wreck
victims. So far, they have talked to about 30 youth
organizations, first-aid groups, police corps, high-

way patrols, and firemen’s organizations.

“We pull no punches in our lectures,” they say.

“We show most emphatically the more horrifying

aspects of automobile accidents, the better to con-
vince our listeners of the critical need for caution
behind the wheel.” Their purpose is to illustrate

the terrific effects of high speed and sudden de-

celeration on the human body.



Management of Traumatic

Lesions of the Thorax
HOWARD K. GRAY, M.D.*

ROCHESTER, MINNESOTA

The most common situation in which the orthope-

dist and the general surgeon have correlative re-

sponsibility is one in which traumatic lesions of

the thorax have occurred. In this joint endeavor,

we are concerned primarily with two questions:

(1) what conditions must we be prepared to treat

and (2) how do we treat them?

CONDITIONS TO BE TREATED

Shock .—From the therapeutic viewpoint it is

well to consider shock as occurring in two phases.

The first is the primary shock which immediately

follows injury and has a nervous component in

which the pain and the psychic factors produce

the syndrome by their action on the vascular sys-

tem. The second phase is the secondary or surgical

shock which may rapidly follow the primary shock

or be delayed from two to four hours after severe

tissue injury.

Secondary shock is characterized clinically by a

profound fall in blood pressure, pallor and “clam-

miness” of the skin, sweating, rapid and shallow

respiration, a weak and rapid pulse, and other

less obvious manifestations of circulatory collapse.

It has been attributed to a variety of conditions,

which include acapnia, fat embolism of the higher
centers, a toxic substance or substances released

from the site of trauma, and the loss of either

blood or plasma, or both, from the circulating vol-

ume of blood. For practical purposes, only the last

theory has been supported completely by experi-

mental investigation, so that, fundamentally, sec-

ondary shock now is accepted widely as being
caused by an inadequate volume of circulating

blood, irrespective of the cause of this decreased
volume, be it from actual loss of whole blood or

plasma, or be it an indirect result of one or a

combination of many other factors.

Hemorrhage .—It has been estimated that when
more than 30 per cent of the volume of blood is

lost rapidly and is not replaced immediately by
transfusion, death usually occurs. In a man weigh-
ing 154 pounds (69.9 kg.) the volume of blood
would normally measure about 6,300 cc. There-
fore, when the estimated rapid loss of 1,500 cc. has
been reached without replacement, an extremely
hazardous situation has been created in which
continued loss of an additional 300 to 500 cc. will

probably produce death.

The protective mechanisms which automatically

come into action after hemorrhage are a fall in

arterial blood pressure, clotting, increase in heart

rate, increase in the respiratory rate, arteriolar

constriction and redistribution of blood. The last-

mentioned mechanism produces the pallor and
coldness of the skin seen clinically as a result of

the attempt on the part of the defensive mecha-
nism to divert the available blood from the surface

of the body to the more vulnerable and vital

regions.

It should be remembered that in a patient in

whom persistent hemorrhage is suspected, blood-

pressure determinations alone may be seriously

misleading because of the desperate attempt on

the part of the defensive mechanism to compen-
sate for the loss of volume by imposing a greater

load on the heart in its effort to maintain an ade-

quate systolic blood pressure. Frequently this sit-

uation is encountered when the systolic blood

pressure has been recorded as within normal
limits for several hours after injury and little

attention has been paid to the accompanying grad-

ual rise in pulse rate and weakening of the pulse

in quality. Inexperienced house officers in many
instances have had to learn this fundamental fact

“the hard way” when the patient finally reaches

a point at which the heart no longer can carry

this added load and deterioration occurs so rapidly

that all resuscitative measures prove to be ineffec-

tual.

Infection .—For practical purposes, all wounds
of the chest must be considered to be potentially

infected. Penetrating wounds usually are contam-

inated by the introduction of foreign material,

such as metallic fragments, clothing, skin or dirt.

Crush injuries without penetration may result in

infection of the pleural space by traumatic com-

munication with the lung, bronchi, or esophagus,

and the subsequent release of the pathogens

usually found in these structures.

Alterations in Respiratory Physiology .—Only
in this respect is there any fundamental difference

between the treatment of trauma of the thorax and

the treatment of trauma in other regions of the

body. A general knowledge of respiratory physi-

ology is essential if adequate therapeutic proce-

dures are to result beneficially.

1. Pneumothorax.—In the normal individual,

negative pressure exists in the potential space be-

tween the visceral and parietal pleurae. This so-

called negative pressure has reference to the at-
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mospheric pressure and varies with inspiration

and expiration, the average variation between

respiratory excursions being 4.5 mm. of mercury.

In order that pleural surfaces may remain in ap

position, which is the condition seen in normal

persons, the lung must remain expanded. Negative

intrapleural pressure is of importance, therefore,

because it maintains expansion of the lung and

promotes the return of venous blood to the heart.

(An excellent demonstration of the effectiveness

of negative intrathoracic pressure relating to ve-

nous return may be seen in the course of a radical

amputation of the breast. When the axillary vein

is exposed, collapse of this vessel occurs on in

spiration and refilling takes place on expiration.)

When either pleural surface is punctured, atmos-

pheric air is permitted to enter the pleural space

and pneumothorax is said to exist. If there is no
communication to the atmosphere except through

the bronchial tree, there is what is called “closed

pneumothorax.” If an atmospheric communication
exists through the chest wall, there is “open pneu-

mothorax.”

Following the development of closed pneumo-
thorax. several complicating phenomena may be

observed. By forced expiratory effort against a

closed or partially closed glottis, as in the act of

coughing or sneezing, air is forced through the

aperture in the bronchus or one of the smaller

bronchioles which communicates with the pleural

space, and tension develops which may be many
times atmospheric pressure. Under these circum-

stances, the lung on the affected side is sometimes
almost completely contracted and compressed, and
the mediastinal structures are forced toward the

unaffected side, with partial compression of the

lung on that side. The diaphragm is also displaced

downward, and acute dilatation of the stomach
may occur.

Following open pneumothorax, two serious

complications occur: (1) the loss of negative intra-

pleural pressure permits the lung to contract,

and (2) there is a varying degree of obstruc-

tion to the return of venous blood to the heart.

If the opening of the chest wall is smaller than
the opening of the glottis, the intrabronchial air

will continue to aerate the lung in its partially

contracted state, and respiratory impairment will

be minimal. Only partial contraction usually oc-

curs on the affected side, because insufficient time
elapses for outside air to enter the pleural space
through the small aperture in the chest wall before

expiration forces it out. Tension pneumothroax
will not develop under these circumstances be-

cause, except momentarily during forced expira-

tion, the tension within the pleural space cannot
rise above atmospheric pressure. The pumping
action observed in closed pneumothorax is absent,

for there is no communication with the intrapul-

monary air passages in open pneumothorax. Con-
sequently, the only source of air is through the

chest wall, and pressure against a closed glottis

does not add any more air to the pleural space

than that which enters under ordinary atmos-

pheric pressure. Almost complete contraction of

the lung on the affected side may occur, however,

owing to the obliteration of the negative pressure

within the pleural space. Minimal “swing” of the

mediastinal structures occurs under these circum-

stances, but is not of such severe consequence as

when the opening in the chest wall is large.

If the aperture in the chest wall is greater than

the opening of the glottis, the lung is contracted

to a greater degree than when the traumatic aper-

ture in the chest wall is small in diameter. On in-

spiration, the structures contained in the medias-

tinum are displaced toward the normally ventilat-

ing lung by the inrushing air, which is under
atmospheric pressure and which enters the pleural

space through the large aperture in an attempt to

compensate for the increase of intrathoracic vol-

ume that occurs on inspiration. In this way, the

degree of expansion of the unaffected lung is

diminished, and its functioning volume is reduced.

This amounts practically to paradoxical respira-

tion, but in this instance it is the mediastinum that

is unstable. On expiration, the reverse obtains and
the mediastinum is drawn back toward the mid-
line. This “flutter” or “swing” of the mediastinum
greatly interferes with the return of venous blood

to the heart by moderate angulation of the great

vessels, especially the superior and inferior venae
cavae. Because one of the major factors in the vol-

ume of cardiac output is the volume of cardiac in-

take or venous return, diminution of venous return
is an extremely important step toward the failure

of the circulation of an adequate quantity of blood.

The chain of events resulting from a large open
pneumothroax, therefore, may be fatal if these

abnormal physiologic processes are not corrected
rapidly.

In addition to these unique physiologic reactions

which apply to thoracic injuries, one must not lose

sight of the fact that the usual factors involved in

the production of shock are operative also, for

trauma of such magnitude as to produce pneumo-
thorax may be sufficient in itself to produce shock.

A patient usually can tolerate a large open pneu-
mothorax if the functional efficiency of the contra-

lateral lung is not impaired by empyema or

inflammatory disease, if the circulatory system is

free of a disease process so that it can withstand
the increased burden imposed by the physiologic

loss of one lung, and if the mediastinum is “fixed”

so that the to-and-fro motion does not occur.

2. “Stove-in” Chest.—In the crushed chest, a

number of ribs may be fractured, usually in many
places. A separation or dislocation of the costo-

cartilaginous or sternocartilaginous articulations is

frequently associated with the fractures. Such in-

juries destroy the rigidity of the chest wall which
is vital to the maintenance of a satisfactory respir-

atory exchange and produce what has been
termed “paradoxical respiration.” Normal inspira-
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tion depends on an increase of intrathoracic vol-

ume produced by elevation of the anterior portion

of the ribs and the descent of the diaphragm. With

the production of increased volume, air enters the

lungs under atmospheric pressure and is extruded

when the intrathoracic volume is reduced. If a

portion of the chest wall has become detached

from its bony structure, the involved area becomes

indrawn on inspiration and protrudes on expira-

tion—a phenomenon which is just the reverse of

that seen in normal respiration and which may
produce little or no change in intrathoracic vol-

ume, so that air will not enter the respiratory pas-

sages on inspiration nor will it be extruded on

expiration. Such a condition is incompatible with

life and must be corrected immediately.

3. Hemothorax.—The presence of varying
amounts of blood in the pleural space is the rule

and not the exception when thoracic injury has

occurred. The source is as varied as the number
of vessels contained in the thoracic wall or within

the thoracic cage. Gross and progressive hemor-

rhage indicates injury to the intercostal vessels,

the internal mammary, or one of the larger vessels

contained in the cardiorespiratory system, where-

as the clinical evidence of hemothorax which

shows no sign of progress or shows very slow in-

crease in volume suggests that smaller vessels

have been damaged and that the hemorrhage has

been controlled spontaneously. Frequently, a con-

comitant combination of blood, air and serous

exudate is poured out as a result of direct trauma

to serous surfaces and irritation by foreign mate-

rial in the pleural space.

TREATMENT OF THORACIC INJURIES

Shock .—The treatment of traumatic shock when
injury to the thorax has occurred is not different

in principle from therapeutic measures that are

to be applied when trauma has occurred elsewhere

in the body. Relief of pain, early recognition and

correction of the condition that is causing loss of

fluid, immediate replacement of the lost fluid, and
protection of the patient from cold, anxiety and
apprehension are obvious therapeutic measures.

In patients with thoracic injuries, restoration of

normal cardiorespiratory physiologic processes

will, in itself, greatly augment the abolition of

shock.

Hemorrhage .—It must be realized that there are

siveral major differences that influence therapy.

In shock caused primarily by hemorrhage, whether
apparent or hidden, control of the bleeding and
immediate restoration of blood by transfusion will

usually correct the abnormal state, elevate the

blood pressure and maintain the improvement. In

shock caused primarily by trauma, when actual

loss of blood in appreciable quantities has not oc-

curred, the beneficial effects of transfusion of

whole blood are usually of short duration, and the

blood pressure may fall to shock levels at the

cessation of what should be adequate replacement.

These phenomena are probably caused by the

hemodilution that occurs in massive hemorrhage,
in contrast to the hemoconcentration which is

seen frequently in primary traumatic shock.

The management of hemothroax, pneumothorax
or the two combined is the most common problem
confronting the admitting surgeon. A hemothorax
must not be regarded as a simple hematoma, but

as a foreign body in a most vital space. The pleural

cavity responds to this irritation by “weeping”
serous fluid, thus increasing the pleural mass.

The accepted treatment is removal of the fluid

and air. As much as 1,000 cc. of the pleural con-

tents, if easily obtained, usually can be removed
safely at one time. When the patient complains of

a “tightness in the chest,” a good stopping point

has been reached. An orderly plan of regular as-

pirations should be followed, beginning within

the first 24 hours after injury. These should be

continued daily until the pleural space is dry

and the lung is completely re-expanded.

There is no evidence that early aspiration pro-

longs or brings about a recurrence of hemorrhage,
nor is there evidence that replacement with air is

helpful. In fact, evidence would condemn the pro-

cedure of replacement with air because (1) such

a procedure is not necessary to arrest or prevent

hemorrhage, (2) it is desirable to evacuate air in

order to restore pulmonary function by re-expan-

sion of the lung, and (3) there may be a total

empyema if air is present and infection occurs,

whereas there may be only a basilar empyema if

there is a minimal amount of unexpanded lung.

When a diagnosis of persistent serious hemor-
rhage has been made, surgical intervention in

order to control the bleeding is the only reasonable

method of treatment.

Infection .—The principles of therapy designed

to avoid or to correct infection in the case of

thoracic injury are not essentially different from
those designed to avoid or correct infection in the

case of trauma elsewhere in the body.

Alterations in Respiratory Physiology.— 1. Pneu-
mothorax.—In many instances of the closed type

of pneumothorax, simple closed drainage is all

that is necessary. This may be accomplished in a

variety of ways, but perhaps the simplest method
is to insert an intercostal catheter into the pleural

space and place the end of the tube connected to

the catheter not less than 5 cm. under the surface

of water in a bottle that is situated on the floor

beside the patient’s bed. This provides a valve
(“water seal”) type of drainage that permits
egress of air but prohibits the return of air from
the outside. Many mechanical contrivances are

available, and these prove to be more effectual by
actually producing “suction.” When the “pump-
ing” action of forced expiration against a closed

or partially closed glottis cannot be controlled by
closed drainage, it may be necessary to do a tem-
porary tracheotomy, for in this manner an ade-
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quate airway is assured, and the mechanical

“pumping” effect is abolished.

The treatment of open pneumothorax is aimed

at the immediate correction of the cardiorespira-

tory imbalance. When the opening in the chest wall

is smaller than the opening of the glottis, an air-

tight dressing over the wound is usually all that is

required in the initial or resuscitative phase. When
a large open pneumothorax is present, the wound
in the chest wall must be closed by a similar

dressing or, if this is not feasible, by surgical

methods with closed drainage. The negative pres-

sure in the affected hemothorax must be re-estab-

lished as soon as possible in order to permit re-

expansion of the lung and abolish the “flutter” or

“swing” of the mediastinal structures.

2. “Stove-in” Chest and Sternal Fractures.

—

Treatment during the resuscitative phase is aimed
at “fixing” the collapsed chest wall in a stable po-

sition. If the injury is unilateral, one can best ac-

complish this by wide adhesive strapping, begin-

ning at the bottom and working up. The patient is

directed to lie on the affected side, and sand bags

are used to maintain this “fixed” state. If the con-

dition is bilateral, or if there is sternal separation

or fracture, the chest wall may be suspended by
towel-clip traction applied to the costal cartilages

or to sternal screws that elevate and maintain

their position. For this purpose, a traction of 2 to

4 pounds may be applied over the pulley on an

upright Balkan frame. Numerous ingenious meas-
ures for fixation have been described, but most
are not applicable at this stage of treatment. In

most patients the use of the resuscitative measures
outlined herein, plus simple fixation, strapping

and sand bagging will suffice. If it is necessary to

transport a patient who is being treated by some
form of traction, the apparatus may be incorpo-

rated in a plaster cast which is applied around the

thorax from the level of the suprasternal notch to

the lowest portion of the thoracic cage.

General Notes Relating to Treatment .—The ex-

tremely restless, apprehensive and dyspneic pa-

tient is usually anoxic from loss of blood (either

externally or into the pleural space) and from his

decreased vital capacity caused by compression of

the lung by fluid or air or both and by atelectasis

of the lung from blockage of the pulmonary radi-

cles by excessive bronchopulmonary secretions.

His efforts to rid himself of these burdens to nor-

mal breathing are further hindered by the intense

pain that accompanies every voluntary effort.

Therefore, his cough is feeble and ineffectual, and
the anoxia increases.

Oxygen may be administered through a size 12

to 18 F. nasal catheter which is attached to a port-

able oxygen tank. The oxygen should flow at the

rate of 7 to 8 liters per minute, and it should be

moistened, for the constant flow of dry oxygen to

the nasopharynx is extremely irritating and may
well add to the patient’s restiveness.

Catheter aspiration of the trachea must not be

neglected, for an adequate airway must be assured

at all times.

Regional nerve block relieves much of the pain

arising from the site of injury and permits the

patient to cough more effectively and to aerate

the lung more efficiently than is possible without

such block.

To patients with thoracic injury, morphine must
be administered cautiously. The recently injured

patient who is admitted to a hospital usually has

had one or two injections of morphine to ease his

pain when first seen and during transportation.

This dosage (the exact amount should be deter-

mined if possible) coupled with the inadequate

circulation associated with shock is apt to show
an accumulative effect during resuscitation and
may depress the cough and respiratory apparatus,

which one is attempting to actuate.

Many surgical procedures for the patient with
injuries to the thorax may be performed satisfac-

torily with local block type of anesthesia. Should
general anesthesia be necessary, an adequate air-

way must be maintained at all times, and it can
be accomplished in no other manner than with an
intratracheal tube.

NEW POSTGRADUATE-EDUCATION MEDIUM

The California Medical Association, through its

recently formed subsidiary, the Audio-Digest
Foundation, is promoting a new means of post-

graduate education for medical men and women,
and it has announced that profits from the project
will go to the American Medical Education Foun-
dation. Using tape-recorded material, the Audio-
Digest Foundation makes available to doctors
three “postgraduate services.” The basic service
is the weekly issuance of a one-hour tape for
general practitioners, on which are recorded from
20 to 30 abstracts of the best in all fields of cur-
rent medical literature. As a corollary service,

Audio-Digest offers semimonthly digests in sur-
gery, internal medicine, and obstetrics and gyne-
cology. The third service is tape-recorded lectures
and panel discussions on one-hour reels for indi-

vidual or group purchase. Many of these last are
illustrated by film strips.

Much of the literature digested ordinarily

would not come to the busy practitioner’s atten-

tion. To the physician, the advantages of hearing
world-renowned authorities in medicine and sur-

gery in his own living room or in his automobile
as he drives from patient to patient are obvious.

A.M.E.F. Secretary Hiram W. Jones estimates
that if 20,000 subscribers sign up nationally, the
Foundation will profit $1,000,000 annually.

Physicians interested in the services and wish-
ing more information are invited to write to Mr.
Jerry L. Pettis, California Medical Association,

800 North Glendale Avenue, Glendale, California.



Dr. Bierring as an Educator*

MILFORD E. BARNES, M.D., D.P.H.

IOWA CITY

When I was asked to discuss this subject, I was at

a loss as to where to begin. As I pondered, there

happened to come to my memory the words of a

song in a light opera which I heard while a stu-

dent. The refrain was:

“Look! Look!! Look in the book!!!

Look in the book and see.”

So I looked in the book, and will recount to you

some of the things which I saw.

First, I looked in the dictionary and was re-

minded of the basic meaning of the term “edu-

cator.” The word is derived from a Latin word
which means to lead forth, or to draw forth. An
educator, therefore, is an “educer,” i.e., one ,who

leads forth or draws forth.

We are dealing, however, with human minds,

and the “educer” must have something within

himself by which he is able to lead or draw the

mind of another person. He himself must have an

inner charge of great potential. And that potential

must ever be kept at a high level, or its drawing

power will fade away.
My next point of interest was how Dr. Bierring

had developed this inner charge. So, I looked in

another book, one which contains many salient

facts about him.

I found that Dr. Bierring graduated in medicine

at the State University of Iowa in 1892. I do not

know what teachers stirred him, but he could

hardly wait to receive his diploma before he

rushed off to Europe. He spent portions of 1892,

1893, and 1894 in Europe, and again parts of 1895,

1896, and 1901. He studied in Vienna, the Pasteur

Institute in Paris, the University of Heidelberg,

and other places as well. He may have made other

trips to Europe, but this record sufficiently illus-

trates one quality which we have all noticed in

him, namely: He has never ceased to study. If we
ever cease to study, we are doomed professionally

and as “educers.”

Now, as to formal service as an educator, the

record shows an astonishing spread in his teach-

ing experience. Note first, that he was professor of

pathology and bacteriology in the College of Medi-
cine at SUI for ten years (1893 to 1903). Note
second, that apparently he desired to have more
actual clinical experience, so that during a part

of that time (1898 to 1904) he served also as a

clinical assistant in the Department of Obstetrics

and Gynecology.

* Talk given by Dr. Barnes at a dinner on June 22, 1953,
at Des Moines, held by the Iowa State Board of Health,
honoring Dr. Walter L. Bierring on his retirement as Com-
missioner of Health, State of Iowa. Dr. Barnes is a member
of the State Board of Health.

Note third, that having learned so much about

how babies are born, and through his studies in

pathology why people fall ill, and why they die,

he next moved into the field of treating the sick.

Presumably, he reasoned that he could not possi-

bly make more mistakes in diagnosis than the

clinicians of that day were making, and that prob-

ably he could make more accurate diagnoses after

his experience in pathology. So, from 1903 to 1910

he was the professor of the theory and practice of

medicine at SUI. From 1910 to 1913, he served in

the same capacity at Drake University.

His 17 years at the College of Medicine at SUI
were of an outstanding nature. During those and
the subsequent years he has stimulated and aided

many of the developments there. In 1946, formal

recognition of these outstanding services was made
when he was given the rank of Professor Emeritus
in our College of Medicine.

Formal connection with institutions of learning,

however, is not necessary for a born educator.

Such men continue to “educe,” whatever may be
their vocation. So it has been with Dr. Bierring.

From 1913 to 1921 he was president of the Iowa
State Board of Health, and from 1933 to 1953 he

has been the State Commissioner of Health.

I have often told him that the State Department
of Health is the fourth state educational institu-

tion. It is obvious that its progress is possible only

to the extent that the professional and lay people

of this state will support its programs, and that

progress, in turn, is dependent upon the effective-

ness of its public health educational programs.

With respect to the establishment and mainte-

nance of professional educational standards, I can

think of no one in the history of the state who has

had a greater share than has he. As a member of

the State Board of Health, and later as State Com-
missioner of Health, he has had a great deal to

do with the Board of Medical Examiners and with

the similar boards for the nursing, dental and
other professions, all of which have influenced

profoundly the standards of professional educa-

tion. In addition to this, for a long period of years

he has been national president of Alpha Omega
Alpha—an honorary medical society whose mem-
bership is selected largely on a scholastic basis.

By stimulating the organization of a large number
of chapters in the medical schools of the nation,

he has exerted a profound influence upon the

standards of medical education.

Again, as president of the Iowa State Medical

Society and as president of the American Medical
Association, he has exerted influence on a state-
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wide and also on a nation-wide basis—always in

the direction of better and better professional

training. Another of his national ventures was the

founding of the Specialty Board in Preventive

Medicine and Public Health, of which he was an

original sponsor and of which he has served as

president.

As we scan this remarkable career we may be
reminded of the words Goldsmith used in describ-

ing the parson in the Deserted Village:

And still they gazed,

And still the wonder grew

That one small head
Could carry all he knew!!!

It is appropriate at this time to point out that,

busy as he has been with all of these important

activities, he has never overlooked the people at

his side. All of the professional employees who
have been in his service have been stimulated to

take advanced studies. Thus, whether they found

their permanent work in this or other states, all

have profited immeasurably from their association

with him and from the encouragement and stimu-

lation this truly great man gave them.

In conclusion, there is one characteristic of the

“educer” which has always been a source of won-

der to those of us who have had the privilege of

knowing him well. He never seems to look back-

ward. I never have heard him even hint that the

old days were the good days. On the contrary, he

always looks forward, as young people do, to the

land which lies ahead.

I asked him some years ago how he managed to

stay so young. He just laughed, and said nothing.

The Bible tells us of a glorious day when, as it

says,

“Your old men shall dream dreams,

And your young men shall see visions.”

But Dr. Bierring will not have it so. He has al-

ways insisted on seeing the visions and has been

content to let others dream the dreams. In fact,

he is a really young man. He seems to have re-

versed the line of Browning to read:

“Grow young along with me
The best is yet to be.”

And so, young man, we salute you and wish for

you many more years of leading and drawing the

minds of others, helping them to see the visions

which you see, and 20 years from now, when you
can really qualify as an old man, perhaps then

you can let them know of the dreams that you
dream.

Rooming-In
H. LLOYD MILLER, M.D.

CEDAR RAPIDS

Rooming-in is a term applied to that form of hos-

pitalization where the mother and the new born
baby are cared for in the same room.
The term is not lying-in or living-in as we some-

times hear it called. I don’t know why people

become confused over the term unless it is that

rooming-in is a new designation—only eight years

old—for the return of an old custom. The question

of whether the practice of rooming in is new or

old is frequently discussed. Proponents and skep-

tics alike point out that it is nothing new, although

admittedly it must be regarded as a new departure

in the modern maternity-hospital setting.

The definition should go farther than denoting

the physical facility of mother and baby being to-

gether. It signifies an attitude in maternal and
infant care and a general plan of supportive pa-

rental education which is based on the recognition

and understanding of the needs of each infant,

mother, and family.

In the last 50 years, obstetrical practice in the

United States has moved from the home to the

hospital. This shift has occurred for the safety of

the mother and infant and for the convenience of

the physicians. The central nursery developed be-

tween the beginning of the century and the end
of the first world war. It is a uniquely American
practice, presumably designed for efficient han-

dling of infants by assembly-line methods. How-
ever, in the last few years there has been an
increasing recognition of the fact that this accom-
plishment has not been an unmixed blessing, for

it has resulted in an unnatural separation of the

family at a momentous time for building unity,

and in an increased danger of infection for the

infant. 2

The trend toward hospitalization for maternal
care has done a great deal of good, but also some
evil. In recent years the professionals have been
so engrossed in the perfection of their technical

tasks that human dignity, desires and relationships

have been overlooked.

Undoubtedly, routines and many accepted prac-

tices have arisen in the cause of efficiency. Effi-

ciency is a prime concern of an institution and of

the busy doctor and nurse. But this is the question
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that has to be answered: Is anything efficient

which does not take into consideration the desires

of the expectant family and of this whole group?

When these desires are satisfied and consideration

of these basic relationships is added to the concept

of efficiency, then harmony results.

It is possible to devise hospital procedures to

meet these desires and to provide physical safety

at the same time. If they are to work, they must
be developed in staff meetings or discussions in

which interns, residents, nurses, aides, and attend-

ing' physicians participate. Without a thoroughly

cooperative attitude on the part of all these pro-

fessionals, such an intimate relationship as room-

ing-in could easily fail. Therefore, more important

than the simple physical arrangements are the

reorientation and indoctrination of personnel

working in the new program.
The rooming-in plan in its various forms in this

country has been the important outgrowth of

many interdisciplinary discussion groups such as

the Cornealian Corner, in Detroit, the J. C. Macy,
Jr. Foundation and the Commonwealth Fund
meeting. There has been country-wide represen-

tation in these groups, and they have reviewed
methods of infant care and ways for improving
them.

Since 1946, the idea of rooming-in has really

taken root, and many hospitals throughout the

country are using it on either a voluntary or a

mandatory basis. 1 ' 3
’ Grace Memorial Hospital, at

Yale, was one of the pathfinders and has one of

the largest programs. Its workers have contributed

much to the current literature since the beginning
of the program in 1947.4

’
5 ' 6

’
7 - 8 -

The physical requirements for rooming-in need
not be costly or luxurious. Most hospitals have
the proper equipment. It needs only to be rear-

ranged. In general, all that is needed are facilities

for washing hands and wardrobe accommodations
for the baby and mother. At New Haven, a bread
box was used for the wardrobe. In Philadelphia,

the hospital carpenter made a simple wooden
wardrobe. At Duke University the wardrobe is a

tray covered with sterile towels.

In order to save time and confusion for those
wishing to start the program, I will list the specific

articles required:

1. An individual crib for the infant. This should
have an attached space for diapers, solutions, cot-

ton, etc., for care of the baby and breasts. Also,

c ttached to the crib or near it should be a laundry
bag and waste basket. Most modern nursery cribs

have the space needed for the above items.

2. Nothing special in design of the hospital is

needed—only space for the crib next to the bed.
A small nursery or cubicle near the room is ideal

for those mothers wishing to be alone at night.

In some places, the central nursery is used for

the babies during the night.

3. Running water is necessary in the room or

near it.

4. A ward carriage which contains the scales,

thermometer, antiseptics and cord dressings is

convenient for the nurse who is making rounds.

However, these things may also be kept in the

room.

5. Formula must be accessible to the mother.

Thus there must be a refrigerator in or near the

room, or a nurse available to bring the formula.

6. An individual bottle-warmer in each room is

desirable, but not absolutely necessary. Many
mothers warm the bottles in the running hot

water in the bathroom, or place the bottle in a

pan of warm water obtained from the bathroom.

There are several things that must be done to

make the program a success:

First, interns and nurses (graduates as well as

students) and any other professionals must be

well instructed in the new procedure. These peo-

ple should be made to realize the psychological

effects of remarks made to the new mother. For
example, early in our program a mother had a

crying baby, and she wished it removed from her

room one night. The student nurse answered her

request with this remark: “Oh we can’t put him
back in the nursery. Your baby is contaminated.”

Of course by the lay person this was inevitably

interpreted to mean that the baby was covered

with germs. The very anxious mother was calmed
down the next day after the term was explained.

We now have a smaller isolation nursery where
the babies can be kept at night, but this arrange-

ment is not encouraged because of the shortage of

nursing help.

Another nurse once said when asked for help

—

“Well you wanted him with you. Now he is yours

to take care of.” This attitude of course could ab-

solutely ruin the program if it were not corrected.

Second, the mother should be given written as

well as verbal instructions in the care of the baby
and of her own nipples. Daily instruction should

be given as problems arise for the mother. The
mothers who have had prenatal classes have an
advantage by having had some instruction before

entering the hospital. In our service, the teaching

is done by the regular floor nurses, rather than by
the nursery nurses. However, the nursery super-

visor does help when called about a breast-feeding

problem.

Institutions in which the rooming-in plan has

been undertaken report advantages for all con-

cerned in the enterprise .

9 -
10

' 11
>
12 These include

advantages to the mother, baby, father and pro-

fessionals associated with the family unit. They
are as follows:

1. All writers on the subject feel that the baby
is less in danger of infection under the rooming-in

plan than under the central-nursery type of care.

It seems logical to me that if an infection should

begin in a rooming-in unit, it could be more easily

controlled because fewer babies would be sub-

jected to cross infection. At Duke University, the

main reason for starting the program was to pre-
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vent an epidemic of diarrhea. So far, there have

been no epidemics of any kind reported in the

rooming-in service and only a very few isolated

cases of any type of infection.

2. The babies are happier and more contented.

Perhaps it is difficult to determine happiness in an
infant only a few days old, but it is well known
now that these babies cry much less and that they

regain their birth weight faster.

3. The plan promotes unity of the family. The
new father is not shoved about like so much ex-

cess baggage, but may actually enter into the care

of his infant instead of peering at it through a

window. The fathers have all been very enthu-

siastic about our program.

4. The mother develops a much greater confi-

dence in herself in caring for her new baby. I

think we have all seen many mothers (especially

primipara) who leave the hospital dreadfully

afraid of the responsibility of caring for a new
baby. Most of them in these days of shortage of

domestic help must take over as soon as they get

home.
It might be added here that the baby probably

develops a confidence in his mother. Certainly a

baby can sense a feeling of tenseness in the person
who handles him. Therefore, it seems logical to me
that when a baby comes home to his stranger

mother after being handled so expertly and so re-

laxedly by the nursery nurse, he is bound to feel

insecure. I believe this feeling then may cause
fussiness in a baby. This fussiness, in turn, makes
the mother more tense, and the problems then in-

crease until they sometimes run out-of-control,

and the baby reenters the hospital as a “feeding

problem.” So it is as important for the baby to

become acquainted with his mother as it is for

her to become acquainted with him. This is a fac-

tor in rooming-in which I believe has been over-

looked even by some of its most ardent supporters.

5. Rooming-in is safer for the baby.' The mother
who has the baby by her bedside can certainly

inspect it more frequently than a nursery nurse
who may have 30 or 40 babies under her care. Of
course the baby should be free of all mucous be-

fore being placed with the mother. We keep our
babies in the central nursery until they are at

least 48 hours old, but this isn’t necessary where
a nurse is in constant attendance. So far, there
have been no accidents reported in the rooming-
in units throughout the country.

6. Having the baby near the mother encourages
breast feeding. Many more mothers nurse their

babies under this method. And, as some one else

so aptly has said, “Formulas are good, but after

all, cow’s milk was meant for calves, and breast
milk for babies.” In some institutions as many as

90 per cent of the rooming-in mothers nurse their

babies.

The sucking reflex and frequent nursings stimu-
late the flow of breast milk. The baby who is kept
in the central nursery and is brought out every

four hours for nursing may be so ravenously hun-

gry that he chews rather than sucks the nipples.

Sometimes babies on a four-hour schedule have

been crying so long from hunger that they are ex-

hausted and simply wish to sleep when they come
to breast. The resultant hardship on the mother as

well as on the baby can be prevented by rooming-

in and a flexible schedule for nursing.

7. I have noticed that the skin of the baby is

usually in better condition on the day of discharge,

and that very seldom are sore buttocks seen. I be-

lieve this is due to the mother’s constant observa-

tion and frequent changing of diapers. These
mothers are very proud of the care they give their

babies.

8. Pediatricians will have fewer telephone calls

after the mother goes home. In a survey made at

Yale, it was found that the visiting nurse made an
average of seven home visits to those parents not

having rooming-in, as against three visits to those

enjoying the plan.

9. An advantage which I have not seen listed in

the literature is worth noting. Most mothers are

now allowed early ambulation. Therefore, after

the first day or two in the hospital, they have
nothing to do and are constantly begging to go
home. If they are in a rooming-in unit they are

more apt to be busy with the baby and not to feel

that their required hospital stay is a waste of

time.

We began a voluntary rooming-in plan at St.

Luke’s Hospital, in Cedar Rapids, November 22,

1952. It was initiated primarily because of the de-

mand of the expectant parents and because of my
own prolonged insistence.

Our plan is on a limited scale, and we have been
allowed only one double room. Both beds have
been occupied most of the time, and at the present
time more patients are asking for the arrangement
than we can accommodate. Since the double room
is more expensive than the four-bed wards, I feel

we would have even more requests if one of our
three four-bed units could be used. We have had
no extra expense as far as equipment is concerned.

The cost to the patient is the same as for any
double room plus the nursery charge.

There have been about seventy patients in the

rooming-in unit since the program was started. All

have been enthusiastic. The R.N. supervisor feels

that three of the patients were not entirely satis-

fied, despite the fact that their comments were
favorable. There have been no infections of any
nature in the babies.

A questionnaire has been given to each mother
asking her: (1) to comment on her experience,

(2) to say whether or not she would prefer this

arrangement in her next confinement, and (3) to

offer suggestions for the improvement of the pro-

gram. The contagious enthusiasm concerning this

radical departure from the central nursery routine

is shown in a few sentences taken from the moth-
ers’ comments made in writing on the day of de-
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parture from the unit. “It makes us seem like a

family right away instead of having the father an

outsider,” states a mother with her second baby.

Many mothers made the remark, “I feel I have

learned much about my child’s sleeping rhythm

and that, more important perhaps, she has become

used to me.” A mother of three made this com-

ment, “This being my third child, I can see where
I would have been a better mother if rooming-in

had been available twelve years ago when my
first boy was born.”

There are those who think the mothers in

rooming-in are less apt to get enough rest, but the

mothers themselves are not of that opinion. One
made this statement, “What little care the baby
requires is not any more tiring on the mother than

the running around the halls that those not in

rooming-in do.” Another said: “Even though this

is my second child, I do not feel rooming-in has

deprived me of much needed rest. I have felt more
relaxed and tended to worry less having the l?aby

with me.”

Our main criticisms have had to do with such

things as the mother’s needing to walk too far to

the refrigerator for formula, and the smallness of

our double room. Nearly all said they would use

the plan with their next confinement.

CONCLUSIONS

It has seemed to me that since the start of

rooming-in, the attitude of the nurses on the entire

floor has improved. They seem to be more warm
hearted and willing to help cheerfully when a

mother needs assistance. Of course a great deal of

praise must go to our supervisor, who started our
unit and has been enthusiastic in spite of some
opposition. Her enthusiasm and kindly attitude

can be seen reflected in the students who come on

the floor.

Psychologic advantages cannot be proved by

statistics, but, rather, one has to observe these

families in rooming-in to appreciate the psycho-

logic benefits. It is regrettable that most of the

patients who have taken advantage of our small

unit have been under the care of one obstetrician

(the author). It is regrettable for the reason that

if more doctors could see the results first hand,

they would be equally enthusiastic about the plan.

In some form or other, I believe, rooming-in is

here to stay, and we as professional people should

feel and should encourage new parents to feel,

that a new born child is not a possession to be

dominated, trained and broken, but, rather, it is a

part of the family constellation to be cherished,

guided and loved. 13
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S.U.I. Obstetrics & Gynecology Conference

On March 5-6, 1954, a Postgraduate Conference
in Obstetrics and Gynecology will be conducted
in Room E-405, University Hospitals, Iowa City.

The Friday morning program is to include the

following papers: “The Significance of Toxemias

in Obstetrics,” by J. H. Randall, M.D.; “Eye

Ground Changes in Toxemias,” by P. J. Lein-

felder, M.D.; “Hormonal Influence in Toxemias,”

by J. T. Bradbury, Sc.D.; “Pre-eclampsia,” by

W. B. Goddard, M.D.; and “Eclampsia,” by W. C.

Keettel, M.D. On Friday afternoon. Dr. Randall will

speak on “Essential Hypertension,” Dr. W. M.

Kirkendall will discuss “The Use of Hypotensive

Agents in Toxemic Patients,” Dr. W. C. Keettel

will speak on “Perinatal Mortality in Toxemic

Patients,” and Dr. Goddard will take up “The Role

of Sterilization and Therapeutic Abortion in Tox-
emic Patients.”

On Saturday morning, the program will include:

“Value of 17 Ketosteroid Determinations in Gyne-
cologic Patients,” by Dr. Bradbury; “Recent
Changes in Therapy of Threatened Abortions,” by
Dr. Goddard; “Dysmenorrhea,” by Dr. Keettel;

“Early Diagnosis of Carcinoma of the Uterus,” by
Dr. Randall; and “Thyroid Studies During Preg-

nancy,” by Dr. R. E. Hodges.

Checks for $10.00, to cover the registration fee,

should be drawn to the University and sent in

advance to the Director, Postgraduate Medical

Studies, Room 259 Medical Laboratories, Iowa
City.



The Use of ACTH and Cortisone in

Leukemia and Lymphoma*
W. H. GRIFFITH. M.D. and C. F. GUTCH, M.D.

CLINTON

Although ACTH (adrenocorticotrophic hormone)
and cortisone have been widely used in most fields

of clinical medicine, there are many situations in

which their exact role is still not sharply defined.

One of these is the treatment of leukemia and
lymphoma. Data are steadily accumulating, how-
ever, which indicate that the hormones may be
useful in treating some of these disorders. 7 It is the

purpose of this paper to present briefly our ex-

periences with ACTH and cortisone in nine such
cases.

Evaluation of any treatment of lymphoma or

leukemia is difficult. Because of the variable

courses of these diseases, spontaneous remissions

may readily be misinterpreted as therapeutic re-

sponse. The nonspecific action of the hormones in

improving appetite, strength, and sense of well-

being, and in reducing toxicity, further obscures
the clinical picture.

Certain specific hematological effects have been
attributed to ACTH and cortisone. 1 These include

(1) a pancytosis, believed due to a total stimula-
tion of the bone marrow and manifested by a rapid
increase in the number of circulating reticulocytes,

platelets, red cells, and granulocytes; (2) a sharp
reduction, in some cases, in cells of the lympho-
cytic series in the peripheral blood and marrow,
which, it has been suggested, results from inter-

ference with the growth of neoplastic lymphocytic
cells or from actual lymphocytolysis; (3) a reduc-
tion, usually, in abnormal serum globulin values;
and (4) a diminution of abnormal hemagglutinins
in many cases with a secondary hemolytic anemia.

Griboff has collected reports of 193 cases of leu-

kemia and allied disorders treated with ACTH and
cortisone. 2 These are summarized in Table I. Re-
sults were considered good if there was significant

clinical improvement and a corresponding hema-
tologic response. Failures showed no response
either clinically or in the blood picture. There
were, obviously, many degrees of intermediate
response.

From these data, and from the work of Stick-
ney, Spies, 4 ' ° Pearson*5 and others, certain gener-
alizations may be made. (1) In acute leukemia,
particularly the lymphoblastic type, some im-

* The research represented by this paper was done while
the authors were members of the staff of the Department of
Internal Medicine, U.S. Veterans Administration Hospital.
Lincoln, Nebraska. Statements and conclusions do not nec-
essarily reflect the opinion or policy of the Veterans Ad-
ministration.

provement from hormone therapy may be antici-

pated in most patients. A few may have dramatic

change. The period of respite is short—a few days

to a few weeks. (2) In most patients with chronic

lymphatic leukemia, fair response may be had for

somewhat longer periods. (3) In Hodgkin’s dis-

ease, and lymphosarcoma, most patients are im-

proved, some in a dramatic manner. There may
also be improved response to other forms of ther-

apy to which the patient had become resistant.

(4) Chief effects in multiple myeloma are im-

proved appetite and reduced toxicity. Bone pain

has been reported unaltered. (5) In chronic granu-

locytic leukemia, there is apparently little indica-

TABLE I.

Disease
Number

of

Cases

Per

cent

Good

Per

cent

Fair

to

Poor

Per

cent

Failure

Acute leukemia, unspecified 56 34 66 0
Acute lymphatic leukemia 38- 71 29 0
Acute granulocytic leukemia 14 35 30 35
Acute monocytic leukemia 14 7 0 93
Chronic lymphatic leukemia 21 0 100 0
Chronic granulocytic leukemia 6 0 17 83
Hodgkin's Disease 13 70 30 0
Lymphosarcoma 20 60 40 0
Multiple Myeloma 8 38 49 13
Mycosis Fungoides 3 33 67 0

tion for use of the hormones. Cases have been
reported in which they appeared to precipitate an
exacerbation. 1

In patients treated at the VA Hospital in Lin-

coln, as will be seen from the case reports below,
some of these effects or combinations of them
were demonstrated.

CASE REPORTS

Case No. 42-437 White male, age 25 years.

Chronic monocytic leukemia. Treated by transfu-

sions. Cortisone for five days in terminal phase.

Death in fifteen months from onset.

He had weight loss, anorexia, and nausea and
vomiting in October, 1949, while in service. Diag-
nosis of monocytic leukemia was based on blood
smear and bone marrow. He improved after mul-
tiple transfusions and was discharged from the

service.

He was admitted to Veterans Administration
Hospital, Lincoln, Nebraska, November 24, 1950,

117
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with marked enlargement of liver and spleen,

slight enlargement of peripheral nodes and bone

tenderness. Leukocyte count was 32,800, with 40

per cent typical, mature-type monocytes and 6 per

cent “blast” cells. He was given numerous trans-

fusions, but developed numerous superficial ab-

scesses and had numerous bouts of fever and

toxicity.

White cell count on 1-2-51 was 56,800, with 90

per cent monocytes. Cortisone 300 mgm. per day

was given on 1-1-51 and 200 mgm. per day until

1-6-51. There was reduction in the fever and gen-

eral toxicity for about 48 hours after cortisone

was started, but thereafter he declined rapidly,

expiring 1-8-51.

Permission for necropsy was not obtained.

Case No. 43-865 White male, age 33 years. Acute
granulocytic leukemia. Treated with ACTH for

four days. Death in two months from onset.

About the first of April, 1951, he developed ma-
laise and a little fever. On 5-15-51, tonsillectomy

was done. Postoperatively, bleeding was difficult

to control, he became febrile, the tonsillectomy

site did not heal, and a palpable spleen was dis-

covered.

He was admitted to Veterans Administration

Hospital, Lincoln, Nebraska, on 5-25-51, with a

temperature of 104.6 °F.; liver and spleen were
markedly enlarged and tender. There was no pe-

ripheral lymphadenopathy. Hemoglobin was 5.9

grams. White blood count was 65,000, with 3 per

cent polys, the remainder very immature granu-

locytes with a large percentage of “blast” cells.

Bone marrow consisted almost entirely of mye-
loblastic cells.

Transfusions and penicillin were given. Temper-
ature to 104°F. persisted. ACTH, 200 mgm. per

day, was started on 5-28-51. Fever was reduced,

and he was less toxic. By 5-31-51, fever again in-

creased, the temperature reaching 106.6°F. the

following day. He expired 6-2-51.

Necropsy examination showed multiple hemor-
rhages in skin, pleura, pericardium, peritoneum,

spleen, liver and adrenals. Histologically, all tis-

sues showed extreme infiltration by very imma-
ture granulocytic cells.

Case No. 45-265 White male, 56 years old. Acute
lymphatic leukemia. Treated with cortisone five

weeks. Death in three months from onset.

In November, 1951, he had developed a sudden
phlebitis in the left leg. Enlarged lymph nodes and
a palpable spleen were discovered. White blood

count was 129,000, with 50 per cent immature
lymphocytic forms. Bone marrow consisted almost
entirely of lymphoblasts.

He was started on cortisone, 200 mgm. per day,

on 12-6-51. On 12-11-51 the white blood count was
70,000, with many immature and stem cells. By
1-14-52 there were numerous ecchymoses, and one
area of skin infiltration. No palpable splenomegaly
or peripheral lymphadenopathy. White blood

count was 56,000. Cortisone was stopped on that

date.

On 1-19-52 he had intra-ocular, gastro-intestinal

and genito-urinary hemorrhages. Cortisone, 300

mgm. per day, and aminopterin were started. He
was also given transfusions and antibiotics. He ex-

pired on 1-26-52, and at that time the white blood

count was 380,000.

Postmortem examination revealed extensive

gross hemorrhages into all organs. Histologically

there were marked leukemic infiltrates in all tis-

sues. There was extensive proliferation of stem
cells, believed to be lymphoblasts, in the bone
marrow.

Case No. 45-179 Twenty-two year old white male
with acute lymphatic leukemia. Treated with corti-

sone, nitrogen mustard, ACTH, and aminopterin.

Death in five months.

In October, 1951, he had developed malaise and
lymphadenopathy. Blood count was considered

normal. Cervical lymph node biopsy was reported

as reactive hyperplasia. By 11-20-51 the white

blood count was 75,000; hemoglobin 7.3 grams.

Peripheral smear indicated acute lymphoblastic

leukemia. He was given cortisone (exact amount
unknown—probably 200 mgm. per day) for four

days beginning 11-28-51. He received ten transfu-

sions in the following two weeks. Cortisone was
again given from 12-24-51 through 1-2-52. White
blood count on 12-31-51 was reported to be 21,000.

He was admitted to Veterans Administration

Hospital, Lincoln, Nebraska, on 1-3-52, at which
time there was generalized enlargement of the

peripheral lymph nodes, but no mediastinal aden-

opathy. The liver and spleen were enlarged. Hemo-
globin 12.5 grams; white blood count 17,500, with

many immature cells of the erthyroid, granulocytic

and lymphocytic series. Bone marrow contained

immature and blast cells of all series, with very

few mature cells. Lymph-node biopsy suggested

lymphoblastic leukemia.

He completed a course of 24 mgm. of methyl Bis

on 1-12-52. There was considerable decrease in

size of the liver, spleen and lymph nodes. White
blood count was 4,800, with 63 per cent mature
granulocytes. On 1-22-52 white blood count was
12,000.

By 2-3-52 the lymph nodes had increased to

greater than their pre-treatment size. The spleen

occupied approximately one-half the abdomen.
There were numerous petechial hemorrhages.

White blood count on 2-5-52 was 145,000; hemo-
globin 11.8 grams.

ACTH, 150 mgm. per day, was started. White
blood count on 2-7-52 was 93,000, and aminopterin

was started. There was marked clinical improve-

ment. White blood count on 2-12-52 was 3,000;

hemoglobin 13.4 grams. The peripheral smear ap-

peared “normal.” On 2-14-52 ACTH was reduced

to 50 mgm. per day. White blood count on 2-21-52

was 5,450; hemoglobin 13 grams. Spleen had de-

creased 50-75 per cent in size.
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By 3-3-52, the spleen and lymph nodes were
again enlarged. White blood count was 19,900. He
was given a second course of methyl Bis. White
blood count on 3-10-52 was 5,200. Five days later,

lymphadenopathy and splenomegaly were increas-

ing, and white blood count was 93,000. On that

date (3-15-52) cortisone, 200 mgm. per day, was
started. By 3-21-52 the nodes were a little smaller,

but the spleen was larger. By 3-27-52 white blood

count was 154,000, and splenomegaly had increased

greatly. He expired 4-3-52.

At necropsy, the spleen weighed 2500 grams,

and the liver 3800 grams. There was marked en-

largement of all nodes, and gross and petechial

hemorrhages in all organs. There was extensive

leukemic infiltration in all tissues histologically.

The marrow was almost completely replaced by
stem cells—believed to be of the lymphocytic

series.

(In spite of his apparently turbulent course,

this patient spent comparatively few days in a

hospital bed. He was able to attend a dance four

days before he expired.)

Case No. 44-712 A 23-year-old white male with
subacute lymphocytic leukemia, subleukemic type.

Treated with ACTH, nitrogen mustard, and corti-

sone. Death in seven and one-half months.
In September, 1951, he had malaise and felt

weak. On 10-5-51, the peripheral nodes were very
slightly enlarged, and there was bone tenderness.

Hemoglobin 13.4 grams; white blood count 8,400.

Bone marrow showed extensive infiltration by
very immature lymphocytic cells. Lymph-node
biopsy was inconclusive. Repeated white blood
cell counts were all under 8,000, and the routine

differential cell counts were not considered ab-

normal.

Anorexia and malaise were marked. Anemia in-

creased, and several transfusions were necessary.

On 11-26-51 he was started on ACTH, 100 mgm.
per day. There was marked symptomatic improve-
ment. No more transfusions were needed. White
blood count on 12-17-51 was 9,800. A bone marrow
on 12-26-51 showed little resemblance to the pre-

vious picture; erythropoiesis and granulocytopoie-
sis were quite active, and only very rare abnormal
cells were seen. ACTH was reduced gradually,

and was discontinued on 1-10-52.

He did well until 2-13-52 when he again had
bone pain and fever. Hemoglobin 14.1 grams;
white blood count 11,300. Bone marrow on 3-5-52

again showed extensive infiltration by immature
lymphocytic cells. He was given methyl Bis with
no response. Spleen and liver became enlarged.

Cortisone, 150 mgm. per day was started on 3-10-

52 with prompt alleviation of all symptoms. White
blood count on 3-14-52 was 2,700; hemoglobin 14.1

grams. Spleen and liver were smaller. Cortisone
was stopped on 3-26-52. White blood count on
3-31-52 was 3,350; hemoglobin 8.0 grams.
On 4-14-52 he developed sudden, severe abdom-

inal pain. The liver was markedly enlarged, and

there was slight jaundice, but no lymphadenopa-

thy. White blood count was 2,750 with very few

granulocytes, an occasional blast cell, and the re-

mainder normal appearing lymphs. ACTH, 100

mgm. per day, was started that date. Jaundice and

anemia increased, and abnormal hemagglutination

reactions were encountered. He expired 4-17-52.

At necropsy, both the liver and spleen were
markedly enlarged. All organs showed extensive

gross and petechial hemorrhages. Abdominal
lymph nodes were slightly enlarged. Histologically,

there was moderate leukemic infiltration of all

tissues, with marked infiltration of the heart, liver,

spleen and kidneys.

(This patient was able to be comparatively

active after ACTH was started. He returned to

the hospital only three days prior to death.)

Case No. 45-203 White male, age 31 years, with

an idiopathic anemia for five years, culminating in

chronic lymphatic leukemia with leukemia cutis.

Treated with transfusions, nitrogen mustard, and
ACTH. Death in fifteen months after the diagnosis

of leukemia.

At the age of 25 he had developed a macrocytic

anemia. Extensive investigation failed to indicate

its basis. Free hydrochloric acid was present in

gastric contents. Several bone-marrow studies re-

vealed hypoplasia only. Treatment with proteo-

lyzed liver and liver and iron produced no re-

sponse. Multiple transfusions were necessary from
time to time. After two years, his spleen became
palpable. Bone marrow examination was un-

changed. Splenectomy and lymph node biopsy

were done; histological examination yielded no
additional information. Anemia persisted, and
transfusions were necessary at intervals of four to

six weeks. Recurrent bouts of infection occurred.

During an episode of pneumonitis in March,
1951, (at which time he was 30 years old) the leu-

kocyte count was found to be 200,000, with 94 per
cent lymphocytes. Bone marrow at that time was
considered typical of acute lymphatic leukemia.
He also had evidence of myocardial insufficiency,

which responded to treatment, as did the pneu-
monitis.

During the following six months, the leukocyte
count varied from 30,000 to 60.000, with 80 to 90

per cent lymphocytes. The usual numbers of trans-

fusions were required. By October, 1951, he had
developed psoriaform skin lesions over the lower
chest and upper abdomen. Biopsy revealed a

lymphocytic type of leukemia cutis. On 1-15-52 he
was started on a course of methyl Bis. There was
slight improvement in the skin lesions, but no
change in the leukocyte count or hemoglobin
values. Liver became palpable four inches below
the costal margin.

Six weeks later, the skin lesions had increased
in size and number. ACTH, 60 mgm. per day, was
started on 2-22-52 and after two days was increased

to 80 mgm. per day. On 2-27-52 he developed pul-

monary edema, peripheral edema, and runs of
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supraventricular and ventricular tachycardia.

ACTH was stopped, the arrhythmias were con-

trolled with quinidine, and the myocardial failure

was combatted with mercurial diuretics. Little—if

any—improvement in the skin lesion was detect-

able.

The subsequent course was steadily down hill.

The skin lesions spread. The liver enlarged until

it reached the pubes, and the left iliac crest.

Tumor masses developed in the nares. Adequate
hemoglobin levels were maintained only by fre-

quent transfusion. White cell count continued at

25,000 to 50,000, with about 80 per cent lympho-
cytes. Nitrogen mustard was repeated on 5-8-52

without significant response. His precarious myo-
cardial status precluded further hormone therapy.

He expired 5-22-52.

At autopsy, the liver weighed 7,250 grams. Car-

diac hypertrophy was marked. Abdominal and
thoracic lymph nodes were enlarged. Histologi-

cally, there was diffuse lymphocytic infiltration.

There was a nodular leukemic infiltrate through
the myocardium of the apex of the left ventricle.

Case No. 44-927 A 60 year old white male with
multiple myeloma. Treated with ACTH. Death in

six and one-half months.
This man entered the hospital 11-14-51 because

of increasing constipation and weight-loss for nine
months. Physical examination was not unusual
except for emaciation. The hemoglobin level was
8.1 grams, and the white blood count was 11,850.

Total serum protein was 10.02 grams per cent, al-

bumin 1.9, and globulin 8.29. Urine was negative
for Bence-Jones protein. Bone-marrow study on
11-23-51 showed 14 per cent plasma cells scattered

throughout the preparation. Another marrow ex-

amination on 11-26-51 revealed clusters of typical

myeloma cells. There were no typical bone changes
on x-ray examination.

Although several attempts were made, he was
unable to tolerate urethane therapy because of

gastrointestinal upset. He had no bone pain, but
had much abdominal distress with frequent vomit-
ing. Because of his extreme discomfort and per-

sistent anemia in spite of transfusions, he was
started on ACTH, 150 mgm. per day, on 3-4-52.

There was marked symptomatic improvement. He
was able to go home. ACTH was stopped after

one week. By 3-28-52 nausea, vomiting, and weak-
ness had recurred; the hemoglobin at that time
was 10.6 grams. He was started on Acthar gel, 40
mgm. pei- day, with immediate symptomatic relief.

He developed marked moon-facies and urinary
frequency, but no edema, glycosuria, or albumi-
nuria, and no hypertension. ACTH was stopped
4-18-52, so he could again go home. The total pro-

tein at that time was 8.4 grams per cent, albumin
3.01, and globulin 5.39.

He returned in three days, with signs of cardiac

failure. There was cardiac enlargement and pul-

monary congestion, but no peripheral edema.
The liver was not palpable, although the spleen

could be felt. The hemoglobin was 9.9 grams, NPN
120 mgm. per cent, and creatinine—4.4 mgm. per

cent. The creatinine rose to 10 mgm. per cent, and
he expired on 5-1-52.

At postmortem, the heart, lungs and liver were
not grossly enlarged. Spleen weighed 240 grams
and was quite firm. Histological examination
showed clumps of plasma cells in the spleen and
kidneys. The normal bone marrow had been
largely replaced by packed plasma cells.

Case No. 45-807 A white male, age 35 years,

with Hodgkin’s disease. Treated with nitrogen

mustard, ACTH and x-ray. Death in nine months
from onset of symptoms.

In September, 1951, he had developed fatigue

and malaise, which persisted. By January, 1952,

he had lost weight, was anorexic, and had a tender

sternum. Six weeks later, a persistent daily fever

developed. Cervical lymph-node biopsy at that

time was indicative of Hodgkin’s disease.

On 3-27-52 the leukocyte count was 5,000, with

80 per cent neutrophiles, 2 eosinophiles and 18

lymphocytes. Red cell count was 3,800,000; hemo-
globin 10.6 grams; sedimentation rate 52 mm. per

hour. There were palpable lymph nodes in the

cervical chains, the largest about two centimeters

in diameter. One-centimeter nodes were palpable

in the axillary and inguinal area. The liver was
barely palpable. Roentgenogram of the chest

showed paratracheal and left lower hilar adenopa-
thy.

He was given transfusions, and a course of

methyl Bis was started on 3-31-52. For five days
thereafter, the temperature was normal, but then

it rose to 100°F. daily. A chest x-ray ten days after

treatment revealed demonstrable reduction in the

size of the mediastinal and hilar nodes. A film

taken 12 days later, however, showed them to be
approximately their former size.

He was started on ACTH, 75 mgm. per day, on

4-

24-52. Within 24 hours, the fever diminished, his

appetite improved, and he felt much better. The
peripheral lymph nodes did not change, and a

chest x-ray eight days later showed no change in

the appearance of the mediastinal nodes.

On 4-28-52, ACTH was reduced to 40 mgm. of

the gel preparation, with prompt recrudesecence

of fever to 102°F. When this was increased to 50

mgm. per day, however, he became asymptomatic.

Blood values remained within normal limits. Roent-

gen therapy to the mediastinum was begun on

5-

12-52, ACTH being continued. Irradiation was
completed 5-21-52, and ACTH was stopped. His

temperature promptly went to 104°F. daily. Cor-

tisone, 150 mgm. per day, was started on 5-26-52,

with no apparent effect on the fever, toxicity or

adenopathy. Also, while on cortisone, he developed

jaundice. On 6-2-52 the total serum bilirubin was
7.9 mgm. per cent; red cell count 3,000,000; hemo-
globin 9 grams; leukocyte count 5,000. The spleen

became palpable. Cortisone was discontinued on

6-

3-52 when he developed edema and ascites. Nu-
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merous transfusions were given. A course of nitro-

gen mustard was repeated on 6-6-52, with some
decrease in size of peripheral nodes and spleen.

However, a daily temperature elevation to 103°F.

persisted. By 6-10-52 the jaundice had deepened,

and the spleen had become larger. A right lower

lobe pneumonitis appeared; tachycardia developed,

and the total leukocyte count dropped to 425, with

50 per cent neutrophiles and thirty per cent mono-
cytes. He expired on 6-19-52.

At postmortem examination, there was marked
enlargement of the nodes in the mediastinum,

porta hepatis, and about the celiac axis. The liver

and spleen were moderately enlarged. Histologi-

cally, the picture was considered that of Hodgkin’s

sarcoma.

Case No. 47-370 A white male, age 57 years, with

reticulum cell sarcoma and mycosia fungoides.

Treated with ACTH, nitrogen mustard, and trans-

fusions. Doing well after 24 months.

In May, 1951, this postal clerk developed ma-
laise and fever, for which antibiotics were given.

An erythematous skin eruption appeared, and he
developed a generalized lymohadenopathy. Cervi-

cal lymph-node biopsy indicated reticulum-cell

sarcoma.

He was acutely ill on admission to the Veterans
Administration Hospital, Lincoln, Nebraska, on
6-19-51. Temperature 103°F. There was a general-

ized erythematous skin eruption, with much ex-

foliation, scaling, crusting and oozing. The mucous
membranes were clear. Firm, discreet two-to-three-

centimeter nodes were palpable in the axillae.

There were similar, though smaller, cervical epi-

trochlear and inguinal nodes. The liver and spleen

were not enlarged. Leukocyte count was 5,100,

with 60 per cent neutrophiles, 32 per cent lympho-
cytes and 1 per cent monocytes. Hemoglobin 11.8

grams. Red blood count 3,850,000. Blood chemistry
studies were within normal limits.

On 6-21-51 ACTH, 160 mgm. per day, was
started. Temperature became normal that day. The
skin lesions improved considerably, but did not

disappear. He became markedly edematous while
receiving ACTH. The edema was controlled by
sodium restriction and diuretics. The ACTH was
gradually reduced and was discontinued on 7-10-

53. By that date, his entire body had become
deeply and darkly pigmented. He continued afe-

brile.

Biopsy of an axillary node and of a skin lesion

was carried out on 7-5-51. Histologically, the node
was typical of malignant lymphoma of the reticu-

lum cell type. The skin showed marked lympho-
blastomatous infiltration, compatible with mycosis
fungoides. In addition, there was a marked in-

crease in the amount of melanin present.

The hemoglobin remained at low levels, and he
was given several transfusions. On 7-18-51, a

course of 28 mgm. nitrogen mustard was begun.

His temperature jumped to 102° to 104°F. daily

during this therapy, and he was moderately febrile

at intervals for the following two weeks.

Approximately one month after the nitrogen-

mustard therapy, his skin was almost entirely

clear, except for the deep pigmentation. The
lymphadenopathy was greatly reduced; and he

felt generally much stronger. At the time of dis-

charge, on 10-28-51, he had gained 28 pounds. His

white blood count was 5,200, his hemoglobin 13

grams, and his red blood count 4,000,000. Periph-

eral nodes were palpable, but much smaller than

originally.

He returned to work, and was subsequently re-

examined at three-month intervals. On 2-20-53,

the skin pigmentation was barely noticeable.

There was not considered to be any significant

lymphadenopathy. The hemogram values were
essentially normal.

results

One patient with acute granulocytic leukemia

was given ACTH. There was transient reduction

in fever and general toxicity during the first 72

hours. Symptoms then exacerbated, and he died

on the fifth day of treatment.

One patient with monocytic leukemia in a ter-

minal state was given cortisone for five days.

There was a transient reduction in fever and tox-

icity for 48 hours, followed by an exacerbation of

symptoms. Death occurred on the seventh day
after treatment was started.

Three patients with acute lymphocytic leu-

kemia were treated with cortisone, ACTH, amin-
opterin, transfusions and nitrogen mustard in var-

ious combinations. Periods of clinical improve-
ment varied from four to ten weeks. Reduction of

enlarged lymph nodes, spleen and liver took place

in all three patients. There was reduction in total

white cell counts, and improved hemoglobin values
for variable periods in all cases. The need for

transfusions was diminished. While receiving
ACTH, one patient showed marked alteration of

the bone-marrow picture towards normal. Two pa-

tients had symptomatic and objective improvement
from cortisone after they had previously had
ACTH, but then exacerbation occurred. One of

these was improved for two weeks, the other for

five weeks. All these patients expired in a ful-

minating exacerbation while receiving cortisone or
ACTH. One displayed abnormal hemagglutinin
reactions during this period, while on ACTH.
One patient with leukemia cutis due to chronic

lymphatic leukemia was unable to tolerate 80
mgm. of ACTH per day and developed cardiac
failure. There was no significant improvement in

his skin lesions.

A patient with mycosis fungoides, apparently
due to reticulum cell sarcoma, received ACTH in

doses up to 160 mgm. per day. The skin lesions
improved, but did not disappear. Anemia did not
improve. He developed marked salt and water re-

tention, even on reduced doses of the hormone.
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Intense melanin deposits in the skin appeared

while he was receiving ACTH. He had a subse-

quent excellent response to nitrogen-mustard ther-

apy-

On two occasions, a 60 year old man with mul-

tiple myeloma was completely relieved of inca-

pacitating abdominal discomfort and nausea by

ACTH. His need for transfusions was reduced,

there was reduction of his serum globulin from

8.29 grams per cent to 5.3 grams per cent, and his

albumin increased from 1.9 to 3.01 grams per cent.

He expired from renal failure 12 days after the

second course of ACTH was completed.

One patient with Hodgkin’s disease was given

ACTH. Fever and toxicity were significantly im-

proved. There was no change in peripheral or

mediastinal lymph nodes. Exacerbation of fever

occurred promptly after ACTH was stopped, in

spite of irradiation. There was no response to cor-

tisone, and he developed a hemolytic episode while

on that agent. There was no response to a further

course of mustard, and he expired. ’

CONCLUSIONS

ACTH and cortisone are not substitutes for

other forms of therapy—transfusions, x-ray, the

nitrogen-mustard compounds, urethane, and the

folic acid antagonists. The indications for such

agents have not changed. In some instances, the

steroid compounds may be combined with other

therapy to prolong or induce a remission which
might not otherwise occur. They enable some pa-

tients to be active to a degree that would not

otherwise be possible, but the eventual prognosis

has not been altered.

Every patient with a proliferative leukocytic

disease, whatever the type, is an individual prob-

lem. Response to treatment can be determined
only by clinical trial, and can be objectively evalu-

ated only in retrospect. These patients have exten-

sive neoplastic infiltrates, and myocardial or renal

insufficiency may be precipitated abruptly by
amounts of ACTH or cortisone which are not ade-

quate either to affect the underlying disease or to

control its symptoms.

SUMMARY

1. The effects of cortisone and ACTH in the

treatment of leukemia and lymphoma are reviewed
briefly.

2. Case reports of nine patients, all of whom re-

ceived ACTH or cortisone as part of their treat-

ment, are presented.

BIBLIOGRAPHY
1. Rosenthal. M. C., Saunders, R. H., Schwartz, L. I..

Zannos, L., Santiago, E. P., and Dameshek, W.: The Use of
Adrenocorticotrophic Hormone and Cortisone in the Treat-
ment of Leukemia and Leukosarcoma. Blood 6:804-823,
(Sept.) 1951.

2. Griboff, S. I.: The Rationale and Clinical Use of Steroid
Hormones in Cancer, (Part II), Arch. Int. Med. 89:812-852,
(May) 1952.

3. Stickney, J. M., Heck, F. J., and Watkins, C. H.: Corti-
sone and ACTH in the Management of Leukemia and
Lymphoblastoma. Proc. Staff Mayo Clinic 25:488-89, (Au-
gust 16) 1950.

4. Suzman, M. M., Goldberg, B., and Hirsch, H.: Cortisone
in Acute Lymphoblastic Leukemia, Lancet 1:760-762, (April
7) 1951.

5. Spies, T. D.. Stone, R. E., Lopez, G. G., Milanes, F.,

Toca, R. L., and Reboredo, A. : Response to ACTH and
Cortisone in Persons with Carcinoma, Leukemia and
Lymphosarcoma, Lancet 2:241-244, (August 12) 1950.

6. Pearson, O. H., and Eliel, L. P.: Use of ACTH and Corti-
sone in Lymphomas and Leukemias. J.A.M.A. 144:1349-
1353, (Dec. 16) 1950.

7. Proceedings of Third Annual Meeting of Blood Club:
ACTH in Leukemia. Blood 5:785-792, (August) 1950.

State University of Iowa College of Medicine

Clinical Pathologic Conference

January 6, 1954

SUMMARY OF CLINICAL FINDINGS

A 66-year-old white female suffered a gasoline-fire

burn at 7:30 a.m. on January 9, 1953. Her family

physician diagnosed the injury as third degree and
estimated the burned area at 95 per cent of the

body surface. A quarter-grain of morphine was
administered at 10 a.m. and repeated at 1:40 in

the afternoon. Five hundred cc. of plasma, 250 cc.

of 5 per cent dextrose and saline, and 50 mg. of

cortisone were given. After having been wrapped
in vaseline gauze and elastic bandages, the patient

was transported to the University Hospitals, where
she was first seen at 3: 15 p.m. At this time she

was not responsive to stimulation, and her breath-

ing was obstructed, necessitating introduction of

a pharyngeal airway. An immediate cut-down was
used to expose the long saphenous vein at the

right ankle, and saline infusion was started. The
respirations at this time were 6 per minute, and

the pulse was 80-90 per minute. Caffeine, sodium

benzoate, and restriction of further opiates were
effective in treatment of the respiratory depres-

sion. Penicillin, 50,000 units every three hours

intramuscularly, was started.

A skin-test dose of tetanus antitoxin was ad-

ministered, followed in one-half hour by 2,000

units of tetanus antitoxin intramuscularly. At 5

p.m. the CO -2 combining power was 42.6 volumes

per cent, the blood chlorides were 116 mg./l., the

blood urea nitrogen was 22 mg. per cent, and the

creatinine was 2.5 mg. per cent. Additional blood

studies showed hemoglobin 15 gm. per 100 ml.; red

blood cells, 6 million per cu. mm.; and white blood

cells, 20,000 per cu. mm.
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At 12 p.m. the respirations were 10 per minute

and of good volume. The patient was putting out

an adequate amount of urine, with a specific grav-

ity of 1.016. The Fantus test revealed 4.0 gm./l. of

chloride in the urine. Urine was collected continu-

ously by catheter, and the volume and specific

gravity were recorded each half hour. No addi-

tional sodium chloride was given, and the intra-

venous infusion was kept open with 5 per cent

glucose. The total intake was 7,000 ml. for the first

24 hours. This included 1,000 ml. of plasma, 1,000

ml. of blood, 1,200 ml. of saline, and 3,800 ml. of 5

per cent glucose.

The urinary output during this period was 395

ml. The average specific gravity was 1.022. Exam-
ination of the patient was difficult because of the

extensive dressing. The original dressing was not

disturbed. Examination of the pharynx revealed

some blistering of the mucosa, but there was no

respiratory obstruction. The heart tones were nor-

mal and regular. The lungs seemed to be clear as

far as could be determined by auscultation through

the dressings. The patient responded only to the

extent of opening the eyes when talked to.

During the second 24-hour period, the patient

received 9,250 ml. of fluid, which included 1,250

ml. of plasma, 1,000 ml. of blood, 800 ml. of saline,

1,500 ml. of 1/6 molar sodium lactate, and 4,700 ml.

of 5 per cent glucose in water. The urinary output

during this period was 763 ml., with an average

specific gravity of 1.018. During this second day,

the body temperature became elevated to 102°F.

Her pulse reached 120 per minute, and her breath-

ing became more rapid. The hemoglobin, which
had been around 15 or 16 gm., reached a maxi-

mum level of 18.9 grams per 100 ml., with a red

blood count of 6.27 per cu. mm. and a hematocrit

level of 65 per cent. The patient was still respond-

ing to commands by moving her eyelids and head.

During the third 24-hour period, 2,600 ml. of

fluids were administered, including 500 ml. of

blood, 500 ml. of plasma, and 1,600 ml. of 5 per

cent glucose. The urinary output during this pe-

riod was 1,406 ml. There was no evidence of pul-

monary edema. The patient seemed more restless

and began moving her lower extremities. Rest-

lessness decreased after aspiration of the orophar-

ynx. There was slight bleeding from the raw,

granulating areas in the mouth and pharynx. The
hemoglobin level was 15 gm. per 100 ml., and the

red blood cell count was 5.05 per cu. mm.
During the fourth day 1,000 ml. of blood and

1,600 ml. of 5 per cent glucose were administered,

and the urinary output was 1,085 ml.

The patient died quietly at 5 p.m. on January 13,

1953, 94 hours after a third degree burn of most
of her body surface. The urinary output had been
decreasing for two or three hours preceding death.

CLINICAL DISCUSSION

Dr. Edward E. Mason, Surgery: The case today

is that of a 66-year-old white female who was ad-

mitted to the hospital about six hours following a

burn. She was accompanied by a nurse who gave

us the report that the burn covered about 95 per

cent of her body surface. Since the burn had been

well-dressed and there were other more pressing

problems, no attempt was made to re-estimate the

burned surface, and the entire treatment was car-

ried out on the basis that this probably was a 95

per cent surface burn. In addition, I would like to

stress the facts that this patient was given mor-

phine by hypodermic injection prior to admission

to the hospital and that during the first few hours

of the patient’s care, treatment was directed to

combating respiratory depression.

The amount of fluid that was given, you will

notice, contained considerably more glucose and

less saline than one would think a patient should

have. Those who cared for the patient said that

their purpose had been to prevent pulmonary

edema. There was evidence of burns about the

mouth and pharynx, with probable damage to the

tracheal-bronchial tree. Likewise, they felt that

by means of an occasional Fantus test they could

tell from the amount of chloride found in the

urine whether or not enough electrolyte solution

had been given.

Blood pressure could not be followed because

there was no uninvolved extremity where blood

pressure could be obtained. Judgment as to ade-

quacy of treatment was based almost entirely

upon the rate of urinary output, which was meas-

ured and recorded every 30 minutes. One might

ask the question, “Why was such energetic treat-

ment given to a patient with a 95 per cent body
surface burn?” That carries us into philosophical

problems which I don’t think should be discussed

at this time; but the best care was given, even
though we know that anything over a 50 per cent

third-degree burn will usually cause death.

Are there any questions about the protocol be-

fore we discuss the findings at postmortem?
Dr. Elmer L. DeGowin, Medicine: What’s the

evidence for depression of the respirations by
morphine?

Dr. Mason: Whether it was due to the morphine
or not, you might well argue. The referring physi-

cian and his assistants were greatly concerned
about the respiratory depression when she came
in, and I think it was, and is, a good idea to give

morphine intravenously to a patient in whom ab-

sorption of subcutaneous morphine may be slowed
up because of shock or poor circulation. We don’t

know whether or not this patient was necessarily

having a lot of pain. It is reasonable to suppose
that she was, but with such a severe burn, she
might not have had such pain as would require
more than a quarter grain.

Dr. John R. Carter, Pathology: The autopsy
findings in this case were rather characteristic of

acute thermal burns. The patient had first, second,

and third degree burns, and it is estimated that

these burns involved approximately 80 to 90 per
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cent of the body surface. Admittedly, it was rather

difficult to ascertain whether or not they were
third degree burns without the aid of a micro-

scope. As the vaseline dressings were removed,

much of the skin came with them. The majority of

the sections of skin and subcutaneous tissues that

we obtained, particularly those from around the

face, neck, shoulders, and upper trunk, were of a

third degree nature microscopically. There was
involvement of the dermis as well as the skin ap-

pendages. The face, neck, shoulders, and upper

trunk were decidedly more involved than was the

rest of the body. Generally over the entire body,

the subcutaneous tissue was edematous. Each of

the pleural spaces contained 350 cc. of serosan-

guineous fluid. The lower lobes of both lungs were
exceedingly edematous, but the upper lobes were
relatively normal. The lower lobes likewise showed
multiple infarcts, as well as foci of bronchopneu-
monia—also common findings in a case of this

type. There was no fluid in the abdominal cavity,

and only 30 cc. of fluid in the pericardial sac. *

Petechial hemorrhages of the serosal surfaces

were present. The heart, microscopically, revealed

a so-called toxic myocarditis. It was very flabby

and pale yellow, and histologically it revealed evi-

dence of early degenerative changes characterized

by loss of the striations and intercalated discs, as

well as by the presence of focal accumulations of

lymphocytes. One of the striking features refer-

able to the respiratory tract was the severe con-

gestion and edema of the tracheal mucosa and the

mucosa of the main stem. The changes produced
by the inhalation of hot gases were quite compar-
able to those described so vividly in victims of

the Coconut Grove fire of a few years ago.

The stomach revealed 30-40 superficial ulcers

—

typical Curling’s type. They were shallow, and
they did not involve the muscularis. Around these

ulcerations were foci or halos of congestion, which
are rather characteristic of this type of ulcer. Al-

though there were no ulcerations of the large

bowel or small bowel, there were what were inter-

preted to be beginning thromboses of some of the

sub-mucosal vessels. The liver showed a very dif-

fuse fatty metamorphosis, but there was no evi-

dence of hemorrhage or necrosis. The kidneys re-

vealed evidence of a very early lower-nephron
nephrosis. At the time of autopsy the blood urea
nitrogen was 65 mg. per cent, and the creatinine

was 2.5 mg. per cent, so that any significant degree
o J nitrogen retention certainly was not present at

that time. In addition, there were multiple recent

infarcts, together with thrombi leading in to these

infarcts.

The adrenals, as you might suspect, also showed
changes. These changes are not pathognomonic of

burns. They have been described in other stress

type reactions, but they did not show the extreme
intracytoplasmic vacuolization of the glomerulosa

and fasiculata layers. A Meckel’s diverticulum and

calcified trichina larvae were found in the dia-

phragm.
I might anticipate a question that you may have

regarding the cause of the ulcerations and the in-

farcts. Hemoconcentration is always a factor

which results in increased stickiness of the blood.

Molton, a few years ago, described increased

stickiness of platelets and devised a test which
had to do with the passage of blood through glass

wool. In burn cases, blood does show increased

stickiness, as do the platelets when so tested.

Then, lastly, the sludging of blood (the work of

Knisely) has to be considered here too. At any
rate, the infarcts in this case occurred predomi
nantly in the kidneys and lungs. As regards what
may have caused the ulcers of the rectum and of

the stomach, we could find no definite thrombi,

but presumably the ulcers may have resulted from
the sludging of the blood. That is still a rather

moot point.

In summary, the rather characteristic findings

of severe burn and complications thereof were
found in this particular patient.

SUMMARY OF NECROPSY FINDINGS

There were 1st, 2nd, and 3rd degree burns, pre-

dominantly the latter, involving an estimated 85

to 90 per cent of the body surface. There was evi-

dence of minimal to moderate lower-nephron

nephrosis, in the form of tubular epithelial necro-

sis and regeneration. Thrombi were found in many
of the small arteries of the lungs, and there were
numerous small, recent infarcts of the lungs,

spleen, and kidneys. The lower lobes of both lungs

were the site of rather extensive bronchopneu-
monia, congestion, and edema. The tracheal and
upper bronchial tissues showed extreme conges-

tion and edema, with evidence of recent mucosal
regeneration. There were numerous superficial

ulcerations, Curling’s type, of the gastric mucosa.

Moderate toxic myocarditis and fatty metamor-
phosis of the liver were present.

Incidental findings included arteriosclerotic kid-

ney disease, Meckel’s diverticulum, a solitary con-

genital cyst of the liver, and calcified trichina lar-

vae in the diaphragm.

Death was due to extensixe thermal burns and
complications resulting therefrom.

NECROPSY DIAGNOSIS

Thermal burns, 1st, 2nd, and 3rd degree, ex-

tensive.

Bronchopneumonia, acute, lower lobes, bilateral.

Multiple recent infarcts of lungs, spleen, and
kidneys.

Fatty metamorphosis of liver.

Multiple Curling’s ulcers, stomach.

Arteriosclerotic kidney disease.

Trichinosis, inactive.

Dr. DeGowin: I’d like to ask if there is any real

clinical evidence that the restriction of electrolyte

fluid administration can prevent or serve to de-
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crease the amount of edema in a patient with

burns in the tracheal-bronchial tree?

Dr. Mason: Dr. Carter, would you care to answer

that?

Dr. Carter: In this particular case it did not

seem, in going over the material both grossly and

microscopically, that all of the pulmonary edema
that she had in the lower lobes could be explained

entirely on the basis of pneumonia, but the ques-

tion is a very hard one to answer. I do think it is

important to bear in mind that the upper lobes of

these lungs were perfectly dry. She did not drown
in her own fluid, so to speak. The other thing to be

remembered, too, is that the tracheo bronchial

tree was badly damaged, as I have mentioned. The
capillaries were dilated, and the tissues were ex-

ceedingly edematous.
Dr. Mason: I have asked Dr. Ziffren to discuss

the case and also to discuss the treatment of burns

during the acute or early stage.

Dr. Sidney E. Ziffren, Surgery: As you are well

aware, a severe burn probably represents the

greatest form of stress reaction that we see in

human beings. One of the reasons we know so

little about burns is probably that we know so

little about stress. But, certainly, we have learned

a great deal about burns in the last 15 years. One
must remember that the skin is an organ. It isn’t

something that can be dispensed with. Once a hu-

man being has lost the major portion of his skin

surface, he has lost one of the major organs of his

body. It is extremely necessary to life. You may
perhaps have heard of a proposal for taking skin,

grinding it up in some type of blender, and spray-

ing it on individuals. That proposal, of course,

entirely misses the point. Skin is a very specific

type of tissue. Epidermis, dermis, fat tissue, elastic

tissue, and collagen—each of them serves its very

important function in maintaining the proper en-

vironment of the body. Not infrequently you read

of a person who has suffered a third degree
burn, say of 70 or 80 per cent of the body, and
has recovered without grafts. Don’t you believe it!

When those who report such “miracles” speak
about third degree burn, they are not speaking
about a real third degree burn. A third degree
burn is one that involves the entire thickness of

the skin, including the skin appendages. Once you
have a third degree burn, that area is not just

infected; it can never regenerate. There is nothing

to regenerate. When you see a photograph of

someone who has had a third degree burn and who
has recovered following ACTH or some other

magic medicine, you know very well that that in-

dividual didn’t have a third degree burn because
he could not regenerate his skin.

The justification for treating an individual who
comes in with a severe burn of most of his body
surface is that we don’t know whether the burn is

all third degree. If the patient under discussion

had a burn that was all third degree, of course, it

would be a very hopeless proposition, but no one

looking at an individual who has been burned can

tell at the time of injury whether the damage is

first, second, or third degree. Every third-degree

burn always has accompanying second and first

degree burns surrounding it in different areas,

and in many instances burns have been labeled

third degree, but, lo and behold, when, after ten

or fourteen days, they have been reexamined, they

are found to have healed. Of course, in other in-

stances there have been individuals whose burns

have been mislabeled second degree. When you
see them ten or fourteen days later, you find the

entire skin surface a slough. Those burns, in most
instances, were third degree from the beginning.

So one never knows, and it is incumbent upon one

to treat the patient as if he didn’t have a body
surface burn to the extent of third degree.

We have to handle two problems in this type of

case. The first is to care for the tremendous plas-

ma-volume deficit that exists. The second is to re-

place the extracellular fluid that has drained in

tremendous amounts from the uninjured parts of

the body. These people have sequestered a tre-

mendous quantity of fluid in this tissue. If you
take a normal individual and increase his body-

surface area about two millimeters in thickness,

which is practically undetectable to the eye, you
place approximately three liters of fluid in the

skin. You can imagine the tremendous amount of

fluid that escapes and is retained in this so-called

wound edema of a burn. That is why such patients

require so much fluid. In treating an individual

with a severe burn, you always have to remember
that the first 48 hours are certainly the most im-

portant from the standpoint of shock; the com-
plications that occur later represent an entirely

different story. In that first 48 hours, the individ-

ual can die of one or two complications. He can
die of undertreatment, with resulting shock and
consequent anuria, or he can die of overtreatment.

You may think it is impossible to overtreat a burn.

But, mind you, most deaths in recent years have
been the result of overtreatment. One must tread

a very narrow path. A formula is all right, cer-

tainly, if you can do nothing else; but, when you
have an individual with a terrific injury, it is, as

someone has remarked, a travesty to treat that

human being by means of a formula. A formula
adds handicaps. For instance, in an individual who
has a severe burn, you don’t know just how much
effect the depth of the burn has upon the amount
of wound edema. In addition, one per cent of the

body surface in a big man is not one per cent of

the body surface in a small woman. A burn over
the buttocks and over the scrotum can sequester
a tremendous quantity of fluid, in contrast to a

burn over the front of the chest wall, which won’t
hold as much. Thus, the size of the patient and
the locale of the burn make a tremendous differ-

ence. We do know that a burn patient can be
treated very adequately and probably most sensi-

bly by watching his urinary output. If he doesn’t
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put out any urine, either you haven t treated him

adequately enough or early enough, or he has

tremendous kidney damage so that he can’t put

out any urine. Either way, you are in a pretty

tough spot, or at least the patient is in a pretty

tough spot.

As far as I am concerned, the most accurate

method of therapy is to place an indwelling cathe-

ter in his bladder and measure his urinary output.

If an individual is putting out, say, 25 to 50 cc. of

urine every hour, you can feel well assured that

he has good kidney output, and he isn’t going to

fall into shock. First, and primarily, I would al-

ways treat one of these individuals with blood. I

don’t want to get into a long dissertation about

the advantages of blood over plasma, but at least

for the moment let me say that blood probably

has a tremendous advantage over plasma. One
starts the blood transfusion and measures the

urinary output. After the blood has run in, you

should attach a bottle, say of salt solution or a

combination of salt solution and sodium ladtate

(800 cc. of saline, 200 cc. of sodium lactate), and

have the fluid running in at 120 drops per minute.

If the individual puts out adequate urine but the

specific gravity is high, one can assume that he is

still dehydrated and requires more fluid to re-

plenish his extracellular space. It continues to run

at 120 drops per minute, and his urinary output

begins to rise. The urinary output goes to, say, 75

to 100 cc. an hour. Under those circumstances, it

is logical to assume that he is getting too much
fluid, and the rate must be slowed down. How-
ever, if you are administering this fluid at 120

drops per minute and he puts out only 15 cc. of

urine, then the natural supposition is that he

needs more blood, and immediately one substi-

tutes blood for the fluid that is running in at the

time. In that fashion one can cut down the quan-

tity of fluid the patient needs. If the patient can

take fluid by mouth, one can use a solution con-

taining a teaspoon of salt and of baking soda in a

quart of water. This will supply the electrolyte

needed with a minimal risk of creating pulmo-

nary edema.
In this individual’s case, the referring physician

and his assistants were faced with another prob-

lem. When you have an individual who is burned
and who is caught in a closed space, he suffers

burns of the mouth, the trachea, and the tracheal-

bronchial tree; he has the same sort of process

going on in his windpipe that he has on the sur-

face of his body. He has a tremendous edema tak-

ing place there. He has an exudate which may
even form a membrane. Such people not infre-

quently get hemorrhagic areas in the trachea.

They may even slough off pieces of the windpipe,

blocking portions of the lung and giving rise to an

atelectasis. Under those circumstances, one knows
that he is running a great hazard that the patient

will die of pulmonary edema. Now in an infant

or an elderly individual (certainly one over 60

years of age, and this patient was 66), you have

an additional hazard. Infants and old people can’t

stand being given tremendous quantities of fluid.

You have to tread that line very carefully, or you
are going to kill that individual by treating him
too vigoorusly.

I might mention one other point. At the end of

48 hours, an individual who is burned ordinarily

stops collecting fluid in his interstitial space. The
amount of edema that he develops follows a sort

of parobolic curve. The rate of accumulation rises

very rapidly, but begins to lessen in about 36

hours. At the end of 48 hours, practically every

one of these individuals stops accumulating fluid.

At that time, one should stop administering the

intravenous fluids, except for that which may be

necessary to take care of the usual losses of evap-

oration. The patient has been putting out large

quantities of adrenal hormones, principally gluco-

corticoid hormones—sequestering the sodium. His

kidneys are not excreting sodium. He is keeping

it all inside his body. The eosinophil count drops

precipitously, and then on the third day the eosin-

ophil count begins slowly to rise The more severe

the burn, the slower the rise. He begins to have a

diuresis, and he rids himself of this fluid. If you
keep pouring fluid into the patient, you are likely

to throw him into cardiac failure or pulmonary
edema.

Someone asked about the Fantus test. I don’t

know why they found 4 grams of chloride in the

patient’s urine. My guess would be that inasmuch

as she put out only 395 cc. that day, she may very

well have had some of that in her bladder when
she came to the hospital. But, if an individual is

putting out sodium in the urine, there are several

thoughts that come to one’s mind. The patient

may have been getting the fluid too fast; the kid-

neys may have been damaged, permitting this ma-
terial to escape from the kidneys; or perhaps the

individual is suffering from adrenal insufficiency

and can’t retain the sodium. One point here—I see

that this patient had a temperature of 102°F. These

people can’t stand high temperatures of any de-

gree. You can see why—because they have no con-

trol. The patient has lost a good portion of her

body surface that enabled her to control evapora-

tion. Therefore, you must always be sure they

aren’t surrounded by heat cradles and steam radi-

ators. and if necessary, take off the bandages. Of

course, that is still another question—these band-

ages. They have a lot of advantages and a lot of

disadvantages.

I notice that whereas on the day previously she

had a hemoglobin level of 18 grams, on the third

day she suddenly had a hemoglobin of 15 grams.

We can only assume that she had what is com-

monly known as a “false anemia.’’ After this pre-

vious period of hemoconcentration, there devel-

oped a rise of the plasma volume because she was

withdrawing the fluid from about the burned sur-



Vol. XLIV, No. 3 Journal of Iowa State Medical Society 127

face, and consequently the blood count seemingly

fell.

I think that it is very interesting to see just how
much fluid this patient received. I added up all

the fluids that she received in this four-day period.

It added up to 21,700 cc. During this time she had

a urinary output of 3649 cc. If we very generously

assume that in four days she evaporated 6000 cc.,

that would give us 9649 cc. Subtracting that from

the original 21,700 leaves us with 12,051 cc. of fluid

which is somewhere within her body, unless she

lost some with her exudate. I haven’t the slightest

idea how much she lost in this manner, but she

retained a considerable amount of fluid.

You see that perhaps she wasn’t treated ideally.

I am sure that if she had been treated originally

with blood, without the plasma, the fluid require-

ments would have been less. I am also sure that

if she had arrived at the hospital in less than eight

hours, she probably might have lasted longer, be-

cause there is no question that the 395 cc. output

in the first day played a role in her death. These

are terrible problems, demanding almost constant

attention, and the tragedy is that some patients

whom you carry through the shock phase die in

the ensuing weeks of something else.

Dr. Mason: Are there any other questions?

Staff Member: Did she receive any potassium?

Dr. Mason: There was no potassium given this

patient during the time that she was in the hos-

pital. Ordinarily the potassium in the extracellular

fluid is increased in a patient that has tissue de-

struction and damage to cells. I suppose the dan-

ger, as far as potassium is concerned, is that she

might have too much potassium instead of not

enough.

Dr. Henry E. Hamilton, Internal Medicine: She
did get potassium in the blood that was admin-

istered.

Dr. Mason: To the extent that the blood had
aged and the potassium had leaked out of the cells

in excess of what is normally in serum and to the

extent that the blood hemolized before it was
given, she received potassium in the blood she

was given.

Dr. DeGowin: Isn’t it supposed that permeability

of the pulmonary capillaries increased? Why then

does the restriction of sodium necessarily influence

the incidence of pulmonary edema?
Dr. Carter: Yes, that’s true. Let me just mention

the pathological aspect, and then Dr. Ziffren can

answer your question probably a lot better than

I can. It is true that not only do the pulmonary
capillaries dilate and exhibit increased permea-
bility, but so also may the vessels throughout the

entire body dilate in a transient manner. One of

the things which I didn’t mention which is of in-

terest to us is that not only do the vessels dilate,

but the endothelium becomes greatly swollen. This,

too, need not necessarily be related to the exact

point of trauma, but may be a rather general re-

action. This has been observed by a number of

people and may account, in part, for the increased

stickiness of the blood.

Dr. Ziffren: Well, I wish I could answer your

question, Dr. DeGowin. But you take an aged

individual and keep pouring fluid into him (it

doesn’t even have to be salt solution), and you
know that you can overload him. I don’t know
the mechanism.

Dr. DeGowin: There are other conditions in

which you don’t even give fluid.

Dr. Ziffren: Absolutely true. I wouldn’t argue,

but I do know that from a clinical standpoint, you
can kill them.

Staff Member: Do you estimate the daily loss

and then try to replace the loss of fluid? Or do you
try to estimate the millimeters of skin thickness?

Dr. Ziffren: No, we don’t try to estimate the

millimeters of thickness. We do not try to estimate

the daily loss. We try, by measuring the urinary

output, to make sure that the patient is not over-

loaded, and we try to see that he is not under-

treated. That’s a narrow line to go on, but as I

said, these patients are real problems. It’s almost

impossible to calculate their requirements properly

by means of a formula.

Dr. H. Russell Meyers, Neurosurgery: What
about the relative merits of the various dressings?

Dr. Ziffren: Well, the only way you can kill a

patient with a dressing is by putting it on too

tightly around the chest or abdomen. By putting

it on tightly around the chest, of course, you may
inhibit respiration. By putting it on tightly around
the abdomen, you can impede the venous return

to the kidney. Now that is how you can kill a pa-

tient with a dressing. Ordinarily, one doesn’t kill

them with a dressing if he pursues a reasonable

degree of care and remembers that he cannot

lessen the amount of fluid loss by any dressing.

The treatment of a patient by means of the so-

called exposure method has a lot of merit. How-
ever, it has disadvantages. The disadvantages are,

of course, simple. If you have a patient who is

burned on both sides of the body surface, it is im-

possible to treat him by means of the exposure
method because the idea behind it is to dry the

surface in the air. It takes several hours to dry,

and if you have him lie on his bed sheets, each

time he moves, dried exudate pulls off, again

leaving a raw, weeping surface. Still, it has its

practical uses in an individual whose burn is lim-

ited to one surface of his body or to one extremity

which can be elevated. It is very true that people

who are treated by the exposure method probably

have less conversion of second degree to third

degree, and they probably have less exudate. Cer-

tainly in the second week of their burn they are

not as odorous, and they do not have as much
fever. But from a standpoint of handling them,

there is no objection to applying- a dressing. The
dressing, to me, is inconsequential. The life or

death of an individual during the first 48 hours
doesn’t depend upon it.



128 Journal of Iowa State Medical Society March, 1954

Any other questions?

Dr. Haviilton: What do you consider a satis-

factory. urinary output?

Dr. Ziffren: 25 to 50 cc. an hour.

Dr. Hamilton: Of what specific gravity?

Dr. Ziffren: If the specific gravity is high, I

would say the patient needs more fluid. If it is

low. I would say he is getting too much fluid, and

the rate of intravenous flow should be slowed.

Dr. Hamilton: What if it were 1.027?

Dr. Ziffren: Much too high, and you would have

to give him more fluids.

Dr. Hamilton: Even if he is eighty years old?

Dr. Ziffren: Yes, even if he is eighty years old.

Dr. Hamilton: How long do you follow the uri-

nary output?

Dr. Ziffren: Two days.

Staff Member: Would the artificial kidney be of

any use?
Dr. Ziffren: Well, I am unable to say. First of

all, when such a patient comes in with a tremen-

dous burn of this sort or any severe burn, you

have to give him a great deal of fluid. Such an ap-

paratus would have to be all ready to operate. I

don’t know just how much such filtration would

increase survival rates. If an individual isn’t put-

ting out any urine, there can be either one of two

causes: he is in shock, or he has kidney damage.

There is only one course that you have available,

practically speaking, and that is to speed up the

fluids and give more blood. Even after that, if the

individual is still not putting out any urine, I

would say that there is no hope unless you have

some other means to handle kidney filtration. The
artificial kidney might be an answer.

Staff Member: What about the amount of lower

nephron nephrosis?

Dr. Ziffren: Well, she was putting out urine on

the fourth day (1085 cc.), and I see that the day
before she had 1400. The specific gravity is not

stated. Do you have any comments to make on

the lower nephron nephrosis, Dr. Carter?

Dr. Carter: It was a very mild lower nephron
nephrosis, and whether it would have gone on to

develop into a full-blown case that one can cor-

relate so well with the urinary output and the

elevated BUN is hard to say. The degree of dam-
age, which, through real, was very mild, was not

commensurate at all with a high BUN or creati-

nine. No matter what the cause of the lower neph-

ron nephrosis, the clinical and laboratory findings

a e in general proportional to the severity of

damage to the kidney tubular epithelium.

Dr. Ziffren: Any other questions?

Staff Member: This ulceration of the stomach

—

what are your ideas about that?

Dr. Ziffren: I don’t know the cause. Dr. Carter,

you had an idea about that. Why don’t you tell

them about the Curling’s ulcers?

Dr. Carter: Well, all I can say is what I said a

few minutes ago—that there are a number of

theories as to what causes these ulcers any place

in the gastro-intestinal tract. Presumably, the ul-

cers result from infarction produced by thrombi.

Presumably the thrombi are, in turn, the result of

a number of factors: one, hemoconcentration; two,

increased stickiness of the platelets and the red

cells; and three, sludging of blood. The swelling

of the endothelium, which is a very real thing, is

another factor. There is experimental evidence for

all these factors. Certainly, in this particular case

we also found thrombi in the obvious infarcts in

the lungs and the kidneys. In the Curling’s ulcers,

we found no thrombi. I mentioned also that in the

lower portion of the ascending colon we found

vessels distended with poorly formed thrombi, but

that no definite ulcerations were visible.

Dr. Mason mentioned that a friend of his at

Minnesota had done his thesis work on this par-

ticular problem, and that it was his conviction,

too, that the best explanation for the ulcerations

was the formation of thrombi.

Dr. Mason: We frequently find ulcerations in

the stomach and other parts of the gastro-intes-

tinal tract after the administration of cortisone or

ACTH or in patients who have been under severe

stress. I am reminded of an experience that a

friend of mine had in the dog labs when a new
dog was brought into the colony and all the other

dogs jumped on him. They had a terrific battle,

and they almost tore the new dog to pieces. When
the animals were finally separated, this dog was
allowed to remain in the corner, and after several

hours he died. They posted him, and he had ulcer-

ations all up and down his gastro-intestinal tract.

One could say that that was due to a very great

stress. I think that there is another theory that we
might mention. After completing work on the

kidney with Trueta, this same group of workers
who described juxtaglomerular shunts in the kid-

ney began studying the circulation in the stomach,

and they have described similar arterio-venous

shunts in the stomach, which under certain cir-

cumstances can shunt the blood away from the

mucosa of the stomach. It is conceivable that under
extreme conditions of this sort so much blood can

be shunted away from the mucosa that you could

actually have ischemic necrosis of areas of the

stomach mucosa.*

ERRATUM IN

"One Hundred Years of Iowa Medicine"

Page 288 Line 15 from bottom of page

Between the withdrawal of Dean Guthrie from

the Headship of the Department of Obstetrics and
Gynecology and the appointment of Dr. Frederick

H. Falls to that position, there was an interval of

14 years. During this period Dr. William Robert

Whiteis was Professor and Head of the Depart-

ment, a position he held with much credit.

* Barclay, A. E., and Bentley, F. H., The Vascularisation
of the Human Stomach: A Preliminary Note on the Shunt-
ing Effect of Trauma, Gastroenterology, 12:177-83, (Feb.)
1949.
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A NEW LUNG CANCER DETECTION PROGRAM

Under the sponsorship of the American Cancer
Society, a lung cancer detection program is being

organized which may result in taking x-rays of

the chest once or twice a year of every man in the

United States who is over 45 years of age.

This program was reviewed in detail by a group
of physicians representing several of the medical

specialties at a meeting in New York City on Jan-

uary 30, 1954. This group is known as the Joint

Liaison Advisory Committee on Lung Cancer of

the American Cancer Society. Chest physicians,

thoracic surgeons, radiologists, pathologists, the

National Tuberculosis Association, and, of course,

the American Cancer Society are all represented.

Unfortunately, no representative of the American
Medical Association was invited to serve on this

Committee.

The Board of Directors of the American Can-
cer Society, acting on the resolutions of the Na-
tional Lung Cancer Committee, directed at their

meeting on November 6, 1953 that a Joint Liaison

Advisory Committee on Lung Cancer be estab-

lished to assist the American Cancer Society in

formulating the most effective methods for case

finding within its corporate divisions. In calling

this meeting for January 30, there was an attempt
to secure effective representation from the profes-

sional groups that would be involved in such a

program and, also, from the voluntary health

agency that has had the greatest experience in

mass case finding in chest diseases.

Consideration of a lung cancer detection pro-

gram of this scope is based upon the premises that

(1) there is a real increase in cancer of the lung;

(2) early lung cancer is more curable than late

lung cancer; and (3) early cancers of the lung

can be found in asymptomatic individuals by
x-rays of the chest. All three of these points are,

to a degree, controversial. They do, however, coin-

cide with the general approach to the cancer

problem, namely, early diagnosis with adequate

treatment of the cancer.

If there is an increase in the number of cases

of lung cancer, and this seems to be generally

accepted, then a new approach is necessary. The
salvage rate at the present time is negligible. The
American Cancer Society program hopes to in-

crease this salvage rate by finding those cases

that are still in the asymptomatic stage. This ob-

jective is a lofty one. Their program, however,

is staggering in its scope, for there are approxi-

mately 25 million men in the United States over

the age of 45.

This program differs somewhat from the usual

mass survey for the detection of tuberculosis. In

the past, mass surveys for the detection of tuber-

culosis have been carried out at infrequent inter-

vals. It is believed that an x-ray taken every few
years, with adequate follow-up of friends and rel-

atives, is sufficient for the detection of active cases

of tuberculosis. However, thoracic surgeons gen-

erally agree that if a lung cancer detection pro-

gram is to be successful an x-ray must be taken

of each man at least once a year, and preferably

twice a year.

In order to obtain proper cooperation from the

group to be surveyed, especially after the first

two or three x-rays, it is the belief of many that

the x-rays must be free and that they must not

be combined with any general physical examina-
tion. This will inevitably result in the taking of

x-rays through established health agencies rather

than through the offices of the practicing physi-

cians. Thus, a program is being proposed which
will probably deviate from the previously estab-

lished policy of “every doctor’s office a cancer

detection center.”

This problem was reviewed by the House of

Delegates of the American Medical Association in

1950, and at that time the following resolution was
adopted:

“WHEREAS, The American Medical Associa-

tion wishes to promote the diagnosis of cancer
in its early stages; and

“Whereas, It wishes to support the applica-

tion of such diagnosis throughout the profes-

sion; and

“WHEREAS, It believes that the diagnosis

of cancer should be a function of the local

private practice of medicine; therefore be it

“Resolved, that the American Medical Asso-

ciation endorses the use of all recognized facil-

ities for the initial diagnosis of malignant dis-

ease, including the examination of tissues, ex-

udates and bodily excretions. In the case of mass
surveys, the American Medical Association be-
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lieves that this work should be in the hands of

qualified private practitioners; and be it further

“Resolved, that these surveys be conducted at

the local level and under the direction of the

county or state medical society.”

In an effort to comply with the policy of the

American Medical Association this proposed lung

cancer detection program will be submitted in the

near future to each state and county medical soci-

ety throughout the country. It is very important

for physicians to give serious thought to this pro-

posal so that they will be prepared to act upon it

when it is presented to them. The magnitude of

the program, the probable disregard of the pa-

tient’s ability to pay, the probable transference to

health agencies of a phase of medical care which
has traditionally rested in the hands of the private

practitioner, the precedent that would be estab-

lished (of looking for cancer by laboratory means
rather than by a complete examination) and the

further development of a barrier between the pa-

tient and his family doctor are points which should

be given careful consideration. In considering

these points, physicians must not lose sight of their

obligation to the public, however, to provide the

best protection available against what is now gen-

erally a fatal disease.

When your local chapter of the Cancer Society

comes to you with the request that you consider

this cancer detection program, be prepared to give

them an answer. If your answer is “yes,” then be
prepared to tell them how such a program should

be carried out.

THE 1954 ANNUAL MEETING

The program and special events of the 1954

annual meeting will be found elsewhere in this

Journal. A particularly interesting scientific pro-

gram has been planned by the committee. The
morning sessions will be general in character, as

is customary, and the afternoons will be devoted
to the various specialties. Two section meetings
will be held both Monday and Tuesday afternoons

at Hotel Savery, in addition to two at the Hotel
Fort Des Moines. Special luncheons and dinners

have been scheduled, some with scientific papers
to follow.

A full roster of technical exhibitors will be
present. Their displays will provide a great deal

of educational material in their special lines. We
hope the physicians will visit them and make them
feel their participation is worthwhile, both from
their standpoint and ours.

It is with regret that the arrangements commit-
tee omitted the scientific exhibit section this year.

In 1952 and 1953, this part of the meeting was
housed in the Midtown Roller Rink, but this build-

ing has now become headquarters for WHO-TV
and so is not available to us. It proved impossible

to find suitable space for the scientific exhibits for

the 1954 meeting. The section has grown greatly

in the past few years and deserves a good meeting
place. After consultation with the College of Med-
icine and other interested exhibitors, it was de-
cided to omit the scientific exhibits this year but
to plan to resume them in 1955, when we hope to

be in the new Memorial Auditorium.

Present hopes are that the new auditorium will

be finished in March, 1955. Delays are almost inev-

itable in a building of that size, however, and pos-
sibly the House of Delegates will be asked to

consider holding the annual meeting early in the
fall, when use of the new auditorium would be
assured. It will be possible to house all of our
technical and scientific exhibits under one roof in

the new building, and we are told there are to be
ample meetings rooms for our different sections.

The House of Delegates will be called to order at

two p.m. on Sunday, April 25. All members of the

State Society are invited and welcome to attend
the sessions. Delegates and officers will be seated
at special tables for the transaction of business,

but there will be room for any others who wish to

attend. The second meeting of the House has been
set at seven-thirty Wednesday morning, April 28.

Reference committees will have been appointed to

study the various reports and resolutions that may
be presented, and these will report back to the

House at the Wednesday morning meeting, fol-

lowing election of officers.

Of especial interest to our physicians will be
the report of the Committee on Osteopathy and
the committee dealing with Blue Cross-Blue
Shield problems. The meeting of all participating

physicians in Blue Shield will be held in the

Grand Ball Room at five p.m. Monday afternoon,

April 26. We hope most of those at the meeting
will be present to consider the state and national

problems of Blue Shield.

Handbooks for the House of Delegates will be
mailed to all delegates and officers before the end
of March. This will allow time for study of the

reports by each county medical society.

In accord with the by-laws, a summarized re-

port of both meetings of the House will be carried

in the July Journal, and a brief summary will be
mailed to all delegates as soon after the meeting
itself as possible. Reports of reference committees
will be given in toto, so that all members may
know precisely what action was taken by the

House.
The business and economic sides of the practice

of medicine become more complex each year. The
average doctor attending the annual meeting finds

it difficult to attend all of the scientific meetings

he would like to, while at the same time keeping

in touch with developments in the House of Dele-

gates. It can truly be said, however, that the an-

nual meeting offers many different challenges and
should provide something of worth to every mem-
ber, according to his own individual taste. Pos-

sibly best of all is the opportunity to renew
friendships and see colleagues from the different

parts of the state. We hope you will plan to attend.
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THE PROBLEM OF THE FOREIGN PHYSICIAN

For the past 15 years there has been much dis-

cussion of the foreign physician and the part he
might play in this country. The problem of

whether to license such physicians to practice

medicine without restriction has arisen in many
states. When restrictions have been imposed, there
has been some public criticism of the action due
to the fact that people are not aware of all of the

implications of licensure.

The recent Congress on Medical Education and
Licensure, held in Chicago February 7-9, seems
to have shed more light upon the situation than
has been available for many years.

It was pointed out there, that even before all

of the unapproved medical schools in this country
were eliminated, an influx of foreign trained phy-
sicians had begun, and that now there are more
than 20,000 such residing here. The United States

government, in fostering international good will,

is admitting large numbers of displaced persons,

including physicians about whose professional

ability it asks no questions. Recent legislation will

permit several hundred thousand more to enter.

Several different speakers drew attention to

the inadequacy of the medical training of most
of the foreign doctors seeking to practice in the

U. S. The last war brought destruction and degen-
eration to medical education everywhere in Europe
except in Great Britain and Scandinavia. Thus
large numbers of foreign graduates have com-
pleted specialized training without any considera-

tion of the deficiencies in their basic medical train-

ing or their eligibility for licensure. This is the

equivalent of trying to erect a medical practice

upon a foundation of sand.

For the past five years the American Medical
Association has endeavored to inspect foreign

medical schools and determine whether they pro-

vide basic medical training on a par with that of

approved schools in this country. So far, some 39

foreign schools have been listed, but since there

are more than 550 medical schools in the world,

the job is enormous.
As a consequence it has been suggested, and it

would seem the suggestion has merit, that some
uniform plan for screening the professional com-
petence of foreign-trained doctors be adopted. We
now have a National Board of Medical Examiners
that examines many graduates of our own medical
schools. The value of the National Board lies in

the fact that state boards of medical examiners
accept the results of the National Board exam-
inations, and a physician who graduates in Massa-
chusetts and then passes the National Board is

eligible for licensure in practically any state in

the Union without having to take each state ex-

amination.

The National Board, therefore, seems a logical

body to screen foreign-trained physicians, evalu-

ate their competency, and certify them to state

boards which could then determine whether or

not the candidate met other requirements for

licensure.

The prime objective of all examining boards, of

course, is to safeguard the public from poorly

trained persons. For almost 50 years, every effort

has been expended to keep the standards of our
medical schools at the highest level, so as to pro-

duce the best possible physicians. Requirements
for licensure vary in the different states, but they

have all been elevated as medical schools have
been improved. It has been suggested that a care-

ful analysis of state medical-practice acts should

be made, and some commonly acceptable yardstick

or screening mechanism for evaluating profes-

sional ability of the foreign graduate should be
developed.

It would seem that a procedure of this sort

should prove fairer to foreign graduates. At the

present time, graduates of 39 schools are pre-

sumed to have received the necessary basic train-

ing. That leaves the graduates of some 511 schools

unaccounted for, since, for one reason or another,

their schools have not been approved. The diffi-

culties of investigating all schools are almost

insurmountable, and it is possible some of the ones

not yet surveyed might prove acceptable.

In the final analysis, it is the competence of the

physician himself which should count. That holds

true even for graduates of our own schools, since

those who cannot pass an examination cannot be
licensed. A similar yardstick applied to foreign

physicians should prove fair to them, and yet be

a real safeguard to the public.

We hope that some definite action along this

line may evolve from this last meeting of the Con-
gress on Medical Education and Licensure.

HIGH COST OF MEDICAL EDUCATION

Besides brains and a great deal of hard work
and conscientiousness, a medical diploma costs

$9,200, according to a report published in the Feb-
ruary issue of the Journal of Medical Education.
And since a third of the students interviewed ex-

pected to have to go in debt for $3,500 apiece be-

fore finishing school, it is clear that doctors who
contribute to such endeavors as the Educational

Fund of the Iowa State Medical Society are per-

forming a much-needed service.

Most of the 6,251 students covered in the survey
showed reluctance to borrow from their parents,

for one reason or another; about 95 per cent hoped
to be able to raise what they needed elsewhere.

Forty-eight per cent are single and living away
from home, and most of the money for medical
education for such students comes from their par-

ents. But the married students are supported
largely by the earnings of their wives. Total in-

comes of students (and of students’ wives) ap-

proximates $2,450 per year. Vacation earnings

contribute only a small amount, $550 on the aver-

age.
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ANTIBIOTIC SENSITIVITY TESTS

Concern has been expressed in some quarters

over the increasing incidence of resistance of

pathogenic bacteria to certain of the antibiotic

agents. In general, the incidence of resistance to

any given antibiotic is proportional to the length

of time during which that drug has been in clinical

use. Resistant mutant strains have emerged dur-

ing the clinical use of each of the antibiotics.

Another untoward effect of antibiotic therapy of

infectious disease has been the alteration of nor-

mal bacterial flora, principally in the gut, so that

resistant organisms have taken on pathogenic

characteristics. Another, and sometimes more se-

vere, infection replaces the one for which treat-

ment was given in the first place. This is especi-

ally important in the use or orally administered

broad-spectrum antibiotics. Candida and staphylo-

coccus infections of the colon have sometimes
brought about serious complications that have
overshadowed the condition for which the drug
was originally given. 1

If the hypersensitivity reactions, the depression

of bone marrow, and the nephrotoxic and ototoxic

effects of still other antibiotics are considered, one
comes to the conclusion that the use of antibiotics

is not wholly without danger.

One approach to the safe use of the antibiotic

drugs is the restriction of their use to clearly in-

fectious disease. Another, certainly, is the selec-

tion of a drug that has demonstrable effectiveness

against the specific agent responsible for the dis-

ease. Various reports have shown that over 50

per cent of the strains of staphylococcus isolated

are highly resistant to penicillin, and as many as

40 per cent are equally resistant to some of the

broad-spectrum drugs. It would seem pointless to

assume the risk of hypersensitivity reactions, Can-

dida or staphylococcus enteritis, or any of the

other complications of these drugs, if the offending

organism is resistant to the drug.

Methods in current use for demonstrating the

resistance or sensitivity of an organism to a given

antibiotic have been proved to be quite satisfac-

tory. In a few cases the clinical effect has not cor-

related with in vitro studies, but in general, the

correlation is high. The requirements are simply

that the organism responsible for the infection

be available for culture. Any competent bacteri-

ologist has facilities at his command for testing

the sensitivity of the organism to a wide variety

of antibiotic drugs. Thus, the sensitivity or resist-

ance of the organism to a number of antibiotics

can be determined, and the clinical effect of each
can be predicted.

Remember to attend the meeting of Blue

Shield Participating Physicians, at 5:00 p.m.,

on Monday, April 26, in the Main Ballroom,

of the Ft. Des Moines Hotel.

PRINCE E. SAWYER, M.D., F.A.C.S.

1874—1954

In Appreciation

A host of friends and colleagues were saddened
to learn of the death of Dr. Prince E. Sawyer at

St. Joseph Hospital, Sioux City, Sunday, January
17, 1954.

His last illness was due to an influenza infection

with circulatory failure and a final cerebral vas-

cular accident, and he was unconscious the last

twenty-four hours.

Doctor Sawyer was born June 1, 1874 at Phil-

lips, Maine. He attended Bates College of Lewis-
ton, Me., before coming to Sioux City with his

parents in 1889. Two years later he graduated
from the University of the Northwest (now Mom-
ingside College). At the youthful age of 18, he
came to Iowa City in the fall of 1892 to enter the

Medical Department of the State University. He
early became interested in football, and in 1894

was chosen captain of the university’s football

team. The records indicate that Iowa had a very

good year under his captaincy.

The writer first came to know Prince when he
returned from European study to assume the chair

of pathology and bacteriology in September 1893.*

Although Prince had a very good student record,

he loved to tell of his final examination experience

in pathology. According to his story, the “Pro-

fessor” met him shortly before graduation in 1895

and stated, “Prince, that examination in pathology

was not entirely satisfactory, and perhaps it

should be repeated.” It was suggested that he
come to the Professor’s office where he was given

a new set of questions and left by himself for an

hour’s period. According to Prince, the professor

stated, “The result was excellent, the best ever.”

Following his graduation in 1895 he practiced for

a number of years in Hornick, Woodbury County,

after which he entered upon a course of post-

graduate study at the New York Postgraduate

Medical College, completing the same in 1901. In

1902 he came to Sioux City and limited his prac-

tice to that of general surgery. He soon gained

recognition in his chosen specialty, and his con-

* At the dinner of the State Board of Health on June 2,

1954 extended to the retiring Commissioner, two members
of this first class in pathology were present, Dr. Lester C.

Kern of Waverly, and Dr. Prince E. Sawyer of Sioux City.
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suiting practice extended into the surrounding

states of Nebraska, South Dakota and Minnesota.

He early became interested in medical society

organization, and his leadership was recognized

by his election to the presidency of the Woodbury
County Medical Society in 1907; the Sioux Valley

Medical Society in 1908. He was chosen president-

elect of the Iowa State Medical Society in 1935,

and served as president in 1936. In 1947 he became
president of the Iowa Clinical Surgical Society.

He was most faithful in his society duties. During
his year as president of the State Medical Society,

he made one or more visits each month to the

central office in Des Moines. He always drove his

Cadillac car, and scorned any suggestion of mak-
ing the 205 miles from Sioux City in much more
than two hours.

In 1939 he was elected to alumnus membership
in Alpha Omega Alpha Honor Medical Society

by the Iowa University Chapter.

In 1945 he was appointed by Governor Robert
D. Blue as a member of the Iowa State Board of

Health, and was reappointed for four succeeding

two-year terms. He was a faithful attendant at

State Board meetings, and had an active interest

in the newer developments of public health service

in Iowa. A few days before the regular Board
meeting, on January 12, 1954, he wrote the Com-
missioner, Dr. E. G. Zimmerer, that he might not

be able to attend because of a “light flu attack,”

but “would try to be on hand.” Fate willed it

otherwise.

At the meeting on January 12, the Board re-

corded in its minutes a tribute of affection and
appreciation of Doctor Sawyer, to be forwarded
to him “with cordial greetings and best wishes for

a speedy recovery.” Fortunately this was received

by Prince before he lapsed into final unconscious-

ness.

Doctor Sawyer added distinction to Iowa Med-
icine, and his genial personality charmed every

circle in which he moved. We will miss Prince and
his fine fellowship throughout the years ahead.

Walter L. Bierring, M.D.

THIRD INSTITUTE ON HEART DISEASE

An Institute on Heart Disease will be held at

Sioux City on Friday, May 14, 1954, at the May-
fair Hotel.

The afternoon discussion will include recent

advances in (a) Pathogenesis of atherosclerosis;

(b) Treatment of coronary artery disease.

The evening program will be devoted to the

diagnosis and surgical treatment of congenital

heart lesions and chronic valvular disease.

A complete program will be sent out within the

next 30 days.

These institutes are sponsored by the Speakers

Bureau, Iowa State Medical Society; Iowa Heart
Association; and the Division of Heart Disease,

State Department of Health, in cooperation with

the College of Medicine, State University of Iowa.

MEETINGS OF STATE SOCIETY OFFICERS AND
COMMITTEES

Board of Trustees

February 11, 1954

The Board of Trustees of the Iowa State Medical

Society met on February 11, 1954, at 1:30 p.m.

with the following in attendance: Drs. L. A. Coffin,

R. N. Larimer, G. V. Caughlan, A. B. Phillips,

N. B. Anderson, J. W. Billingsley and W. L. Down-
ing, Miss Mary L. McCord and Mr. Donald L.

Taylor.

After the minutes of the previous meeting had
been read and approved, and the payment of bills

had been authorized, the budget for 1954 was re-

viewed and certain specific changes were author-

ized so that it might be balanced. The budget was
then approved as amended.
The report of the Board of Trustees for publi-

cation in the 1954 House of Delegates’ Handbook
was approved, and so that it might be clear to

what date the reports in the Handbook extend,

it was ordered that “March 1, 1954” be printed

on the flyleaf.

At the request of the editor of the Journal of

the Iowa State Medical Society, Dr. Everett

M. George, the Board reviewed an article entitled

“A Method for Equal Representation in the Iowa
State Medical Society,” which had been submitted

for publication with the specified request that it

appear in the April, 1954, issue. The Board direct-

ed Dr. George to inform the authors that their

paper could be published as an open letter to the

editor, but without the full-page tabulations that

they had submitted with it.

The Board approved Dr. George Scanlon’s send-

ing a letter to all of the exhibitors at the Society’s

annual meeting, soliciting loans or gifts to the

Educational Fund.
A letter from Dr. H. E. Farnsworth about count-

ing resident physicians with temporary licenses

in determining the number of delegates to which
a county society is entitled was taken up. The
Board pointed out that the Articles of Incorpora-

tion limit membership in the Iowa State Medical
Society to physicians who have licenses to prac-

tice medicine, as distinguished from temporary
licenses.

A Journal exchange with the University Li-

brary, Lund, Sweden, was approved, and the

board authorized the reinvestment of the $1,000

from a matured savings bond in a long-term

Treasury bond.

The board purchased 250 reprints of Dr. W. M.
Sproul’s article on ethic, which appeared in the

February issue of the Journal, and directed that

a letter and the Iowa resolution on combined bill-

ing be sent to the presidents and secretaries of

the various state medical societies over the signa-

tures of Dr. Larimer and Dr. Phillips.

The next meeting was set for 11:00 a.m., March
28, and the meeting adjourned at approximately

5:30 p.m.
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President jr Page

The National Health Plan picture is shaping up rather rapidly. The bills in

Congress which are receiving considerable support, include:

(1) A proposed extension of the Hill-Burton Act.

(2) A new bill on Federal Mortgage Loan Insurance to medical groups

giving professional care, on prepayment basis, in their own hospitals

and clinics.

(3) A recommendation for Federal reinsurance on various insurance risks

which are "catastrophic.”

It would seem that efforts are being made to expand and help finance group

practice by Federal loans. We feel that the Iowa Congressmen, as a group, will

be inclined to adopt the AMA position on these various proposed pro-

grams; however, legislation favoring disease prevention and rehabilitation may

find favor. Later, our own Legislative Committee may ask for assistance in

regard to the national legislation. In the meantime all physicians should follow

the actions of Congress as outlined in the journal of the American Medical

Association.

The response to the osteopathic questionnaire has been gratifying, and obvi-

ously many doctors have spent considerable time in thinking about their

answers. These will be reported to you later. We urge that if you have not

completed your own questionnaire, you do so, so that your officers may be

guided by your wishes.

The State Meeting is not too far away. The program which is in this issue

of the Journal includes something of interest to every doctor. Your plans

should include at least one day at the State Meeting, as well as attendance at

the sessions of the House of Delegates, and some of the reference committees.



BLUE SHIELD

New Director of Physician Relations, Blue Shield

Mr. Wilbur R. Quinn, formerly Assistant Exec-
utive Secretary of the Sioux City Blue Cross Plan,

has been appointed Director of the Blue Shield

Physician Relations Department effective Feb. 1.

He replaces Mr. Donald L. Taylor, now Execu-
tive Secretary of the Iowa State Medical Society,

who was formerly serving as Director of Physician
Relations on a part-time basis as well as being
Associate Executive Secretary of the Medical
Society.

Mr. Quinn comes to the organization with wide ex-

perience in the field of voluntary health insurance
and close contact with the medical profession. From
March 1944 to January 1947, he served as an
officer in the Medical Administrative Corps in

Army Air Force hospitals. Following his dis-

charge, he was appointed Executive Directer of

the Iowa Blue Shield Plan and served in that

capacity until February, 1950. It was during the

latter period of service that he did much to guide
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the constantly expanding Blue Shield program,
by conducting countless interviews with individ-

ual physicians and county medical societies, in

cooperation of Mr. Taylor.

Later in that same year, Mr. Quinn accepted
the position of Assistant Executive Secretary of

the Sioux City Blue Cross Plan and was instru-

mental in helping it expand Blue Cross enrollment
over 20 per cent. Membership in surgical-medical

coverage grew more than 300 per cent while he
was director of the enrollment department there.

In his new position, he will work closely with
the Iowa State Medical Society, the Blue Shield,

the two Blue Cross Plans in Iowa and also the

Iowa Hospital Association.

BLUE SHIELD MONTHLY STATISTICS

Members, estimated as of December 1, 1953 436.307

Claims processed for payment in January 10,351

Amount paid in claims during January $320,407.79



THE JOURNAL BOOK SHELF

BOOKS RECEIVED
THE CHEST: A Handbook of Roentgen Diagnosis, by Leo G.

Rigler, M.D., Second Edition (Chicago, The Year Book
Publishers, 1954. $8.00).

MUSIC THERAPY, by Edward Podolsky, M.D. (New York,

The Philosophical Library, Inc., 1954. $6.00).

CLINICAL ENDOCRINOLOGY, by Karl E. Paschkis, M.D..

Abraham E. Rakoff, M.D., and Abraham Cantarow, M.D.
(New York, Hoeber-Harper, 1954. $16.00).

ANTIBIOTICS ANNUAL 1953-1954: Proceedings of the Sym-
posium on Antibiotics, October 28, 29 and 30, 1953, Wash-
ington, D C., sponsored by the U. S. Department of

Health, Education and Welfare, Food and Drug Admin-
istration, Division of Antibiotics, in collaboration with

the Journal of Antibiotics & Chemotherapy (New York,

Medical Encyclopedia, Inc. $8.00).

DERMATOLOGIC MEDICATIONS, by Marguerite Rush ter-

rier, M.D., and Aaron Bunsen Lerner, M.D. (Chicago,

The Year Book Publishers, 1954. $3.50). ,

BOOK REVIEWS
Anatomy of the Nervous System, by S. W. Ransom,

M.D. and S. M. Clark. M.D., Ninth Edition, (Philadel-

phia, W. B. Saunders Co., 1953. $8.50).

The ninth edition of a time-honored classic, origin-

ally written by the late Stephen Ransom and edited

by S. M. Clark, again is a valuable reference for all

students of neurology. This volume has 434 illustra-

tions, 18 in color, and comprises 534 pages, exclusive

of a comprehensive bibliography and index.

The chapters on the cerebellum present some new
thoughts which point toward a better understanding

of this complex organ, and the clinical illustrations

are definitely improved.—Walter D. Abbott, M.D.

Peptic Ulcer, Pain Patterns, Diagnosis and Medical

Treatment, by Lucian A. Smith, M.D. and Andrew B.

Rivers, M.D., (New York, Appleton-Century-Crofts,

Inc., 1953. $12.50).

This new book on peptic ulcer is written from the

medical viewpoint. The subject is thoroughly covered.

The make-up, with its large headings, adequate spacing

between subjects, and frequent illustrations, enables

the reader to cover the material quickly, and Dr.

Smith’s lucid mind has made the reading easy.

Perhaps the most unusual thing about the book is

the inclusion of many sidelights of the ulcer problem,

such as the description of the symptoms of esophageal

ulcer, of the ulcer associated with Meckel’s Diverticu-

lum, of the ulcer of the postoperative stomach, of the

problem of intractable pain, and of the anatomy of

various types of ulcer pain. Of course, the usual facets

of the ulcer problem are also well covered.

Another attractive element in the book is the ab-

sence of “padding.” The authors described only that

which had to be described and then stopped. One did
not have to peruse a mass of verbiage to arrive at the

subject of inquiry. Altogether, this book should be
an admirable addition to the library of any physician

interested in adult disease problems.

—

Daniel A. Glom-
set, M.D.

Physiology of the Eye: Clinical Application, by
Francis Heed Adler, M.D., Second Edition. (St.

Louis, C. V. Mosby Co., 1953. $13.00).

This is the second edition of Doctor Adler’s book,

which was first published in 1950.

There is not a great amount of new material in

this book, as becomes evident when one looks at the

Bibliography, which contains few references of a

more recent date than 1950.

This statement, however, is by no means intended

to discredit the quality of the book, which is by any

standard an outstanding piece of work.

Most of the new material is found in the chapters

on the cornea, aqueous humor and vitreous. Of spe-

cial interest is the discussion of the different theories

about the formation of the aqueous.

One of the author’s principal fields of interest has

always been ocular motility, and this is reflected by
the fact that the chapter on ocular muscles and binoc-

ular vision makes up fully one-fourth of the total con-

tent of the book.

While there is a wealth of theoretical material, the

clinical aspect of the subject has not been neglected,

a fact which makes the book equally valuable as a

reference in research and in clinical practice.

Whenever it seems of value to the better under-

standing of ocular physiology, reference is made to

general physiology, especially in regard to the mus-
cles, nerves and circulation. This is another point

which adds to the value of the book.

In conclusion, it can be stated that this volume
should have a place in the library of every ophthal-

mologist.

—

Henry H. Gurau, M.D.

Yearbook of General Surgery (1953-54 Yearbook Se-

ries), edited by Evarts A. Graham, M.D., (Chicago,

The Year Book Publishers, 1953. $6.00).

This book, from the 1953-1954 Year Book Series,

contains well selected abstracts of current surgical

literature from Journals received between June, 1952

and May, 1953. Each abstract contains a reference to

the journal where the original article may be found. The
articles are most timely and are grouped into 30 vari-

ous sections dealing with practically all the general

and specialized fields of surgery. The very informative

and important section on anesthesia discusses ventila-

tion, inhalation and regional anesthesia, muscle re-

laxants, fluid and electrolyte balance, etc. The editor

has thoughtfully “dropped many pearls” by means of

his comments following many of the articles.

Although all of the important papers written during

this series could not be included, certainly many of

them have been. This book is most useful for those

who want to review the recent advancements in sur-

gery, but do not have time or access to the various

periodicals.

—

R. M. Knox, M.D.
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1954 SCIENTIFIC ASSEMBLY PROGRAM
The American Academy of General Practice is

holding its 6th Annual Scientific Assembly in

Cleveland, Ohio, on March 22 through 25. This
will be another outstanding formal postgraduate
study course and, as usual, will be conducted by
some of America’s best-known teachers. However,
there will be an unusually distinguished British

guest, Sir Alexander Fleming, who is to address
the Assembly at 1:00 p.m. Wednesday on the “Be-
ginning of Antibiotic Therapy.” Dr. E. J. McCor-
mick, the President of the American Medical Asso-
ciation, will give the opening address, at 1:30 p.m.

Monday, on “The Physician as a Citizen.” Another
high light will be a live clinic on “Rehabilitation”

by Howard A. Rusk, M.D. from 4 till 5 p.m. on
Monday.
Although these speakers and subjects are men-

tioned as unusual, and perhaps justly so, still it

seems unfair to stop there when the program is

explored further. If we were writing for the

movies, it would be an easy matter to go over-

board and announce a “Star-studded Extrava-
ganza” and in doing so we would be indulging in

somewhat less exaggeration. Every speaker is re-

nowned in his field, and the Committee on Scien-

tific Assembly that arranged this program is to be
sincerely congratulated for a big job well done. No
wonder these assemblies draw large registrations

of general practitioners from all over the country,

Hawaii, Alaska, and the West Indies. The attend-

ance speaks for their value.

CONGRESS OF DELEGATES
Along with the scientific portion of the Annual

Assembly, the important annual business meeting
is held. Our organization calls this meeting its

Congress of Delegates. In Cleveland, the Congress
convenes on Saturday, March 20 at 2 p.m. Either

the Congress itself or its reference committees
will be in session until Monday noon. Many impor-
tant items are on the agenda this year—things

which should be of deepest interest to every gen-

eral practitioner in America. There is always
ample seating room for visitors at the Congress
itself, and anyone has the privilege of presenting

his views in the reference committees. In fact,

active participation in these reference committee
meetings makes the formulation of decisions more
democratic.

SOCIAL ACTIVITIES

On Monday evening, there will be the annual

dinner for the officers of the State Chapters. The
dinner for the delegates will be held on Tuesday
evening.

The social highlight of the Assembly will be the

President’s Reception and Dance, on Wednesday
evening beginning at 9:00 p.m. Because there is

no room in Cleveland to hold a banquet for more
than 980 persons, a banquet cannot be held for all

of our doctors and their wives. So this function

has been planned. In addition to your officers,

Sir Alexander Fleming and Lady Fleming will be
in the reception line. A fine orchestra has been
engaged for the dancing which will follow the

reception. It will not be a formal affair.

A special series of events has been planned for

our ladies. They are all asked to register and are

invited to participate in the activities arranged

for their pleasure. They are invited to attend the

scientific sessions on Monday afternoon, where
the program will include many features to hold

their interest. A luncheon and fashion show will

be held Tuesday noon at Carter Hotel. Plans for

a tour of Cleveland have been made for Wed-
nesday afternoon. And, of course, there will be
the President’s Reception and Dance Wednesday,
as has been mentioned.

IOWA CHAPTER LUNCHEON
There will be a luncheon for the doctors from

Iowa and their wives on Wednesday noon at Hotel
Cleveland. Tickets will be on sale at the ticket

booth at registration headquarters on Tuesday
and Wednesday. If you will buy your tickets there,

it will help us make adequate arrangements with

the hotel, but if you do not find that convenient,

we want you to come anyway. The luncheon in

St. Louis a year ago was well-attended.

IOWA STATE MEDICAL SOCIETY

Tentative plans have been made for our annual
Academy-sponsored luncheon for Iowa General
Practitioners at the annual meeting. We expect to

make the announcement of definite plans in the

April Journal. Watch for it.

DO NOT FORGET
CLEVELAND
MARCH 22-25
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STATE DEPARTMENT OF HEALTH

COMMISSIONER

BRUCELLOSIS CONTROL AND THE MARKET
MILK LAW

The Fifty-Fifth General Assembly of the State

of Iowa made some very important revisions of

the market milk law which are of vital interest to

county, city and school health officers and gen-

eral practitioners, as well as to diaryman.
This Amendment, which becomes effective Jan-

uary 1, 1955, provides three plans for the control

of brucellosis in cattle, one of which must
t
be

adopted in herds that produce milk for Grade A
pasteurization. The three plans are:

Plan A
Test annually all cattle more than eight months

of age except steers and official calfhood vac-

cinates until 36 months following date of vac-

cination. Slaughter all reactors, with indemnity
payments as provided by State and Federal reg-

ulations. Official calfhood vaccination to be op-

tional with the herd owner.

Plan B

Test annually all cattle more than 8 months of

age except steers and official calfhood vaccinates

until 36 months following date of vaccination. All

reactors are to be identified and quarantined on
farm, provided that the owner may at his option

retain such cattle for breeding purposes in accord-

ance with the rules and regulations of the De-
partment. If a calfhood official vaccinate reacts, the

animal may be quarantined on the farm and re-

tested within 60 days, at the owner’s expense.

Official vaccination of all female calves between
the ages of 4 and 8 months.

Plan C

Official vaccination of all female calves between
the ages of 4 and 8 months. The herd must be
composed entirely of official vaccinates.

Nothing contained herein relating to said plans

of control shall invalidate ordinances or regula-

tions of any municipal corporation providing for

control of brucellosis by procedures other than
the foregoing three plans of control, so long as

said ordinance or regulation shall embody plans

and procedures approved by the United States

Bureau of Animal Industry and the Iowa Depart-

ment of Agriculture.

Official calfhood vaccination as described in

Section 164.1 of the 1950 Code of Iowa is as fol-

lows:

“Official calfhood” shall mean the vaccination

of any calf between the ages of 4 and 8 months
with Brucella abortus vaccine strain number 19,

or such other vaccine as may hereafter be ap-

proved by the U. S. bureau of animal industry,

by a licensed, accredited veterinarian according

to the rules and regulations established by the

Secretary of Agriculture. The officially vaccinated

animal shall also be identified by a tattoo mark,
and such tattoo mark shall be described in a cer-

tificate furnished by the attending veterinarian.

Within 30 days following such vaccination, the

attending veterinarian shall supply the owner
with a certificate of vaccination. The veterinarian

shall retain a copy and forward a copy to the

local office of the U. S. bureau of Animal Industry

and also a copy to the Iowa Department of Agri-

culture. The Veterinarian’s certificate covering

the official vaccination shall entitle the vaccinated

animal to be consigned to sales and exhibited at

shows within the state at any time during the

period of two years following the date of vaccina-

tion.

Plan A should be the eventual goal of every

dairyman, although the initial program may have

to be started with Plans “B” or “C.” Under Plan

“A,” the owner may sign the State-Federal Coop-

erative Agreement with his veterinarian to quali-

fy for a free test and receive indemnity on all

reactors, provided all reactors are slaughtered

within 30 days following the completion of the

test.

Plan B provides for an annual test of all cattle

over 8 months of age, except steers and official

vaccinates that have not been vaccinated more
than 36 months.

Reactors to the test may be retained on the

farm for breeding purposes without benefit of

indemnity, provided they are identified and held

separate and apart from all other animals.

Milk from reactors is not to be sold for human
consumption.

Official calfhood vaccinates which react to the

agglutination test may be held in quarantine and
retested at the owner’s expense 60 days after the

reacting test. Plan B recognizes the official vac-

cination of all female calves between the ages of

4 and 8 months.
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Plan C is intended for a herd which is com-
posed entirely of official vaccinates. Of course,

if the dairyman plans on staying in Plan C, he

must continue to vaccinate.

Regardless of the program chosen, proper rec-

ords must be registered by the veterinarian with

the Iowa Department of Agriculture, State House,
Des Moines, Iowa.

An extensive program for the control of bru-

cellosis in cattle is now being carried on in coop-

eration with the Bureau of Animal Industry, the

Extension Service and the Iowa Department of

Agriculture. The law provides that the Iowa De-
partment of Agriculture shall be the adminis-

trative agency.

The primary object of the program is the control

and finally eradication of brucellosis from live-

stock and to produce a safer and more palatable

dairy product for the consuming public.

GRADE A RAW MILK FOR PASTEURIZATION
DEFINED

CURRENT REQUIREMENTS PERTAINING TO BRUCELLOSIS

Herds must be certified as following either Plan

A or Plan B approved by the U.S.B.A.I. These
plans are as follows:

Plan A ( U.S.B.A.I .)

1. Test all animals more than 6 months of age,

except steers. (Official calfhood vaccinates need
not be tested until 30 months of age.)

2. Immediate slaughter of reactors. Indemnity
payments if federal and state funds are available.

3. Retest infected herds at intervals not to

exceed 30 days until the disease is eradicated.

Annual retest of negative herds.

4. Official calfhood vaccination is optional with

the owner.

5. All additions to herds shall be brucellosis

free.

Plan B (U.S.B.A.I.)

1. Annual test of all animals more than 6

months of age except steers. (Official calfhood

vaccinates need not be tested until 30 months of

age.)

2. Temporary retention of reactors (identified

and quarantined on farm) until they can be dis-

posed of by slaughter without excessive loss to

the owner. A dairyman operating under this plan

should eliminate a sufficient number of reactors

each year so that all reactors will have been re-

moved within a period of 3 years after his entry

into Plan B.

The Iowa Grade A milk law provides that reac-

tors that are retained under Plan B are identified

and quarantined on the farm and may be used for

breeding purposes in accordance with rules and

regulations of the Iowa Department of Agriculture.

3. Official calfhood vaccination.

There is no provision for Plan C under this

ordinance.

UNDRESSED WOUNDS HEAL SATISFACTORILY

In certain cases, satisfactory healing of surgical

wounds can be obtained without the application

of postoperative dressings, it has been reported in

the archives of surgery for November, 1953.

Carl J. Heifetz, M.D., Frank O. Richards, M.D.,

and Montague S. Lawrence, M.D., all of St. Louis,

•based their conclusion on two studies of 150 pa-

tients. One study involved 102 patients in whom
satisfactory healing was obtained without dress-

ings. In the second study, 48 patients were ob-

served. For comparative purposes, they were
divided into three groups—those in whom wounds
were covered at the termination of the operations

by the customary gauze dressings, those in whom
wounds were covered by similar dressings which
were removed 24 hours after the operations and
those in whom wounds were left without dress-

ings. Equal and satisfactory wound healing oc-

curred in all three groups.

“The advantages of leaving dressings off include

the opportunity to observe the wounds more often,

avoidance of irritation from adhesive tape, econ-

omies in surgical supplies and in time and effort

of hospital personnel and surgeons, and occasion-

ally reduction in hospital stay,” the doctors said.

“A close examination of the data,” they went
on to observe, “suggests that bacterial counts

were often lower when the wounds were left

without dressings, but the statistical analyses

show that this tendency could be explained on
the basis of chance variation.” Anyway, they are

of the opinion that the concept, generally held

since the beginning of the aseptic era in surgery,

that dressings aid in preventing bacterial infection

ought no longer to go unquestioned.

MORBIDITY REPORT

Diseases
Jan.
1954

Dec.
1953

Jan.
1953

Most cases reported
from these counties

Diphtheria
cases
carriers ....

3

2 2 4 Pottawattamie (all cases

Scarlet, Fever 237 125 147
and carriers)

Black Hawk, Polk, Union
Typhoid Fever 0 1 5
Smallpox .... 0 0 0

Measles 1037 461 421 Cerro Gordo, Dubuque,

Whooping
Cough 23 111 17

Franklin, Henry

Polk, Scott
Brucellosis . . 18 18 21 Scattered
Chickenpox .

.

989 414 1040 Boone, Des Moines,

Meningococcus
Meningitis 4 3 10

Dubuque, Harrison

Guthrie, Linn. Mills. Union
Mumps 363 172 169 Des Moines, Dubuque, Story
Poliomyelitis 1 14 7 O'Brien (paralytic)
Rabies in
Animals . .

.

12 7 18 Scattered
Infectious

Hepatitis . . 264 162 106 Appanoose, Polk, Webster
Tuberculosis 37 32 48 For the state
Gonorrhea .

.

66 63 118 For the state
Syphilis 159 133 178 For the state



WOMAN'S AUXILIARY
to the

IOWA STATE MEDICAL SOCIETY
Organized May 9, 1929, Des Moines, Iowa

Annual Meeting—Twenty -Fifth Anniversary

PROGRAM
MRS. EDWARD B. HOEVEN, President, presiding

Monday, April 26
East Room—Hotel Saver

y

8:00—4:00 Registration—All physicians’ wives wel-

come
Continental Breakfast—Courtesy State Auxil-

ary
t

9:00—11: 30 Executive Board Meeting
Roll Call of Voting Delegates

Reports of Councilors

Reports of Committee Chairmen
Report of Nominating Committee, first reading

—

Mrs. H. C. Merillat, Chairman
11:45 Optional—Free Time—Reservations should be

made for Luncheon and Style Show—Younk-
ers Tea Room—Dutch Treat

2:15— 3:15 Tour of Meredith Publishing Company

—

Courtesy, Meredith Publishing Company.
Transportation—Cars will leave from Hotels

Savery and Fort Des Moines at 2:00.

Tuesday, April 27
Terrace Room—Hotel Savery

8:00—11:00 Registration—Auxiliary and Future
Nurses

9:00 General Session—Mrs. Edward B. Hoeven, Pres-

ident, Presiding

9: 10 Invocation—Rev. Frederick J. Weertz, D.D., St.

John’s Lutheran Church
9: 15 Welcome—Mrs. Benjamin F. Kilgore, President

Polk County Auxiliary

Auxiliary Pledge of Loyalty (all members)

:

I pledge my loyalty and devotion to the

Woman’s Auxiliary to the American Medical
Association. I will support its activities, pro-

tect its reputation and ever sustain its high
ideals.

9: 20 Response—Mrs. Lester R. Hegg, President-elect

9:25 Greetings—L. A. Coffin, M.D., Chairman of

Board of Trustees

9:30 Roll Call of Voting Delegates

9: 35 Address—Dwight G. Rider, Ft. Dodge, President,

State Board of Education
9:50 In Memoriam—Mrs. George Watters

Organ Accompaniment—Mrs. Elmer A. Vorisek
9:55 Presentation of Convention Chairmen—Mrs.

Noble Irving, Jr.

10: 00 Parliamentarian—Mrs. James A. Downing

—

Election Instruction.

10:05 Report of Nominating Committee—second read-

ing—Mrs. H. C. Merillat

Nominations from the floor

10: 15 Election of Officers

Introduction of New Officers—Mrs. Edward B.

Hoeven, President

10:20 Iowa Lutheran School of Nursing—Nurses’ Cho-

rus. Director—Mrs. Hannah Potter

10:50 Presentation of Future Nurses—Mrs. E. A. Lar-

sen

11:00 Response—Club Members and Sponsors—by
counties—by F. N. C. representative

11:30 Future Nurses Luncheon—Broadlawns General

Hospital. Tour of Broadlawns General Hos-

pital

12: 15 Annual Luncheon—Terrace Room
Mrs. Edward B. Hoeven, President, presiding

Robert N. Larimer, M.D., President Iowa State

Medical Society

Gerald V. Caughlan, M.D., President-elect, Iowa

State Medical Society

Walter Martin, M.D., President-elect, American
Medical Association

Mrs. George Turner, President-elect, Woman’s
Auxiliary to the American Medical Associa-

tion

Awarding Past Presidents Pins—Mrs. George

Turner
Announcement of County Exhibit Winners—Mrs.

Frederic Loomis
Door prizes awarded during luncheon—Mrs.

Noble Irving, Jr.

Luncheon Music—Mrs. Elmer A. Vorisek

2:00 Presentation of “The Women,” a comedy by
Clare Booth Luce—Drama Department of Des
Moines Women’s Club

7:00 Banquet—Fort Des Moines Hotel

Wednesday, April 28

East Room—Hotel Savery

8: 00 Breakfast

Board Meeting—Mrs. Edward B. Hoeven, Presi-

dent, presiding

Election of Delegates for National Convention

A.M.A., San Francisco

Business Meeting
Installation of Officers—Mrs. George Turner
Presentation of Gavel to Mrs. Lester R. Hegg,

President

Post Convention Board Meeting—Mrs. Lester R.

Hegg, presiding

Adjournment
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A LETTER FROM THE PRESIDENT

Dear Members of the Auxiliary:

Last night (January 30) I returned home from
Des Moines, concluding a two day session of pro-

gram planning for our SILVER ANNIVERSARY
MEETING April 26, 27, 28.

Also in attendance were Mrs. Dean King, 2nd
Vice President and Program Chairman, and mem-
bers of Polk County Auxiliary, who, largely, are

responsible for the detailed planning which will

make your ANNUAL MEETING one long to be
remembered. The Chairman for Convention is

Mrs. Noble Irving, Des Moines, and the co-chair-

men are Mrs. Benjamin F. Kilgore and Mrs. H. C.

Merillat, also of Des Moines.

The CONVENTION COMMITTEE is planning

an excitingly different program. We hope that all

of you will come, and we sincerely hope that you
will enjoy the three days of fun and good fellow-

ship.

The complete program will be mailed to you; it

will be published also in the March issue of the

Iowa State Medical Journal.

Of course we would not for a moment suggest

that doctors play hooky from their scientific meet-

ings. But we do want them to know that they are

welcome to attend our ANNUAL LUNCHEON
and stay for the show: a comedy “The Women,”
by Claire Booth Luce, which is the afternoon fea-

ture.

We suggest that those members wishing to

“bring their husbands” make reservations early.

Another tantalizing bit of advance information

is—LOVELY DOOR PRIZES. Do you feel lucky?

. . . And now some REMINDERS TO COUNTY
PRESIDENTS: Have you elected your delegates

to the STATE CONVENTION? You are entitled

to send one for every 25 members or major frac-

tion thereof. And the county president, of course,

is a voting delegate. Please send their names to

your state president and to the State Secretary,

Mrs. Robert Mason, 5818 Chamberlain Drive, Des
Moines.

Have you mailed your year’s report to the state

president? Your report is a record of your
achievements and your leadership. We should

appreciate having it promptly for the Annual
Reports. For the record, please include the names
of members and their addresses on a separate

list.

Do the president and the secretary have a cor-

rect list of your new officers and chairmen of

standing committees? Have you publicized the

PROGRAM FOR ANNUAL MEETING in your
own group? Have you contacted every physician’s

wife and invited her to become a member? Have
you mailed a check to your State Treasurer, Mrs.

Howard Smead, 3333 Grand Ave., Des Moines, for

state and national dues?
Has every county received Year Books? If

not, please write to your president or to Mrs.

Hazel Lammey, 529 36th Street, Des Moines,

stating the number you wish, and they will be
mailed promptly. The Year Books contain the

names of national, state and county officers and
members-at-large; they also contain condensed
guidance for auxiliary officers. They are purse
size and indispensable for active members.
Are you giving your Today’s Health Chairman

active aid and encouragement? Is every member
of your auxiliary a subscriber? Is the magazine
on the reading table in your husband’s office?

Are you keeping in mind the gift value of a sub-

scription to Today’s Health every day in the year,

as well as at Christmas time?

Our congratulations go to Dubuque county and
its Today’s Health Chairman, Mrs. Gerald F.

Keohen; they made the Exclusive Club. If your
county is lagging, you still have time.

If you have recommendations or subject matter
which you wish discussed at the Annual Meet-
ing, please send it to the president before March
15. If it is favorably passed upon by the advisory

committee, it will be placed on the agenda.
Finally, remind your husband to make his hotel

reservation early.

With kind regards, and looking forward to see-

ing you in Des Moines in April, I am.
Very sincerely,

Mrs. Edw. B. Hoeven

FARM BUREAU AND STATE SOCIETY MEETING

It was a privilege to attend the dinner meeting
held at the State Medical Society Headquarters
the night of January 26. State representatives of

the Farm Bureau of Iowa and the new Dean of

the Medical College, Dr. Norman Nelson, of Iowa
City, and representatives of the State Medical
Society had an opportunity to get acquainted.

The purpose of the meeting was to further the

fine relationship which has existed between the

Farm Bureau and the State Medical Society.

Mr. Hill, President of the State Farm Bureau,
indicated the desire of that organization to cooper-

ate with the Medical Society to help solve prob-

lems the voluntary way and to maintain freedom
for this great nation.

Farmers present indicated concern that many
small towns are without medical doctors and
asked for ways and means to remedy this situa-

tion.

Mrs. Inman, State President of the Farm Bureau
Women, who was a speaker at the Annual Meet-
ing of the Auxiliary last year, was present at this

meeting. She is eager to help direct rural women
in their programs for better public relations and
health education.

Dr. Nelson is particularly impressed with the

outstanding work which Iowa has done in Cancer
Control. He gave assurance of making every effort

to maintain a fine medical college for the state.

Mrs. Lester R. Hegg,

President-Elect
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ANNUAL MEETING OF THE WOMAN'S
AUXILIARY TO THE A.M.A.

The Thirty-first Annual Meeting of the Woman’s
Auxiliary to the American Medical Association

will be held in San Francisco, California, June 21

through 25, 1954.

Hotel reservations are being handled by the

convention housing bureau, of which Dr. John J.

O’Connor, is chairman. Address: Room 200, 61

Grove Street, San Francisco 2, California. It

would be wise to make hotel reservations as soon
as possible, using the reservation blank in the
Journal of the American Medical Association.
A holiday tour to Hawaii has been planned fol-

lowing the A.M.A. convention, and the Hawaiian
Medical Association has announced a scientific

program for the physicians participating in the
tour. Many delightful social affairs and island

tours have also been planned. Complete informa-
tion may be secured by writing to A.M.A. Head-
quarters.

FOURTH DISTRICT MEETING

A meeting of the Fourth District was held at

the home of Mrs. Joe Krigsten, District Councilor,
in SiouN City, January 16, with an attendance of

25. Mrs. Lawrence Pierson, of Sioux City acted

as co-hostess. Guests of honor included Mrs.
Lester R. Hegg, of Rock Rapids, President-Elect

of the Iowa Auxiliary, and Mrs. Charles Flynn, of

Clarinda, Vice President.

Former State President of the Auxiliary, Mrs.
Howard W. Smith, of Woodward, is the President-
Elect of the Iowa State Health Council. Mrs.
C. N. Maplethorpe, of Toledo, a member-at-large
is a member of the Executive Board of the Iowa
State Health Council.

COUNTY AUXILIARY ACTIVITIES

Boone

Members of the Boone County Medical Society

entertained their wives at a dinner-dance Tuesday
evening, January 12, at Sunset Inn. Arrangements
were in charge of Dr. F. N. Johnson, Dr. Gerald
Sutton and Dr. Enfred Linder, who prepared a

unique and clever program based on the TV and
radio show “Dragnet.” Presented as a parody, the

three doctors played a tape recording which they
had prepared in advance in which they imperson-
ated various other doctors of the Society as mem-
bers of the cast of “Dragnet.” The improvisations

provided a most entertaining and humorous pro-

gram. Following the entertainment, the rest of

the evening was spent in dancing to recorded

music.

The Boone Medical Auxiliary met Tuesday eve-

n n -j March 1, 1954
Dear President

,

As chairman of exhibits for our Iona Woman's Auxiliary to the State

Medical Association
,

I ivant to enlist your help in the selection of an ex-

hibits chairman for your local organization:

1

—

Pick an artist, if you have one ( they are notably 11 th-hour, and work
better under pressure

)

2

—

Have her assemble, compose or procure:
A poster, a diagram, a scrapbook, a puppet show

or any other 2 or 3 dimensional device

mobiles v0

hand bills v0

stage set v0
for attracting attention!

for getting your 1953-54 most workable ideas and projects

before the women and their husbands who will be attending

state convention in April.

3

—

Have her ivrite to me for any further suggestions or helps.

4

—

Have her bring her materials early on the opening Sunday after-

noon, so that all may be effectively labelled and arranged before the

guests start arriving and looking.
Sincerely,

Mrs. Frederic Loomis Jessie Loomis
5 South Hackett Rd.
Waterloo, loiva
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ning, January 26, for dinner at the Lincoln Res-

taurant. The business meeting which followed was
held at the home of Mrs. W. H. Longworth. The
following officers were elected: Mrs. John Her-
man, President: Mrs. R. E. Gunn, Vice President;

Mrs. Gerald Sutton, Secretary; Mrs. F. N. John-

son, Treasurer.

Mrs. Solveig Michaelson

Cass

The Woman’s Auxiliary of the Cass County Med-
ical Society chose Mrs. J. F. Moriarty, President;

Mrs. Jack La Rue, of Anita, Vice-President; and
Mrs. L. L. Long, of Atlantic, Secretary-Treasurer,

for 1954.

Dubuque

New officers for the Dubuque County Auxiliary

are: Mrs. D. C. Sharpe, President; Mrs. L. Alt,

Vice President; Mrs. E. Olin, Secretary; Mrs.

Edward Thorsness, Treasurer. All of these officers

are residents of Dubuque.

Hamilton

The Hamilton County Auxiliary held a regular

meeting at the home of Mrs. George A. Paschal
on January 15. The following officers were elected:

Mrs. J. L. Ptacek, President; Mrs. R. C. Crump-
ton, President-Elect; Mrs. F. F. Hall, Secretary

-

Treasurer.

Miss Loretta Ryan, school nurse, was a guest.

A resolution was passed to assist all county stu-

dents who are interested in the nursing profession,

but do not have a Future Nurses Club in their

schools.

Mrs. W. B. McGahey

Lyon

The Auxiliary to the Lyon County Medical Soci-

ety elected Mrs. John Lavender, of George, Pres-

ident, and Mrs. H. H. Gessford, of George, Sec-

retary-Treasurer, for 1954.

Page

New officers of the Page County Auxiliary are:

Mrs. Earl N. Bossingham, Clarinda, President;

Mrs. C. H. Brush, Shenandoah, Vice President;

Mrs. Karl Catlin, Clarinda, Secretary-Treasurer.
A Future Nurses Club was started in the Shen-

andoah High School with the Page County Auxil-
iary acting as its sponsor. Mrs. Harold Henstorf,

a member of the Page County Nurse Recruitment
Committee, attended their first meeting, and Mrs.
J. J. Lilly, school nurse at Shenandoah, is the

school sponsor of the organization.

Mrs. Charles H. Flynn
First Vice President

Polk

The Polk County Medical Auxiliary designated

January as membership month. “Be a member and
bring a member” was the theme of their meeting
on January 22. Dr. E. P. Lovejoy, President of the

Polk County Medical Society, spoke on “The
Role of the Woman’s Auxiliary in Organized

Medicine.”

A report from the committee for Services to the

Severely Disabled in the State of Iowa was pre-

sented by Mrs. J. E. Dyson. The members of the

Polk County Medical Society voted to give $25

for the purchase of sheeting as their contribution

to this organization.

Mrs. Howard G. Ellis

Wapello

The Wapello County Auxiliary met on January
5 at the home of Mrs. Loren Cappoc, at which time

the following members took office: Mrs. Kenneth
Lister, President; Mrs. Robert Krause, Vice Pres-

ident; Mrs. Robert Dalager, Secretary; Mrs. T. L.

Vineyard, Treasurer; Mrs. L. A. Taylor, President-

Elect. After the business meeting, Mr. Richard
Ackley, County Attorney, gave an address on
“Juvenile Delinquency.”

Mrs. W. D. Maxier

SPEAKERS' BUREAU SCHEDULES
RADIO

WSUI—IOWA CITY
Tuesday at 11:45 a.m.

“The Story of Surgery”

March 2 ... . How Do You Know When You Need
Surgery?

“Main Street Medicine”

March 9 Rural Community Health Center
March 16 Human TB Accreditation

March 23 Doctor’s Emergency Service

March 30 Medical Scholarship

WOI—AMES
Thursday at 11:15 a.m.

“Time Out”
Sleep

Play

Leisure

Work

TELEVISION

WOI-TV—AMES
Friday at 8:00 p.m.

How Is Cancer Recognized?
... Surgical Treatment of Cancer
Radiological Treatment of Cancer

Cancer Is Curable

March 4 .

March 11

March 18

March 25

March 5 .

March 12

March 19

March 26



Attorney General Leo A. Hoegh Issues an Official Opinion Upon

The Corporate Practice of Medicine by

Hospitals and the Division of Fees

By Physicians

February 19, 1954

Board of Medical Examiners
Division of Licensure
State Department of Health
Des Moines, Iowa
Gentlemen:
We have your recent request for an opinion in which

you set forth facts and questions as follows:

“(a) A physician who specializes in diagnostic radiology,
which consists of the diagnosis of disease and injury by the
use of x-ray films, has entered into a contract with an Iowa
non-profit corporation engaged in operating a general hos-
pital. The corporation maintains a department with the neces-
sary x-ray equipment for the taking and developing of x-ray
films at the hospital and employs the necessary technicians'
to operate the same. The physician under the contract agrees
to supervise the operation of the equipment by the tech-
nicians and in some cases operates the equipment himself. He
also agrees to give his opinion as to the condition of the pa-
tient based upon the x-ray films taken of each patient's body.
The patient may be an in-patient whose attending physician
has requested consultation with the radiologist by requesting
x-ray examinations, or a patient who comes to the hospital
with or without the advice of another physician for the sole
purpose of securing an x-ray diagnosis. The hospital holds
itself out as maintaining a radiology department with the
physician in charge thereof being available for conference
and to assist in determining proper treatment for the condi-
tion found to exist.

“(b) A physician who specializes in clinical pathology,
which consists of the diagnosis of disease and injury by the
use of clinical laboratory methods, such as the examination of
tissue, blood, urine, or other body fluids and secretions, has
entered into a contract with an Iowa non-profit corporation
operating a general hospital. The corporation maintains a
clinical pathology laboratory with the necessary equipment
and employs the necessary technicians to operate the same.
The physician under the contract agrees to supervise the
operation of the equipment by the technicians, and in some
cases operates the equipment himself. He agrees to give an
opinion on the condition of the patient based upon the re-
sults of the laboratory procedures when requested to do so.
The patient may be an in-patient whose attending physician
has requested consultation with the pathologist in charge by
requesting laboratory procedures, or a patient who comes
to the hospital with or without advice of Another physician
for the sole purpose of securing clinical pathology diagnosis
involving blood, tissue, urine, or other clinical laboratory
procedures. The hospital corporation holds itself out as main-
taining the clinical pathology laboratory with the physician
in charge thereof being available for a conference and to
assist in determining the proper treatment for the condition
found to exist.

“In each of the foregoing situations, and in accordance with
the terms of the contract the hospital, in its own name, bills
and collects a fee from the patient for all services rendered
and for the use of its equipment and personnel in connec-
tion therewith. In accordance with the terms of the contract,
the hospital, with no knowledge on the part of the patient,
pays the physician for his services a fixed percentage of the
gross or net income of the radiology department or clinical
pathology laboratory as the case may be. A hospital service
issociation provides as benefits to its subscribers x-ray serv-
ices and clinical laboratory services. In case of such patients,
the hospital bills are paid by the association and under the
terms of the contract they are treated as part of the gross
or net income in arriving at the compensation to be paid
the physician in charge.

“(c) In other hospitals radiologists and pathologists are
employed on straight salary contracts with the hospital
collecting all of the fees direct from the patient or from the
hospital service association.
“Inasmuch as we are charged with the responsibility of

aiding in the administration and enforcement of the pro-
visions of law relating to those licensed to practice medicine
and surgery in Iowa, your opinion is requested on the fol-
lowing questions:

“1. Is the corporation which operates the hospital in each
of the foregoing situations practicing medicine and surgery
in violation of the law?

“2. Is the physician in charge of the radiology department
or pathology laboratory guilty of unprofessional conduct as
that term is defined by the provisions of Subsection 4 of
Section 147.56, Code 1950?”

Prior to answering either of your specific questions

it is necessary to first determine whether or not the

physicians in the situations you inquire about are

themselves “engaged in the practice” of medicine and
surgery. In this connection we must consider the pro-

visions of Section 148.1, Code 1950, which are as fol-

lows:

“For the purpose of this title the following classes of per-
sons shall be deemed to be engaged in the practice of medi-
cine and surgery:

“1. Persons who publicly profess to be physicians or sur-
geons or who publicly profess to assume the duties incident
to the practice of medicine or surgery.

"2. Persons who prescribe, or prescribe and furnish medi-
cine for human ailments or treat the same by surgery.

"3. Persons who act as representatives of any person in

doing any of the things mentioned in this section.”

In your statement of facts you say that the physician

in charge of the radiology department agrees in his

contract with the hospital to give his opinion as to the

condition of the patient based upon the x-ray film

taken of each patient’s body, and that the physician in

charge of the clinical pathology laboratory in his con-

tract with the hospital agrees to give an opinion on

the condition of the patient based upon the results of

the laboratory procedures when requested to do so.

You further state, in both situations the hospital holds

itself out as maintaining either a radiology department

or pathology laboratory with the physician in charge

thereof being available for conference and to assist in

determining proper treatment for the condition found
to exist.

In the case of State v. Hughey, 208 Iowa 842, 226

N.W. 371, the defendant was prosecuted under the

charge of practicing medicine without a license. His

argument was that inasmuch as he gave no medicine,

he could not be guilty of practicing medicine. At page

846 of the Iowa Reports the Supreme Court stated:

"The term ‘practice of medicine' is defined by Section
2538. It is not confined to the administering of drugs. Under
this statute, one who publicly professes to be a physician and
induces others to seek his aid as such is practicing medicine.
Nor is it requisite that he shall profess in terms to be a
physician. It is enough, under the statute, if he publicly pro-
fesses to assume the duties incident to the practice of medi-
cine. What are 'duties incident to the practice of medicine?’
Manifestly, the first duty of a physician to his patient is to

diagnose his ailment. Manifestly, also, a duty follows to

prescribe proper treatment therefor. If. therefore, one pub-
licly professes to be able to diagnose human ailments, and
to prescribe proper treatment therefor, then he is engaged
in the practice of medicine, within the definition of Section
2538.”

It is our conclusion that when the physicians in

charge of the respective departments inquired about

do give their opinions as to the condition of the pa-

tient based upon x-ray or laboratory procedures, they

are “diagnosing human ailments,” and when they make
themselves available for conference or assist in de-

termining proper treatment for the condition found to
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exist, they are “engaged” in the practice of medicine

and surgery. For additional authority, see 41 Am. Jur.,

“Physicians and Surgeons,” page 151, Section 24; State

vs. Howard, 216 Iowa 545, 245 N.W. 871; and State ex

rel Bierring vs. Robinson, 236 Iowa 752, 19 N.W. 2d 214.

We now come to your first question which is whether

the corporation which operates the hospital in each

of the foregoing situations is practicing medicine and
surgery in violation of the law. Section 147.2 Code
1950, provides;

"No person shall engage in the practice of medicine and
surgery, chiropody, osteopathy, osteopathy and surgery, chiro-
practic, nursing, dentistry, dental hygiene, optometry, phar-
macy, cosmetology, barbering, or embalming as defined in

the following chapters of this title, unless he shall have ob-
tained from the state department of health a license for that
purpose.”

and Section 147.93. Code 1950, further provides:

“The opening of an office or place of business for the prac-
tice of any profession for which a license is required by this
title, the announcing to the public in any way the intention
to practice any such profession, the use of any professional
degree or designation, or of any sign, card, circular, device,
or advertisement, as a practitioner of any such profession,
or as a person skilled in the same, shall be prima facie evi-
dence of engaging in the practice of such profession.”

Immediately the question is presented whether a

corporation would fall within the term “person” as

used in the foregoing Section 147.2. The rule as stated

in 13 Am. Jur., “Corporations,” page 838, Section 837,

is as follows:

“While a corporation is in some sense a person and for
many purposes is so considered, yet, as regards the learned
professions which can only be practised by persons who have
received a license to do so after an examination as to their
knowledge of the subject, it is recognized that a corporation
cannot be licensed to practice such a profession. For example,
there is no judicial dissent from the proposition that a cor-
poration cannot lawfully engage in the practice of law.
"A corporation cannot be licensed to carry on the practice

of medicine. Nor, as a general rule, can it engage in the
practice of medicine, surgery, or dentistry through licensed
employees. It is generally held that in the absence of express
statutory authority, a corporation may not engage in the
practice of optometry either directly or indirectly through
the employment of duly registered optometrists.”

That the Iowa Court is in accord with the foregoing
rule is evidenced by the decision in the case of State

vs. Bailey Dental Company, 211 Iowa 781, 234 N.W. 260,

which was an action in equity to enjoin the defendant
corporation from practicing dentistry. Defendant’s first

contention was that it was not practicing dentistry. At
page 784 of the Iowa Reports, our Court stated:

“Defendant’s first contention is that it is not practicing
dentistry. Immediately upon its incorporation, it did open
an office in the city of Des Moines, and equipped the same
for the purpose of practicing dentistry. Pursuant to the same
purpose, it employed licensed dentists for its work. This course
of procedure has been followed ever since. It has advertised
the practice of dentistry under its corporate name, and not
otherwise. It has obeyed the statute in posting the names of
its employee-dentists. No officer of the corporation is a
licensed dentist. The ownership and control of the entire
equipment is in the corporation and its officers, and not in
the employees. Its unlicensed officials necessarily determine
all its policies, whether they be deemed professional or com-
mercial. If such officials were to carry on this business as
individuals, without the formality of a corporate organiza-
tion and without a license, would they be amenable to the
statutes above quoted, as violators thereof? The affirmative
on this question seems too plain to tolerate argument. If
these officials could not, as individuals, conduct this business
without a license, we can conceive of no reason why they
should be permitted to do so. under the statute, under a
corporate organization and name. If a business thus con-
ducted by an individual, be unlawful, it is likewise unlaw-
ful if conducted by a corporation. Code Section 8339. We
hold, therefore, that the defendant-corporation was practicing
dentistry, and was doing so, therefore, in violation of the
statute.”

Following the decision in the Bailey Dental case this

Department was asked to issue an opinion as to
whether medical clinics incorporated and practicing

medicine as an organization would be in conflict with

that decision of the Supreme Court. In that opinion ap-

pearing 1932 A.G.O., page 248, we stated:

"In view of the fact that the employees of an incorporated
clinic would be under the supervision and direction of the
officers of the corporation, they would not be free agents
and the public would be left unprotected if unlicensed per-
sons and corporations were permitted to practice through and
under the cloak of the licensed individual, and this would
open the road for quacks, charlatans and others whose greed
would be masked under the practice of one of the healing
arts, and who, through liberal promises and compensation,
would and could employ licensed practitioners who would
be obliged to submerge their own ideas and teachings at the
request of the unlicensed quacks and corporations by whom
they were employed. There would soon spring up throughout
the country corporations which would be controlled by lay-
men who would go out and secure the professional services
of unethical licensed men in the different professions, and
who would, through cut rates, extravagant advertisements,
and the use of cappers and steerers, soon develop a large
following, not only to the disadvantage of the different pro-
fessions, but to the danger of the public.
"When a licensed practitioner of any of the professions

attempts to contract his professional services to an individual,
or a group of individuals, he is in reality attempting to serve
two masters, his employer and his patient. The law has re-
peatedly, not only in this state but in other states, stepped
in and laid down the rule that this practice was against pub-
lic policy, for the reason that the law takes into considera-
tion human frailties and also recognizes the fact that in
many instances, at least, the employee will serve that master
from whom he receives the highest remuneration, and that
as a result the patients and the public would suffer if any con-
flict existed between them and the employer. For that rea-
son and the impossibility on the part of clinics and cor-
porations to meet the required standards laid down by the
legislature of this state, corporations and clinics would be
violating the law if, and when, they employed medical men
in their professional capacity to treat the public and held
themselves out for that purpose.”

An official opinion of this Department in 1934 A.G.O.

page 64, held that the Amana Society of Amana, Iowa,

could not legally operate physicians’ and dentists’ offi-

ces as a part of their corporate business. Later and as

evidenced by an official opinion, 1946 A.G.O., page 159,

it was held that the practice of cosmetology by a cor-

poration would not be a legal business and therefore

the Secretary of State was advised not to accept such
Articles of Incorporation for filing. For additional au-

thority that a corporation cannot legally engage in the

practice of one of the healing art professions, see State

vs. Baker, 212 Iowa 571, 235 N.W. 313; State vs. Kindy
Optical Company, 216 Iowa 1157, 248 N.W. 332.

In view of the above expressions of the law, we are

bound to conclude that a corporation, whether or not
organized or operated for profit, may not practice

medicine and surgery in this state directly because of

its inability as a legal entity to obtain a license, nor
can it practice indirectly by hiring licensed members of

that profession to do the actual professional work in-

volved. It is immaterial whether the compensation to

the licensed person so hired be on a straight salary

basis or in the form of a contractual percentage ar-

rangement as you mention in your statement of facts.

We do not intend to say that the mere ownership
and operation of a radiology department or pathology
laboratory by a corporation in and of itself means that
they are engaged in the practice of medicine. Consid-
eration must be given to the hospital for the use of

its equipment and facilities, but in our opinion this

can only be done through a lease arrangement with a
licensed member of the medical profession resulting
in a true landlord-tenant relationship with freedom of
complete independent judgment and operation as the
licensed member deems best. Such an arrangement
would permit the physician in charge of the depart-
ment to be directly responsible to the patient and make
possible the paying of the fee for professional services
direct to that physician. Under such an arrangement
the hospital could not legally hold itself out to the
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public as a corporation offering the professional serv-

ices. This, of course, is very important in view of the

provisions of Section 147.93 quoted above with respect

to what constitutes prima facie evidence of engaging

in the practice of the medical profession. Clearly the

type of arrangement just discussed is not apparent

under the provisions of the contracts mentioned in

your statement of facts.

Your second question makes reference to Code Sec-

tions 147.55 and 147.56, Code 1950, and inquires as to

the possibility of the provisions of such a percentage

contract or salary arrangement constituting “unpro-

fessional conduct” within the meaning of Subsection 4

of Section 147.56, Code 1950, which refers to division of

fees in the following language:

"Division of fees or agreeing to split or divide the fees
received for professional services with any person for bring-
ing or referring a patient or assisting in the care or treat-
ment of a patient without the consent of said patient or his
legal representative.”

There can be no doubt that in the case where a cor-

poration hires the licensed member of the profession

on a straight salary contract and they receive any
amount as compensation for professional services ren-

dered, the one receiving the salary would be guilty of

“unprofessional conduct” within the purview of th^

foregoing subsection. It would be equally clear that

under the type of contract where the compensation is

determined by a percentage of either the gross or net

earnings of the department there would likewise be
guilt on the part of the licensed member of the pro-

fession of dividing fees with the corporation if any
amount was received by them as compensation for

professional services rendered. See opinion 1934 A.G.O.,

page 732, wherein this department held that a division

of money received from the sale of prescriptions by a

licensed pharmacist with a licensed physician consti-

tutes “unprofessional conduct” within the meaning of

the foregoing statute.

Very truly yours,

s/Leo A. Hoegh
Leo A. Hoegh,
Attorney General of

Iowa.
s/Clarence A. Kading,
Clarence A. Kading,
First Assistant Attorney

General.

CAMP FOR DIABETIC CHILDREN

A summer camp for diabetic children will be
open for its sixth season from July 18 to August
8, 1954, at Holiday Home, Lake Geneva, Wiscon-
sin. In addition to the regular personnel of the

camp, there will be resident physicians and dieti-

cians trained in the care of diabetic children.

Boys and girls, ages 8 through 14. are eligible.

For further information, interested persons should
write or phone the office of the Chicago Diabetes
Association, 5 South Wabash Avenue, Chicago 3.

Andover 3-1861.

GASTROENTEROLOGICAL MEETING

A meeting of the Central Region of the National
Gastroenterological Association will be held at the

Schroeder Hotel, in Milwaukee, Wisconsin, Sun-
day afternoon, March 28, 1954. The scientific ses-

sions will take place at 2:00 p.m., following the

semi-annual meeting of the Association’s National

Council.

All physicians are cordially invited to attend.

Copies of the program can be obtained from Dr.

Joseph Shaiken, 536 West Wisconsin Avenue,
Milwaukee 3.

POSTGRADUATE ASSEMBLY AT NEBRASKA U.

The second annual Postgraduate Assembly and
Poynter Foundation Lecture will be held at the

Nebraska University College of Medicine, Omaha,
on March 29, 30 and 31, 1954.

The program is as follows: Monday, March 29

—

“Advances in Pediatric Allergy,” Dr. Donald Nils-

sen, University of Nebraska; “Diagnosis and Man-
agement of Rheumatic Fever in the Childhood
Period,” Dr. Arild Hansen, University of Texas;

“Electroencephalography as an Aid in the Evalua-

tion of Convulsion Disorders in Infants and Chil-

dren,” Robert Ellingson, Ph.D., University of

Nebraska; “Psychological and Social Problems of

Convulsive Disorders in Infants and Children,”

Dr. Reynold Jensen, University of Minnesota;

“Advances in the Field of Infant Nutrition,” Dr.

Hansen; “General Practitioner’s Role in Handling
the Handicapped Child,” Dr. Jensen.

Tuesday, March 30—“Management of Acute In-

juries in the Chest,” Dr. John L. Mayer, Jr., Kan-
sas City; “Excisional Therapy for Management of

Pulmonary Tuberculosis,” Dr. F. John Lewis, Uni-

versity of Minnesota; “Pulmonary Complications

Related to Anesthesia,” Dr. John L. Barmore, Uni-

versity of Nebraska; “Rational Antibiotic Ther-

apy,” Dr. Harry Dowling, University of Illinois;

“Treatment of Urinary Infections,” Dr. Henry
Kammandel, University of Nebraska; “The Use
of the Small Chest Film in Tuberculosis Surveys,”

Dr. Ralph Moore, University of Nebraska; “Recent
Advances in Infectious Diseases,” Round Table.

Wednesday, March 31—“Iron Metabolism Dur-
ing Pregnancy,” Dr. T. C. Holly, University of

Minnesota; “Role of Edema in Functional Pelvic

Pain,” Dr. Gerald Miller, Kansas City; “Selective

Treatment of Diabetes Mellitus According to

Severity,” Dr. Arthur R. Colwell, Northwestern
University; “Care of the Patient With Chronic

Nephritis,” Dr. Arthur Greene, University of Ne-
braska; “Leukemia in the Older Age Group,” Dr.

Peyton T. Pratt, University of Nebraska; “Treat-

ment of Arthritis in the Older Age Group,” Dr.

Eugene E. Simmons, University of Nebraska;
“Problems in the Management of the Geriatric

Patient,” Round Table.

Dr. Reuben G. Gustavson, President of Re-
sources of the Future and former Chancellor of

the University of Nebraska, will deliver the Poyn-
ter Lecture at the Alumni Dinner on March 30 at

the Fontenelle Hotel.



COUNTY SOCIETIES

MEETINGS

Black Hawk

At the January 19 meeting of the Black Hawk
County Medical Society, Dr. R. B. Carney, Associ-

ate Professor of Dermatology at S.U.I., spoke on
“The X Factor in Dermatology,” and at the Feb-

ruary 16 meeting, Dr. Sidney E. Ziffren, Associate

Professor of Surgery at S.U.I., spoke on “Surgical

Practice in the Handling of the Aged.”

Cass

Dr. L. L. Long, of Atlantic, is the new Presi-

dent of the Cass County Medical Society, Dr.

Dwain E. Wilcox, of Atlantic, is Vice-President,

and Dr. Einer Juel, of Atlantic, is Secretary

-

Treasurer.

Cerro Gordo

Approval of the Atomic Energy Commission for

an isotope laboratory has been received by the

Cerro Gordo County Medical Society. Earnings

from a blood bank will finance operation, and
management is to be vested in a committee of

county physicians.

Dubuque

The meeting of the Dubuque County Medical
Society was held on January 12, and a program
on “Newer Concepts in the Treatment of Tuber-
culosis” was presented by Dr. J. C. Painter, of

Sunnycrest Sanitarium.

Hardin

Dr. Douglas Bradshaw, Fort Dodge pediatrician,

addressed the January 12 meeting of the Hardin
County Medical Society. Officers for 1954 selected

at the meeting are: Dr. John Sear, of Alden,
President: Dr. D. M. Nyquist, of Eldora, Vice-

President: and Dr. F. N. Cole, of Iowa Falls, Sec-

retary-Treasurer. It was decided to lend the sum
of $1,500 to the Educational Fund of the Iowa
State Medical Society.

Harrison

At a meeting held on January 1, the Harrison
County Medical Society elected Dr. Hans Hansen,
of Logan, President; Dr. F. X Tamisiea, of Mis-
souri Valley, Secretary; and Dr. A. C. Bergstrom,
of Missouri Valley, Delegate to the annual meeting
of the Iowa State Medical Society.

Jackson

Dr. F. J. Swift, Jr., of Maquoketa, was chosen

President, Dr. E. V. Andrew, of Maquoketa, Vice-

President, and Dr. L. B. Williams, of Maquoketa,
Secretary-Treasurer and Delegate to the annual

meeting of the Iowa State Medical Society.

Johnson

At the February 3 meeting of the Johnson
County Medical Society, Dr. Edward C. Mason, of

the Department of Surgery at S.U.I., spoke on
carcinoma of the stomach.

Page

Dr. Herman M. Jahr, Professor of Pediatrics at

the University of Nebraska School of Medicine,

was principal speaker at the Page County Medical

Society’s meeting at Clarinda, on January 21.

Members of the Woman’s Auxiliary were guests.

Polk

Dr. C. Elliott Bell, of Decatur, Illinois, coordinator

of a public-opinion poll conducted by the Macon
County (Illinois) Society, spoke to the Polk
County group on “How We Lock to the Public”

at a meeting in the Hotel Savery, at Des Moines,

on January 20. Dr. E. Parish Lovejoy was installed

as 1954 President of the Society. Dr. Dwight C.

Wirtz is President-Elect; Dr. Thomas A. Bond is

Secretary-Treasurer; Dr. F. C. Coleman is Trus-

tee; and Dr. Ralph A. Dorner is Councilor at

Large.

Pottawattamie

Dr. John Schenken, a pathologist on the faculty

of the Nebraska University College of Medicine,

addressed the January 18 meeting of the Potta-

wattamie County Medical Society on “Throm-
bocytopenic Purpura.” New officers of the Society

are Dr. Gordon Best, President; Dr. W. O. Griffith,

President-Elect; Dr. Arthur M. Pedersen, Vice
President; and Dr. I. J. Hanssmann, Secretary-

Treasurer.

Scott

Dr. Willard E. Allen, of the Washington Univer-

sity School of Medicine, in St. Louis, addressed

the February 2 meeting of the Scott County Med-
ical Society on the subject “Functional LTterine
Bleeding.”

147
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DEATHS

Dr. Ernest Leslie Kaufman, 85, a Fort Atkinson

physician for nearly 50 years, died at his home
on January 14, after a four-months illness. He
was a Life Member of the Iowa State Medical

Society.

Dr. Matthew Taylor Morton, 63, of Estherville,

died at Holy Family Hospital there, on January

29, of cerebral hemorrhage. Dr. Morton had held

many offices in the Emmet County Medical Soci-

ety, and until September, 1953, when ill health

forced his resignation he was Third District Coun-

cilor of the Iowa State Medical Society.

Dr. Eugene Daley Wiley, 48, of Sioux City, suf-

fered a heart attack and died suddenly on Febru-

ary 3.

Dr. Emil F. Mueller, 73, physician at Dyersville

for tire past 48 years, died on January 22 at Sacred

,

Heart Sanitarium, Milwaukee, Wisconsin, where
he had gone for a two-weeks rest.

Dr. John Stewart Deering, 61, who practiced

medicine at Onawa for 32 years, died on January

24 at Phoenix, Arizona, where he had been living

since 1952.

Dr. Charles Clement Fowler, 85, pioneer Lovilia

physician, died at the Bishop Drumm Home, in

Des Moines, on January 28. He retired several

years ago after practicing for about 60 years.

Dr. George William Yavorsky, 70, who had
practiced at Belle Plaine for more than 48 years,

died at Mercy Hospital, Cedar Rapids, on January

7, a week to the day after he announced his re-

tirement. Several years previously he had had a

lung removed, but was able to return to practice.

Dr. Peder J. Bursheim, 73, a physician since

1905, died at Iowa Lutheran Hospital, Des Moines,

on January 17, of a heart ailment. He had been
ill for about ten days. He practiced at Exira before

moving to Des Moines 11 years ago.

Dr. Josiah Milton Chittum, 86, physician at

North Liberty for 36 years and a Life Member of

the Iowa State Medical Society, died at Mercy
Hospital, Iowa City, on January 29. He had prac-

ticed until the time he entered the hospital, earlier

in January.

Dr. Prince Edwin Sawyer, 80, a Life Member
of the Iowa State Medical Society, died on January
17, 1954.

HOMEMAKERS FOR CHRONIC CASES

In several localities in America, an extra pair

of hands in the home during an illness-crisis is

given by a new and growing group of women who
bear the simple but appropriate name “home-
makers.” A pilot project, initiated in 1951, is being
conducted by the Essex County, New Jersey,

Service for the Chronically 111, under the auspices

of the Essex County Medical Society. In a neigh-

boring area of eastern Union County, New Jersey,

a similar program has been sponsored and organ-

ized by the Woman’s Auxiliary to the county med-
ical society.

Candidate homemakers are giving an orienta-

tion course which includes instruction and train-

ing in budget-menu planning, marketing, prepara-

tion of special diets, tray arrangement, operation

and care of electrical household aids, preparation

of meals, performance of household chores, and
ethical principles involved in serving as a home-
maker. Homemakers are paid $1.25 an hour plus

transportation, a fee which is secured by “Chr-ill

Service” (as the Essex Service now is known) pri-

marily from the patients themselves, but in some in-

stances from interested health and welfare agencies

such as women’s clubs and Junior Leagues. Each
candidate is carefully screened before being accept-

ed for training and placement. She must have semi-

annual chest x-rays and blood tests, and must
submit written weekly reports on each patient,

including data on hours, salary, carfare, special

requests from the patient or his family, etc. Home-
makers are identified by light blue uniforms with

the emblem of the Chr-ill Service, which they

purchase and maintain themselves.

During the first two years of the project, the

Homemakers gave 7,897 hours of service to 59

patients, and the demand for their assistance is

growing rapidly. During 1953, over 10,000 hours

of service were given by 32 Homemakers. Last

year, 52 per cent of referrals came from physi-

cians. Fifty-five per cent of the patients had heart

or circulatory-system illnesses; 27 per cent had can-

cer; and there were others suffering from arthritis,

diabetes, senility, blindness, epilepsy, alcoholism

and other diseases. In January, 1954, it was de-

cided to extend the service to short-term cases

and to develop a new branch to be known as the

“Preventive Homemaker Service.” Homemakers
would give care in the following sorts of cases:

post-partum, post-operative, and “uncomplicated”

medical cases. These latter would include arrested

cases of tuberculosis and patients recently dis-

charged from hospitals, but not active cases await-

ing admittance.

There now are 99 agencies in the country which
have or have had some form of Homemaker Serv-

ice, scattered through 29 states and the District

of Columbia. Packets of material on the subject

can be had from the Children’s Bureau, U. S. De-
partment of Health, Education and Welfare, Wash-
ington 25, D. C.
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Clinical Results* with Banthine Bromide
(Brand of Methantheline Bromide)

22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine

Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment

AUTHORS No, of

Patients

Chronic.

Resistant

to Other
Therapy

TYPES OF ULCERS RELIEF OF SYMPTOMS
(Chiefly Pain)

Surgery

Compli-
cations'

Side Effects

Requiring

Discontinuance

of Drug 2

EVIDENCE OF HEALING

Duodenal Jejunal Stomal Gastric Good Fair Poor
No

Report
Complete Moderate None No Report

Grimson, Lyons, Reeves 100 100 93 7 80 11 4 5 47 19 29

Friedman 15 15 14 1 5 4 6 s 2 13

Bechgaard, Nielsen, Bang,

Gruelund, Tobiassen
26 26 21 5 16 4 6 8 6 12

McHardy, Browne. Edwards
Marek, Ward

162 162 136 12 11 3 1 14 9 7 129

Segal, Friedman, Walson 34 34 34 4 14 13 7 2 5 8 14

Brown, Collins 117 99 117 97 7 8 5 8 55 9 8 40

Asher 77 65 7 5 52 9 16 16 9 21 47

Rodriguez de la Vega,

Reyes Diaz
5 4 5 4 1 3 2

Winkelstein 116 116 102 8 6 102 14 53 18 45

Hall. Hornisher, Weeks 18 18 18 11 1 S'" 18

Maier, Meili 38 38 24 146 27 7 47 10 2 5 21

Meyer, Jarman 25 18 25 21 4 25

Poth, Fromm 37 37 37 33 3 1 33 3 1

Plummer, Burke, Williams 41 41 41 36 5 38 3

McDonough, O'Neil 104 100 104 63 10 31 11 4 11 89

Bioders 60 60 58 1 1 35 19 6 10 1 49s

Legerlon, Texter, Ruffin 11 11 11 11

Holoubek. Holoubek,
Langford

76 69 76 35 27 10 4 10 26 10 36

Ogborn 42 39 2 1 42® 42

Shaiken 48 48 48 33 10 3 2 33 10 3

Johnston 145 145 145 143 2 2 143 2

Rosselt, Knox, Stephenson 146 141 5 146 410 53 93

TOTALS 1443 968 1380 17 8 38 / 142 132 131 12 26 54 552 52 179 634

PERCENTAGES 67.8 95.6 1.2 0.6 2.6 81.3 9.4 9.3 3.7 70.5 6.6 22.9

1. Not included in tabulations. 6. Two with symptoms only; no demonstrable ulcer.

2. Included in "Relief of Symptoms" as "Poor" and 7. Three were psychopathic patients and one had a ventricular ulcer of the lesser curvature.

in "Evidence of Healing" as "None.” 8. Roentgen findings after treatment period of two weeks; forty-seven had duodenal deformity.

3. Four had no symptoms when Banthine therapy was begun. 9. All returned to work within a week.

4. Of which seven were penefrative lesions and five partially obstructive. 10. In these four, after relief of symptoms, Banthine was discontinued

5. No symptoms were present in four. because of urinary retention.

During the past three years, more than 250

references to Banthine therapy in peptic nicer

and other parasympathotonic conditions have

appeared in medical literature. Of these re-

ports, 22 have presented specific facts and

figures on the results of treatment in a total of

1,443 peptic ulcer patients, 67.8 per cent of

whom were reported as chronic or resistant

to other therapy. These results are tabulated

above and show:

"Good” relief of symptoms was obtained in

81.3 per cent of tbe 1,405 patients on whom
reports were available.

"Complete” evidence of healing was ob-

tained in 70.5 per cent of the 783 patients on

whom reports were available.

In all but 9.3 per cent, relief of pain was

"good” or "fair.” In all but 22.9 per cent, evi-

dence ofhealing was "complete” or "moderate.”

During treatment, 26 patients required

surgery or developed complications other

than ulcer which required discontinuance of

the drug before results could be evaluated.

Of the remaining 1,417 patients, only 3.7

per cent experienced side effects sufficiently

annoying to require discontinuance of the drug.

Volume containing complete references, with abstracts

of 39 additional reports, will be furnished on request by

G. D. Searle 8c Co.

P. O. Box 5110, Chicago 80, Illinois
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Cook County Graduate School of Medicine

Postgraduate Courses

SURGERY—Intensive Course in Surgical Technic, Two
Weeks, starting April 5, April 19, May 3

Surgical Technic. Surgical Anatomy & Clinical Sur-
gery, Four Weeks, starting June 7

Surgical Anatomy & Clinical Surgery, Two Weeks,
starting March 22 and June 21

Surgery of Colon & Rectum, One Week, starting
April 12

Basic Principles in General Surgery, Two Weeks,
starting March 29

Gallbladder Surgery, Ten Hours, starting April 12
General Surgery, Two Weeks, starting April 26
Fractures & Traumatic Surgery, Two Weeks, start-

ing June 7

GYNECOLOGY and OBSTET RIC S— Gynecology
Course, Two Weeks, starting June 7

Vaginal Approach to Pelvic Surgery, One Week,
starting March 29

Obstetrics Course, Two Weeks, starting March 29
Combined Course in Gynecology & Obstetrics, Three
Weeks, starting April 19

MEDICINE—Two-Week Intensive Course starting
May 3

Electrocardiography & Heart Disease, Two Weeks,
starting March 15 and July 12

PEDIATRICS—Two-Week Intensive Course starting
April 5

Congenital & Rheumatic Heart Disease in Infants &
Children, One Week, starting April 19 and April 26

UROLOGY—Intensive Course, Two Weeks, starting
April 19

Ten-Day practical course in Cystoscopy every two
weeks

Teaching Faculty—Attending Staff, Cook Co. Hospital

Address: Registrar, 707 South Wood St., Chicago 12, III.

Greater

Understanding

of Your

Work

AMERICA’S AUTHENTIC

HEALTH

MAGAZINE ijllg

Yo#L
3 YEARS $6.50

2 YEARS $5.00
1

.
YEAR $3.00

AMERICAN MEDICAL ASSOCIATION

The Month in Washington

Washington, D. C.—Some parts of the Eisen-

hower administration’s broad health program are
making good progress on Capitol Hill, while
others are virtually standing still or bogged down
in the technical complications that are always a

threat to new legislation. Well ahead of the other

proposals, and possibly destined for enactment,
are bills to broaden the scope of the Hill-Burton

hospital construction law and to liberalize income
tax deductions for medical expenses.

The House Interstate and Foreign Commerce
Committee, under chairmanship of Rep. Charles
Wolverton (R., N.J.), wound up its long fact-

finding study of voluntary health insurance plans

and immediately started hearings on the Hill-

Burton changes. The purpose is to amend the Hill-

Burton law so that it can be used to disburse fed-

eral grants to states for construction of health

facilities that do not qualify as “hospitals.” The
administration is anxious to stimulate the build-

ing of more nursing homes, hospitals for the

chronically ill, diagnostic or treatment centers and
rehabilitation facilities.

An initial appropriation of $2 million would be
authorized for surveys and planning, and $60

million annually for three years of construction.

Per capita income as well as population would be
used to determine a state’s share, as under the

present Hill-Burton program.

At the House hearing, crowded into two days,

the construction program was endorsed, at least

in principle, by every witness except the repre-

sentative of the American Association of Nursing
Homes. Because the program is limited to non-

profit sponsors, members of this group could not

receive grants. The private nursing homes’ spokes-

man said long-term loans through the Small Busi-

ness Administration would help solve their prob-

lem.

American Medical Association recommended
passage of the bill, but urged that facilities for

the chronically ill and the handicapped be “part

of or near a conventional hospital,” and that

facilities of all types be open to the entire com-
munity without discrimination, as in the present

Hill-Burton law. (It is likely hearings also will

be held on this legislation in the Senate.)

The House Ways and Means Committee, mean-
while, was giving its approval to a new income tax

provision that would allow the deduction of med-
ical expenses if they exceed 3 per cent of ad-

justed gross income, rather than 5 per cent under
present law. The present maximum limitation

would be doubled, and the deduction of travel

expenses allowed, where travel is prescribed by
a physician. These changes—a long-time AMA
goal—are embodied in the omnibus tax readjust-

ment bill.
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One Wing of the Lodge

We invite your inquiry

Specialists in the

Treatment of Alcoholic Addiction

Treatment of the “problem drinker” is more than a

sobering-up process; jt is a rehabilitative procedure which

must be tailored to the needs of the individual.

Years of intensive research and specialized clinical experi-

ence enable us to follow through in all phases of modern

restorative treatment—gradual withdrawal, physical

rehabilitation, re-orientation and re-education.

You may refer female as well as male patients

—we are also equipped to care for narcotic

or barbiturate addiction. Moderate rates;

treatment period sometimes shortened

to just two weeks.

Registered by the American Medical Assn.

Member of the American Hospital Assn.

SAINT BERNARD’S HOSPITAL
Council Bluffs, Iowa

Established 1887 Capacity 200 beds

Under the Supervision of the Sisters of Mercy

An Institution for the Study and Treatment

of Nervous and Mental Disorders.

Conditioned Reflex and Antabuse Therapy

for Alcoholism

Affiliated With Creighton University

WILLIAM E. ASH, M.D., Medical Director

JAMES D. MAHONEY, M.D., Associate Director RICHARD B. LEANDER, M.D.
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00
30-105—Blood Grouping Serum (Set Anti-A and Anti-B),

5 cc. of each Set 4.50
35-605—Anti-A, B (Group O) Blood Grouping Serum,

5 cc Each 2.50
32-102—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 2 cc Each 3.25
32-105—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100—Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City, Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

SECLUSION MATERNITY

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

FAIRM01INT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

President Eisenhower’s proposal for federal re-

insurance of voluntary health plans has not been
able to follow the steady course on which it first

appeared to be embarked. At the House hearings,

none of the spokesmen for the large organizations

in the health fields—AMA, Blue Cross and Shield,

American Hospital Association—was willing to

endorse the plan. Like the AMA spokesmen, most
of them wanted first to examine the actual ad-

ministration bill, which at that time had not been
introduced. From the Blue Cross, however, came
a suggestion that the idea be tried out experi-

mentally.

Spokesmen for national labor organizations ex-

pressed mixed reactions, with some maintaining
that reinsurance was a poor substitute for what
they believe the country really needs—national

compulsory health insurance.

The administration’s health budget for the next

fiscal year, starting next July 1, calls for a slight

overall reduction. The regular Hill-Burton pro-

gram, currently operating on $65 million, would
get $50 million. (Any appropriation to start the

proposed expanded construction would be in addi-

tion). Relatively sharp reductions would be made
in funds for venereal, tuberculosis and communi-
cable disease control, in line with the policy of

shifting this responsibility to the states. The vari-

ous research institutes would receive about what
they are now spending.

One of the few new items is for $7.8 million,

estimated as necessary for the extra cost of en-

larging the federal program of vocational reha-

bilitation. Legislation authorizing the expansion is

awaiting Congressional action. The administration

hopes gradually to increase the number of persons

rehabilitated annually from the current 60,000 to

200,000. While the program is being stepped up,

one of its goals would be to induce states to in-

crease their spending until eventually their appro-

priations would match the federal. Like most of

the other parts of the President’s health program,

the rehabilitation effort has the support of the

AMA.
Conferences between AMA officials and admin-

istration leaders are continuing. Latest sessions

were with Secretary Hobby, concerning her de-

partment’s legislative plans; with VA Adminis-

trator H. V. Higley, on treatment of non-service

connected cases; and with Adm. Arthur W. Rad-

ford, chairman of the Joint Chiefs of Staff, Dr.

Frank Berry, Assistant Defense Secretary for

health and medical matters, and Dr. Howard A.

Rusk, chairman of the Health Resources Advisory

Committee, on medical care for military depend-

ents. Representing the AMA at one or more of

the meetings were Drs. Walter B. Martin, David

B. Allman, Gunnar Gundersen, Louis Orr, James

C. Sargent, W. L. Crawford, George F. Lull, Ernest

B. Howard and Frank E. Wilson.

Earlier, AMA representatives talked over legis-

lation with President Eisenhower at the White

House.
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tm Receptwn Room Vtm

mi 25 Hum
MW

Cl ip and mail coupon

NOW, the first new reception room
device in a quarter-century, makes the

week's significant news available to your

patients in digest form!

This 38 by 25 inch display-type pub-

lication uses six and seven colors to

present attractively on-the-spot news

photos and unbiased reporting!

Special Editions—alone worth the en-

tire subscription price—are a once-a-

month feature of patient-pleasing, atten-

tion-getting NOW!

PLEASE SEND ME MY FREE

SAMPLE COPY OF NOW . .

Name.

Street_

City. State .

18
News Map of the Week, 1441 Cleveland Ave., Chicago 10,

ACCIDENT, HOSPITAL AND SICKNESS INSURANCE
For Physicians, Surgeons , Dentists Exclusively

$5,000 accidental death Quarterly S8.00
$25 weekly indemnity, accident and sickness

$10,000 accidental death Quarterly $16.00
$50 weekly indemnity, accident and sickness

$15,000 accidental death Quarterly $24.00
$75 weekly indemnity, accident and sickness

$20,000 accidental death Quarterly $32.00
$100 weekly indemnity, accident and sickness

Cost Has Never Exceeded Amounts Shown

HOSPITAL BENEFITS
Single Double Triple Quadruple

60 days in Hospital 10.00 per day 15.00 per day 20.00 per day
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 20.00 per day
Laboratory Fees in Hospital 5.00 10.00 15.00 20.00
Operating Room in Hospital 10.00 20 00 30.00 40.00
Anesthetic in Hospital 10.00 20.00 30.00 40.00
X-Ray in Hospital 10.00 20.00 30.00 40.00
Medicines in Hospital 10.00 20.00 30.00 40 00
Ambulance to or from Hospital . . .

.

10.00 20.00 30.00 40.00

COSTS (Quarterly)

Adult 2.50 5.00 7.50 10.00
Child to age 19 1.50 3.00 4.50 6.00
Child over age 19 2.50 5.00 7.50 10.00

$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $1950000000
invested ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLA,MS

51 years under the same management

400 First National Bank Building Omaha 2, Nebraska

$200,000.00 deposited with State of Nebraska for protection of our members
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BRUN BRACE CO . ORTHOPEDIC A P P L I A N C E S- M A D E TO ORDER
SURGICAL CORSETS & GIRDLES SACRO-LUMBAR SUPPORTS
HERNIA SUPPORTS POSTOPERATIVE GARMENTS ELASTIC HOSIERY

-SPINAL BRACES OUR SPECIALTY—
1530 West Jefferson, D es Moines, la. Charles A. Larimer—Mgr.

PERSONALS

Dr. Emil M. Stimac, formerly associated with
Dr. C. M. Zukerman, has opened an office for

individual general practice in the First National

Bank Building at Davenport.

Dr. John H. Ahrens, who has practiced surgery

at New Hampton since 1949, is now a member of

the Rohlf Memorial Clinic staff, at Waverly.

Dr. Lois Eichelberry, a graduate of the S.U.I.

Medical School who interned at Mercy Hospital,

Iowa City, has announced her intention to locate

at West Branch on June 1. She will succeed Dr.

T. T. Bozek, who discontinued practice there on
February 1.

Dr. Denes Farago, of Spirit Lake, a native of

Hungary who came to this country as a Displaced

Person three years ago and has been working at

Marcus Snyder Memorial Hospital under the

supervision of Dr. Don Rodawig and Dr. Phil

Scott, has been notified he will now be licensed

to practice in Iowa.

Dr. Higdon B. Elkins, Associate Professor of

Radiology at S.U.I., has been elected to a fellow-

ship in the American College of Radiology.

Dr. V. G. Helt, a graduate of the S.U.I. College of

Medicine now interning at Sioux City, will locate

at Moville on June 1.

Dr. Ralph Gorrell, of Clarion, accepted an invi-

tation extended by the Pan American Society of

General Practice to address its February meeting
at Medellin, Colombia.

A new addition to the staff of Holy Family Hos-

pital, at Estherville, is Dr. Russell L. Cox, a radi-

ologist who moved there from Creighton Memorial
St. Joseph’s Hospital, Omaha. He is a graduate of

Creighton University Medical School.

Dr. Allen M. Cochrane has announced his in-

tention of locating permanently at Perry and has
bought a home there. He has been practicing at

Perry on a part-time basis since Dr. A. J. Mull-

mann was injured in an automobile accident last

December, and the two men will be associated as

soon as Dr. Mullmann is able to resume work.

Dr. Joe Gottsch, of Shenandoah, a lieutenant,

has been transferred from San Antonio, Texas,

to the Northeast Air Command, the headquarters
of which are in New Jersey.

As of February 1, Dr. W. S. Binford, of Daven-
port, retired from the practice of medicine to

which he has devoted 54 years. He is a 1900 grad-

uate of the College of Medicine at S.U.I., and
practiced 30 years in Dixon before moving to

Davenport.

On Sunday, January 31, a few days after his

80th birthday, Dr. Charles W. Burt was honored
at an open house at his home. After receiving his

M.D. at the University of Illinois, in 1901, Dr.

Burt began the practice of medicine in West Des
Moines, where he has remained ever since. He has

been mayor of the town, a member and president

of its school board, and, in 1946, recipient of the

Citizenship Award of its Chamber of Commerce.

After a year’s absence, during which he under-

went surgery that was necessitated by injuries and
engaged in advanced study at the University of

Michigan, Dr. Abraham G. Fleischman has re-

sumed his practice of urology in the Equitable

Building at Des Moines.

Dr. G. C. Scanlan, who for two years has been

an instructor at the Creighton University Med-
ical School, in Omaha, resumed his general prac-

tice in DeWitt on January 20. Dr. Scanlan had
turned to the less physically demanding work
of teaching while in the process of regaining his

health.
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THE RETREAT HOSPITAL
Des Moines, Iowa

Established 1905 Cottage Plan

A hospital for the study, care and treatment of
mental, emotional, personality and habit disorders

Facilities available for Acute Psychiatric Conditions

Geriatrics and Alcoholism

HERBERT C. MERILLAT, M.D., Medical Director

S. U. WYKOFF, M.D., Associate Psychiatrist

MARTIN J. KRAKAUER, Psychologist

SYDNEY L. MACMULLEN, Administrator

PAUL T. CASH, M.D.. Psychiatrist

SIDNEY L. SANDS, M.D., Psychiatrist

HOWARD V. TURNER, M.D., Psychiatrist

HERBERT W. VETTER, Asst. Administrator

2801 Woodland Ave. Phone 5-2121

avid bew&n

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE telephone victor 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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PROFESSIONAL PROTECTION
EXCLUSIVELY
SINCE 1899

specialized service

a s s u res "know-how”

L

DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

THE NORBURY
SANATORIUM
Established 1901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician

HENRY A. DOLLEAR, M.D., Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

PHYSICIAN DISTRIBUTION VERY GOOD
A seven-year study has disclosed that the dis-

tribution of physicians in the United States in

relation to the people they serve is extraordinarily

good.

The first of its kind, the study was conducted by
Frank G. Dickinson, Ph.D., Chicago, director of

the American Medical Association’s Bureau of

Medical Economic Research. Dr. Dickinson, who
used 1950, a population census year, as the basis

for the study, made his report on February 8,

1954 at the 50th annual Congress on Medical Edu-

cation and Licensure.

To make this study, Dr. Dickinson divided the

country into 757 areas, using the trading area

principle which is based on road systems and
marketing habits of people, not on state, county
and city boundaries.

In the 757 areas, Dr. Dickinson found there

were 15,192 towns, villages and cities with one
or more physicians; 5,311 of these towns, villages

and cities were served by one active practicing

physician. The number of persons in each area

per active practitioner varied from 5,100 in the

area around Monticello, Utah, to 380 in the Roches-

ter, Minn., area.

Dr. Dickinson included in the category of active

private practitioners only those physicians en-

gaged in general practice or part-time or full-time

specialization. Not included in the category were
those physicians in the government or armed serv-

ices, interns and residents, those retired or not

in practice, and those in industry, teaching, re-

search or administrative work.
Seventy-five of the 757 areas had more than

2,000 persons per active physician. However, Dr.

Dickinson explained, these areas were among the

most sparsely populated ones in the nation, located

in the mountain, west-north-central, and east-

south-central regions of the country. The addition

or redistribution of only 361 physicians into these

areas would have alleviated this condition, he

added.

Dr. Dickinson pointed out that while one-sixth

of the land area of the United States was outside

a 25-mile radius of the closest town with a phy-

sician in active practice, only one-sixth of one

per cent of the nation’s population lived in this

territory. With today’s transportation, the physi-

cian is able to reach more patients in less time

than his predecessor. A patient who is 30 miles

away from his doctor today is actually closer in

terms of time than most patients four miles away
50 years ago.

According to the report, in 1950 every city,

town or village with more than 5,000 population

had at least one physician in active private prac-

tice, as had 96 per cent of those with a popula-

tion between 2,500 and 5,000, 88.3 per cent of those

with a population between 1,000 and 2,500, and 21

per cent of those with a population between 100
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W. E. COLLINS
Medical Arts Building

3200 University Avenue

Des Moines 11, Iowa

Phone 7-4431

and 1,000. More than half of the latter group had
less than 250 inhabitants, it was added.

Dr. Dickinson’s report stated that the recent,

rapid rate of medical progress has been aided by

better food, housing, sanitation, etc. It was Dr.

Dickinson’s opinion that, from the standpoint of

public welfare, the greatest current shortages of

highly trained personnel occur in the fields of

physics, chemistry and teaching.

The survey touched on the subject of physicians

in the armed services during World War II. At
that time, 40 per cent of the country’s physicians

were in the armed services, leaving 60 per cent

to care for the 91 per cent of the population who
remained civilian. During this time, civilians econ-

omized on the use of civilian physicians, he stated,

and most indices of health indicated improvement
during the national emergency—a situation which
would probably repeat itself in any future national

emergencies, he added.

The report is entitled “The Distribution of Phy-
sicians by Medical Service Areas.”

PLASTIC DRESSING ENDORSED

Successful use of Aeroplast (trade mark), a

sprayable, transparent, film-forming polyvinyl

plastic dressing for burns and surgical wounds,
is described in the current issue of Archives of

Surgery. Originally an emergency, initial local

dressing for mass treatment of thermal burns, it

also meets the essentials of a good surgical dress-

ing, according to Dr. Daniel S. J. Choy, Dayton,

Ohio. Aeroplast can be removed in one piece,

and preliminary studies have shown that it causes

no systemic or local toxicity or sensitization, he
reported.

Advantages of the new dressing in burns cases

include: marked saving of time in application;

applicability to areas otherwise hard to dress;

transparency; and flexibility, allowing relatively

unrestricted early exercise of burned hands and
digits.

The chief drawback of the Aeroplast proved to

be the 30- to 45-second period of sharp stinging

felt by the patient when the dressing was applied

to a raw area. But the stinging sensation is no
worse than the burning caused by standard anti-

septics, Dr. Choy believes.

He based his conclusions on 50 patients whom
he treated with Aeroplast, 11 of whom had first

to third degree burns, 8 of whom had skin-graft

donor sites which were regarded as second degree

burn equivalents, and 31 of whom had other types

of surgical lesions such as operative wounds and
lacerations of the hands, neck, face and scalp. The
plastic was sprayed or painted directly onto the

lesion.

Because of the feasibility of its use by relatively

untrained personnel, Aeroplast may prove highly

useful in military and civilian rescue operations

following atomic attack.
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in arthritis

and allied disorders

Its therapeutic effectiveness substantiated by more than fifty

published reports, Butazolidin has recently received

the Seal of Acceptance of the Council on Pharmacy and Chemistry

of the American Medical Association.

In the treatment of arthritis Butazolidin produces prompt relief

of pain. In many instances relief of pain is accompanied

by diminution of swelling, resolution of inflammation and increased

freedom and range of motion of the affected joints.

Butazolidin is indicated in:

Gouty Arthritis Rheumatoid Arthritis

Psoriatic Arthritis Rheumatoid Spondylitis

Painful Shoulder (including peritendinitis, capsulitis, bursitis, and acute arthritis)

Since Butazolidin is a potent agent, patients for therapy should

be selected with care; dosage should be judiciously controlled;

and the patient should be regularly observed so that treatment may be

discontinued at the first sign of toxic reaction.

Physicians unfamiliar with the use of Butazolidin are urged to send

for complete descriptive literature before employing it.

Butazolidin® (brand of phenylbutazone), coated tablets of 100 mg.

GEIGY PHARMACEUTICALS
Division of Ceigy Chemical Corporation

220 Church Street, New York 13, N. Y.

In Canada: Ceigy Pharmaceuticals, Montreal 360
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ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of February 10, 1954

Ackerman, J. H., Clarksville

(Atlanta, Georgia) ....Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Bartholomew, R. D., Lake City
(Walnut Creek, Calif.) Lt. (j.g.) ,

U.S.N.R.
Benton, J. S., Des Moines 1st. Lt., A.U.S.
Bogle, W. C., Marion

(Great Lakes, 111.) Lt., U.S.N.R.
Braatelien, N. T., Des Moines

(Rock Island, 111.) 1st Lt., U.S.A.F.
Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Buzan, E. F., Des Moines
(Yuma, Arizona)

Christensen, J. R., Eagle Grove
(Palo Alto, California) Lt. A.U.S.

Cline, H. L., Iowa City
(Denver, Colorado) A.U.S.

Couchman, P. G., Des Moines
(Ft. Riley, Kansas) 1st Lt., U.S.A.F.

Daut, R. V., Davenport
(Westover Field, Massachusetts) ....Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City

(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(DeRidder, Louisiana) Capt., A.U.S.

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, John E., Shenandoah
(MacDill A.F.B., Tampa, Florida) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Randolph A.F.B., Texas) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck
Hickman, D. M., Indianola

(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Isham, R. B., Osage U.S.N.R.
Iwen, G. W., Iowa City
Jenkins, H. F., Ogden

(Randolph A.F.B., Texas) U.S.A.F.

Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.

Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Raleigh, North Carolina) 1st Lt., U.S.A.F.

Kruse, R. H., Conrad
(Pearl Harbor, T. H.) Lt., U.S.N.R.

Kuehn. W. G., Clarinda
(A.P.O. San Francisco, Calif.) Lt„ U.S.N.R

(Continued on page xxx)
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients

Shock Therapy Hydrotherapy
Occupational Therapy

COMPETENT STAFF

MILWAUKEE SANITARIUM
Wauwatosa, Wisconsin

(Chicago Office—1509 Marshall Field Annex
Bldg., 25 East Washington St.—Wednesday,

1-3 P.M. Phone: Central 6-1162)

Maintaining the highest standards since 1884,
the Milwaukee Sanitarium continues to stand
for all that is best in the contemporary care
and treatment of nervous disorders. Photo-
graphs and particulars sent on request.

Josef A. Kindwall, M.D.
Carroll W. Osgood, M.D.

William T. Kradwell, M.D.
Benjamin A. Ruskin, M.D.

Lewis Danziger, M.D.
Russell C. Morrison, M.D.
James A. Alston, M.D.

Waldo W. Buss, Executive Director

North Shore Health Resort
on the shores of Lake Michigan

WINNETKA, ILLINOIS

NERVOUS and MENTAL DISORDERS

ALCOHOLISM and DRUG ADDICTION

Modern Methods of Treatment

MODERATE RATES

Established 1901 Fully Approved by the

Licensed by State of Illinois American College of Surgeons

225 Sheridan Road

SAMUEL LIEBMAN, M.S., M.D.

Medical Director

WInnetka 6-0211
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Roster of Iowa Physicians

(Continued from page xxviii)

Kuehnle, G. R., Dubuque
(Baton Rouge, La.)

Kurth, R. J., Waterloo
(Minneapolis, Minn.) Capt., U.S.A.F.

Larson, Erling, Jr., Des Moines
(Indianapolis, Indiana) Lt., U.S.N.R.

Lawler, Matthew P., Des Moines
(Corona, California) U.S.N.

Leiter, E. R. K., Des Moines
(Bangor, Me.) Capt., U.S.A.F.

McMahon, A. E., Jr., Des Moines
(Omaha, Nebraska) U.S.N.R.

Martins, J. K., Waterloo
(Bayonne, N. J.) Lt., U.S.N.R.

Maxwell, J. R., Iowa City
(Camp Stoneman, California) 1st. Lt., A.U.S.

Middleton, W. H., Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(Topeka, Kan.) 1st Lt., U.S.A.F.

Paul, R. E., Des Moines
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Perman, Harvey H., Forest City *

(Yokasuka, Japan) U.S.N.
Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton. Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Puntenney, A. W., Boone
(Portsmouth, Va.) Lt., U.S.N.R.

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,

Seattle)

Saunders, R. J., Colfax
(APO San Francisco, Calif.) 1st. Lt., U.S.A.F.

Schlichtemeier, E. O., Peterson
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.
Shuldberg, Arthur, Des Moines

(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.
Sinton, D. W., Iowa City

(Colorado Springs, Colorado) A.U.S.
Smith, C. B., Iowa City

(Bowling Green, Ky.) Capt., A.U.S.

Sphonheimer, L. N., Donnellson
(Mountain Home AFB, Idaho) ....1st Lt., U.S.A.F.

Stivers, T. W., Des Moines

Stutsman, R. E., Washington
(Miami, Fla.) Cmdr., U.S.N.

Sugioka, Kenneth, Iowa City
(Long Island, N. Y.) A.U.S.

Theilen, E. O., Iowa City
(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) .... Capt., A.U.S.

Thornton, F. E., Des Moines

Troxel, J. F., Cedar Rapids
(APO New York, N. Y.) 1st Lt., A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M., Boone
(Gunter AFB, Ala.) 1st Lt., U.S.A.F.

Walker, J. R., Waterloo
(Bethesda, Maryland) Lt., U.S.N.R.

Walston, J. H., Graettinger
(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.

Westly, J. S., Mason City
(F.P.O., New York City) Lt., U.S.N.R.

*Wilkins, D. S., Iowa City
(APO San Francisco, Calif.) Capt., A.U.S.

Wilson, Robert G., Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Young, R. A., Clarion
(Ft. Sam Houston, Tex.) Capt., A.U.S.

Zeilenga, R. H., Orange City
(Madison, Wise.) 1st. Lt., U.S.A.F.

Zoekler, Samuel J., Des Moines
(7071 A.U.S. Hospital, Ft. Belvoir,

Virginia) Capt., A.U.S.

W.M.A. TO STUDY INDUSTRIAL HEALTH

The World Medical Association, representing

700,000 physicians in 46 national medical societies,

announced this week that it plans to establish an
International Committee on Occupational Health

for the benefit of industrial workers everywhere.

At an initial meeting in New York recently,

more than 60 industrial health leaders in the

United States explored the feasibility of embarking
on such a program and urged the W.M.A. to do so.

“Since the World Medical Association represents

non-governmental agencies, its efforts to improve

the occupational health of workers and their fam-

ilies will be directed to individual physician mem-
bers of the World Medical Association,” Dr. Louis

H. Bauer, secretary-general, said.

Industrial health leaders, representing medicine,

industry, and government, pledged support of the

new movement at the New York meeting.

Dr. Bauer listed these immediate objectives of

the International Committee on Occupational

Health after it is appointed:

1. To formulate and promulgate standards for

better medical and health services to employed
groups.

2. To prepare a report on the relation of the

physician to these major components of industrial

health: administrative relationships, health coun-

seling and health education, preventive medicine,

workmen’s compensation, rehabilitation, medical

care, and environmental hygiene.

3. To meet with representatives of other inter-

national industrial health groups, such as the In-

ternational Labor Organization and the World
Health Organization, to define specific objectives,

spheres of action and working relations.

4. To sponsor a discussion at an early session of

the World Medical Association, independently or

in conjunction with other agencies, to bring into

focus its own program with that of existing inter-

national bodies.



Physiological test

compares Kents
“Micronite” Filter with other cigarette filters

"KENT" AND "MICRONITE"

ARE REGISTERED TRADEMARKS

OF P. LORILLARD COMPANY

To compare the efficiency of various

filters as they affect physiological re-

sponses in the cigarette smoker, drop

in surface skin temperature at the last

phalanx was measured.

Using well-established procedures,

the subject smoked conventional filter

cigarettes and the new KENT with

the exclusive Micronite Filter.

For every other filter cigarette, the

drop in temperature averaged over 6

degrees. For KENT’S Micronite Filter,

there was no appreciable drop.

These findings confirm the results of

other scientific measurements that

show these facts: 1) KENT’S Micronite

Filter takes out far more nicotine and

tars than any other cigarette, old or

new. 2) Ordinary cotton, cellulose or

crepe paper filters remove a small but

ineffective amount of nicotine and tars.

Thus KENT, with the first filter that

really works, gives the one smoker out

of every three who is susceptible to

nicotine and tars the protection he

needs . . . while offering the satisfac-

tion he expects of fine tobacco.

For these reasons, smokers have

made the new KENT the most popular

new brand of cigarette to be introduced

in the last 20 years.

If you have yet to try the new KENT
with the exclusive Micronite Filter, may
we suggest you do so soon?



COUNTY MEDICAL SOCIETY OFFICERS
COUNTY PRESIDENT SECRETARY DEPUTY COUNCILOR
Adair L. H. Ahrens, Fontanelle A. J. Gantz, Greenfield A. S. Bowers, Orient
Adams C. L. Bain, Corning J. C. Nolan, Coming : A. W. Brunk, Prescott
Allamakee M. F. Kiesau, Postville D. W. Dohnalek, Waukon C. R. Rominger. Waukon
Appanoose A. S. Owca, Centerville R. L, Fenton, Centerville E. A. Larsen, Centerville
Audubon W. H. Halloran, Audubon P. E. James, Audubon L. E. Jensen, Audubon
Benton L. W. Koontz, Vinton N. C. Knosp, Belle Plaine N. C. Knosp, Belle Plaine
Black Hawk G. A. Baimson, Cedar Falls R. G. Randall, Waterloo Craig D. Ellyson, Waterloo
Boone F. N. Johnson, Boone Don Michaelson, Boone
Bremer R. E. Shaw, Waverly R. P. Hardwig, Waverly F. R. Sparks, Waverly
Buchanan J. F. Loeck, Independence J. W. Barrett, Independence P. J. Leehey, Independence
Buena Vista R. E. Mailliard, Storm Lake T. E. Shea, Storm Lake H. E. Farnsworth, Storm Lake
Butler M. D. Enna, Dumont F. F. McKean, Allison F. A. Rolfs, Aplington
Calhoun C. E. Knouf, Lake City W. A. McCrary, Lake City W. W. Weber, Pomeroy
Carroll J. R. Morrison, Glidden J. M. Tierney, Carroll J. R. Martin, Carroll
Cass L. L. Long, Atlantic E. M. Juel, Atlantic Ralph Moe, Griswold
Cedar H. E. O'Neal. Tipton O. E. Kruse, Tipton P. M. Hoffman, Tipton
Cerro Gordo J. W. Lannon, Mason City R. C. Brown, Mason City L. R. Woodward, Mason City
Cherokee H J. Fishman, Cherokee J. B. Blair, Cherokee C. E. Broderick, Cherokee
Chickasaw A. L. Murphey, Fredericksburg. . .E. C. O’Connor, New Hampton... M. J. McGrane, New Hampton
Clarke C. R. Harken, Osceola H. N. Boden. Osceloa H. E. Stroy, Osceloa
Clay Lyle Frink. Spencer D. H. King, Spencer C. C. Jones, Spencer
Clayton E. G. Kettelkamp. Monona T. W. Lichter, Edgewood P. R. V. Hommel, Elkader
Clinton M. B. Emmons, Clinton Julius Glick, Clinton R. F. Luse, Clinton
Crawford M. U. Broers, Schleswig R A. Huber. Charter Oak R. M. Johnson, Denison
Dallas-Guthrie Grace M. Sawyer, Woodward W. C. Wildberger, Perry C. A. Nicoll, Panora

A. M. Cochrane, Adel
Davis S. R. Jaskunas, Bloomfield..
Decatur
Delaware R. E. Clark, Manchester....
Des Moines Robert Moerke, Burlington..
Dickinson P. A. Scott, Spirit Lake
Dubuque J. E. Bacon, Dubuque
Emmet G. B. Johnston, Estherville.
Fayette L. W. Ward, Oelwein
Floyd E. V. Ayers, Charles City...
Franklin
Fremont
Greene E. D. Thompson, Jefferson.
Grundy W. K. Kiencle, Wellsburg. .

Hamilton B. F. Howar, Webster City..
Hancock-Winnebago . . .

.

Hardin John Sear, Alden
Harrison Hans Hansen, Logan
Henry K. P. Beebe, Mt. Pleasant..
Howard W. G. Doss, Cresco
Humboldt I T. Schultz, Humboldt
Ida
Iowa
Jackson F. J. Swift, Jr., Maquoketa
Jasper L. H. Koelling, Newton
Jefferson John W. Castell, Fairfield...
Johnson W. L. Yetter, Iowa City....
Jones T. R. Dolan, Anamosa
Keokuk
Kossuth D. L. Bray, Algona
Lee G. J. McMillan, Ft. Madison

W. D. Haufe, Bloomfield
W. N. Doss, Leon

J. E. Tyrrell, Manchester W. J. Willett, Manchester
Robert Rowley, Burlington F. G. Ober, Burlington
Ruth F. Wolcott. Spirit Lake.... T. L. Ward. Arnolds Park
J J. Straub, Dubuque D. F. Ward, Dubuque
C. V. Lindholm, Armstrong C. K. Kirkegaard, Estherville
R. S. Jaggard. Oelwein A. F. Grandinetti, Oelwein
R. A. Fox, Charles City E. J. Goen, Charles City

W. L. Randall, Hampton

G. F. Canady. Jefferson M. H. Brinker, Jefferson
.L. E. Frink, Reinbeck E. A. Reedholm. Grundy Center
C. A. Heise, Jr., Jewell B. F. Howar, Webster City
M. W. Safley, Forest City T. J. Irish, Forest City
F. N. Cole, Iowa Falls L. F. Parker, Iowa Falls
F. X. Tamisiea, Missouri Valley. A. C. Bergstrom, Missouri Valley
R. B. Widmer, Winfield J. R. Beebe, Mt. Pleasant
,C- E. Swanger, Cresco P. A. Nierling, Cresco
.1. H. Shohet. Bode I. T. Schultz, Humboldt

M. W. Grubb, Galva
C. F. Watts, Marengo

L. B. Williams, Maquoketa F. J. Swift, Maquoketa
.L. D. Norris, Newton J. W. Ferguson, Newton
Frank H. McClurg, Fairfield R. A. McGuire, Fairfield
J. S. Greenleaf. Iowa City E. J. Boyd, Iowa City
R. W. Myers, Monticello T. M. Redmond, Anamosa

D. L. Grothaus, Delta
. J. M. Schutter, Algona M. G. Bourne, Algona
Sebastian Ambery, Keokuk R. E. Cooper, Keokuk

R. L. Feightner, Ft. Madison
Linn
Louisa
Lucas
Lyon
Madison
Mahaska
Marion
Marshall
Mills
Mitchell
Monona
Monroe
Montgomery. . .

.

Muscatine
O'Brien
Osceola
Page
Palo Alto
Plymouth
Pocahontas
Polk
Pottawattamie. .

Poweshiek
Ringgold
Sac
Scott
Shelby
Sioux
Story
Tama
Taylor
Union
Van Buren
Wapello
Warren
Washington
Wayne
Webster
Winneshiek
Woodbury
Worth
Wright

R. Y. Netolicky, Cedar Rapids... A. F. Harrington, Cedar Rapids...
J. H. Chittum. Wapello K. T. DeYarman, Morning Sun...J. H. Chittum, Wapello

....Dean Curtis, Chariton R- E. Anderson, Chariton R. E. Anderson, Chariton
H. H. Gessford, George S. H. Cook, Rock Rapids S. H. Cook, Rock Rapids
R. W. Carson, Winterset J- E. Evans, Winterset C. B. Hickenlooper, Winterset

.... E. B. Wilcox, Oskaloosa
C. R. Burroughs, Knoxville T. D. Clark, Knoxville H. L. Bridgeman, Knoxville
D. D. Harris. Marshalltown H. E. Sauer, Marshalltown R. C. Carpenter, Marshalltown
W. A. DeYoung, Glenwood T. E. Shonka, Malvern W. A. DeYoung, Glenwood
Wm. E. Owen, St. Ansgar R. H. Huber, Osage T. E. Blong, Stacyville
P. G. Ingham. Mapleton P. L. Wolpert, Onawa C. W. Young, Onawa
R. A. Smith. Albia H. J. Richter, AHfia H. J. Richter, Albia
R. S. Smith, Red Oak G. M. Skallerup, "Red Oak E. L. Croxdale, Villisca

W. W. Daut, Muscatine T. M. Miller, Muscatine..-. C. P. Phillips. Muscatine
L. J. Sweeney, Sanborn W. S. Balkema, Sheldon T. D. Kas, Sutherland
E. S. Aeilts, Sibley F. M. Rizzo, Sibley F. M. Rizzo, Sibley

. . . . E. N. Bossingham,' Clarinda K. V. Jensen, Clarinda C. H. Flynn, Clarinda
H. L. Brereton, Emmetsburg

H. L. Vander Stoep, LeMars F. C. Bendixen, LeMars H. L. Vander Stoep, LeMars
John Rhodes, Pocahontas C. L. Jones, Gilmore City C. L. Jones, Gilmore City

. . . . E. P. Lovejoy, Des Moines T. A. Bond, Des Moines M. T. Bates, Des Moines
G. N. Best, Council Bluffs I. J. Hanssmann. Council Bluffs...C. V. Edwards, Council Bluffs

S. D. Porter, Grinnell L. C. Hickerson. Brooklyn S. D. Porter, Grinnell
G. H. Rodgers, Mt. Ayr J. W. Hill, Mt. Ayr E. J. Watson, Diagonal
J. H. Stafford, Sac City John Hubiak, Odebolt C. E. Lierman. Lake View
W. J. Balzer, Davenport A. B. Hendricks, Davenport P. A. White, Davenport
R. E. Donlin, Harlan E. J. Vosika. Shelby R. E. Donlin, Harlan
E. B. Grossman, Orange City C. B. Murphy. Alton Wm. Doornink, Orange City

W. R. Bliss, Ames ' W. B. Armstrong, Ames J. D. Conner, Nevada
R. E. Dunn, Dysart A. J. Havlik. Tama A. J. Havlik, Tama
W. H. Cash, Lenox G. W. Rimel, Bedford G. W. Rimel, Bedford
J. B. Gault. Creston H. J. Peggs. Creston H. G. Beatty, Creston
R. E. Olsen, Milton J. T. Worrell, Keosauqua J. T. Worrell, Keosauqua
D. G. Emanuel, Ottumwa E. B. Hoeven, Ottumwa C. A. Henry, Farson
C. A. Trueblood, Indianola R. C. McGeehon, Indianola C. A. Trueblood, Indianola

C. A. Boice, Washington W. S. Kyle. Washington M. L. McCreedy, Washington
. . . . L. B. Calbreath. Humeston C. F. Brubaker, Corydon J. H. McCall, Allerton

F. S. Larsen, Fort Dodge J. R- Kersten, Fort Dodge C. J. Baker, Fort Dodge
L. E. Larson, Decorah M. A. Mochal, Decorah E. F. Hagen, Decorah

t

P. D. Knott, Sioux City V. R. Heimann, Sioux City D. B. Blume, Sioux City
R. L. Olson, Northwood

G. L. Hruska, Belmond J. R. Christensen, Eagle Grove S. P. Leinbach, Belmond
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Dedication

During the year since the College of Medicine last had the privilege of

assisting in the publication of an issue of this Journal, a number of sig-

nificant events have con-

tributed to the welfare of

the College. Among these

are the establishment of a

Rehabilitation Center with
enlarged facilities for care

of poliomyelitis patients,

the relocating of the de-

partment of Pediatrics in

improved quarters, addi-

tions to the surgical facili

ties, and appropriation of

funds for the beginning of

a Research Wing for the

school.

However, another event
has touched more closely

the lives of all of our
faculty. This is the coming
of our new Dean. In the
few months since he as-

sumed his duties, Dean
Nelson has made himself
a friend to all. He has stimulated us with a fresh outlook and refreshed us
by his candor. He has added strength to our purpose and sharpened our con
cept of our ideals.

Thus, it is with the most fervent of good wishes, that we take the pleasure
of dedicating this issue of the Journal to Dr. Norman Bartram Nelson,
Dean of the College of Medicine of the State University of Iowa.

Committee for the University Issue

149



The Curability of Stomach Cancer
EDWARD E. MASON, M.D., Ph.D.*

IOWA CITY

On January 29, 1881, Theodore Billroth removed
a stomach for cancer from one Theresa Heller. 1

The patient had an uncomplicated convalescence,

but succumbed less than four months later from
peritoneal growth of residual neoplasm. This was
the first success in the surgical removal of a

stomach for cancer, and at the same time the first

failure of gastric resection in the cure of cancer.

During the succeeding years, surgeons acquainted

themselves with the techniques of gastric resec-

tion, x-ray came into widespread use for diagnosis,

and both physicians and the lay public began to

think of surgery as a potentially successful means
of treating abdominal neoplasms. By 1935 one
clinic reported 127 five-year survivals, a salvage of

3 per cent of all patients seen in that study. 1 'Re-

cent case reviews reveal five-year survival rates

of 12.2 per cent at the University of Minnesota
Hospitals, where the average age of such patients

is 63, 2 and 17 per cent at the Mayo Clinic, where
the average age of stomach cancer patients is 55.3

What is the curability of gastric cancer? The
question is of some importance to mankind, in

view of the fact that among malignant diseases

stomach cancer still remains one, if not the, chief

cause of death. Figures from Great Britain reveal

that 14,409 deaths due to stomach cancer were
reported during 1952 for an estimated population

of 43,940,000.4 These figures are in line with the

estimate that 40,000 people die of cancer of the

stomach each year in the United States. 5 The mag-
nitude of the problem demands serious thought

and action on the part of every physician. To act

effectively, it is necessary for one to examine the

factors in gastric cancer which determine its

curability. What variables influenced cure rates

in the period 1881 to 1954? Can any further im-

provement be made in existing methods of treat-

ment? Is it reasonable to expect higher cure rates

if treatment can be instituted early in the course

of the disease, or is this an overworked and un-

proved theory that should be abandoned? These
are questions which will be discussed below.

First, what factors influenced the cure rate of

gastric cancer during the initial seven decades

of man’s effort to combat the disease?

The greatest improvement came about through

the extension of surgery to ever-increasing num-
bers of patients. During the early years this was
manifest in the records of single institutions (Fig.

1) by increase in operability and resectability.2 ' 6

Less evident, but of even greater importance, is

* Assistant Professor of Surgery, University of Iowa Hos-
pitals, Iowa City. Formerly a Fellow in Surgery and Trainee
of the National Cancer Institute at the University of Minne-
sota.

the fact that patients are now being treated in

large numbers of small hospitals near their homes,
where well trained surgeons have become avail-

able. Around 1940, statistical studies show that

there was a significant improvement in the oper-

ative mortality rate and that there was a subse-

quently reflected improvement in the five-year

survival rates (Fig. I).2 It was around 1940 that

the sulfa drugs came into use, and the decrease

in operative mortality was coincident with a de-

creased incidence of fatal pneumonia and peri-

tonitis. The risk of surgery was thereby reduced.

Not only did the number of postoperative deaths

decrease, but more extensive surgery could be

attempted with an acceptable mortality rate. There
is no way of accurately assessing the exact effect

of all of the various factors that could conceivably

have influenced cure rates. It would even appear
from cursory examination of statistical material that

no advance has been made in cure rates during

the last decade in our teaching hospitals. 2 ' 6 How-
ever, a walk through the wards of these hospitals

reveals that many of the patients now being cared

for are rather poor risks by virtue of complicating

diseases of the cardiovascular and other systems,

and it may therefore be inaccurate to conclude

that no improvement has occurred. There may
have been a change in the type of patients being

referred to teaching hospitals over the years. A
change in patient material may have obscured any
slight improvement that otherwise might have
appeared in reviews conducted in our teaching

centers. Such considerations should serve to tem-

per the pessimism of those who blame the ap-

parent lack of improvement on the peculiar biol-

ogy of these tumors. 7 Nevertheless, reports on re-

sults in stomach cancer treatment are now less

frequently published, probably because of the

seeming plateau in results. Surgeons have written

so much about extending surgery and early diag-

nosis that some may believe these suggestions

have been successfully carried out and have al-

ready failed. Close examination of the facts shows
that early diagnosis has never been tested to see

what improvement can or cannot be made.
The disease, gastric cancer, has been exhaus-

tively studied for only a rather narrow portion

of its time sequence. Friesen, 8 by examining the

records of patients who survived partial gastrec-

tomy, but whose specimens showed microscopic

spread of tumor to the line of resection, has ob-

served that such patients were asymptomatic for

almost two years following their resection. These
patients had already passed through a silent inter-

val, had become symptomatic, and were subse-

quently successfully resected before they were
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sufficiently select to enter the study group. Thus,

even though the data are provocative, the informa-

tion obtained really does not tell us anything

about the biology of gastric cancer early in its

course.

What per cent of lymph nodes are involved and
what per cent of blood streams have been invaded

by gastric cancer a few months or even a year

following the appearance of the first few malignant

cells? We do not know. We know only the degree

of malignancy, the per cent and the extent of

spread in late cases, the majority of which are

too late for cure. With such cases, operability has

been increased to over 80 per cent and resectabil-

ity to over 70 per cent. 2 The percentage of hos-

pitalized patients resected for cure has remained
constant at around 40 per cent for at least the

last 15 years. 2 With such cases, Balfour9 predicted

in 1937 that five-year survival rates following par-

tial gastrectomy for cure would reach a maximum
of 30 per cent, with a rate of 48 per cent for neg-

ative lymph node cases and 18 per cent for those

cases with involved nodes. These are essentially

the results today throughout the country. Figure
2 shows a survivorship curve prepared by the

method of Berkson 10 and covering cases success-

fully resected with intent to cure by partial gas-

trectomy at the University of Minnesota Hospitals

during the period 1936 to 1951, inclusive. 2 Thirty

per cent of patients survived five years. It can be
estimated that about 20 per cent of patients in

such an age group would succumb during a five-

year period in any case. This leaves at least 50

per cent of these patients who, we can assume,

died from residual or unremoved neoplasm. Such
is the disease as it is now seen late in its course.

How far beyond the surgeon’s knife has the

disease spread in those cases where surgery fails

to cure? Can a wider swath encompass the tumor?
Meissner 12 studied resected specimens, using spe-

cial stains and special care, and was able to find

evidence of tumor invasion into blood vessels in

52 per cent of lesions. Tumor seen in a blood ves-

sel does not necessarily mean blood-stream metas-

tases, but the correlation may be high. Lymph
node spread is present in over 60 per cent of

specimens resected with intent to cure.2 If only

a few nodes are involved, cures may be ob-

tained, but wherever many nodes are involved,

the attempt to cure is almost uniformly unsuccess-
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Fig. 1. This shows the early improvement in operability and resectability which was accompanied by an increase in
survival rate. Around 1940, operative mortality decreased, and a further improvement in survival rates occurred. Data for
this graph came from a study by Mason, Kelley and Barclay. 2
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ful. These facts do not obviate the necessity for a
continued effort to extend and improve surgical

excision, but the gains will probably be small in

proportion to the risk, effort and resultant mor-
bidity.

Perhaps it is wrong, when discussing gastric

cancer with the lay public, to speak so bluntly
concerning these commonly known facts as Gray 12

has suggested. At the same time, the medical pro-
fession does not deserve to be lulled to sleep by
pleasant recountings of improvement when the
record is so poor. Berkson et al3 have done a mag-
nificent job of reviewing the large series of gastric

cancers treated at the Mayo Clinic. Although im-
provement is demonstrated by a comparison of

recent results with results from a group of cases

seen between 1807 and 1916, their figures do not
show improvement for the last decade. Where a

span of 30 years is necessary in order to demon-
strate a five per cent improvement in cure rate,

there is no room for complacency.
Early diagnosis remains as a completely untried

solution to the problem of gastric cancer. Mac-
donald 1 says, “The concept that early diagnoses

of carcinoma of the stomach may improve end
results is not only fallacious, but is in fact, the
reverse of the truth. Patients with progressively
longer periods of delay, from onset of symptoms
to the time of exploration, enjoy increasingly
better chances of resection and long-term sur-
vival.” Macdonald then proceeds to quote widely
from statistical studies carried out on late symp-
tomatic cases in order to prove his concept of
“biologic predetermination.” He presents no data
on a control series of truly early cases either from
his personal experience or from the experience of

others. In conclusion, he repeats that, “Biologic
predeterminism, rather than the time or type of

surgical treatment, governs end results in gastric
cancer.” Such pessimistic acceptance of the status
quo is even more dangerous to the advancement
of gastric-cancer cure rates than the creation of

a false sense of security over a continuing progress
that is not really demonstrable. Unfortunately
Macdonald is not alone in this unwarranted atti-

tude of pessimism. Lees and Lees 14 have felt so
compelled to expound such views that they have
published a book on the subject. It is evident that

Fig. 2. Survivorship curve prepared after the method of Berkson10 for 300 patients who survived a partial gastrectomy
for cure at the University of Minnesota Hospitals between 1936 and 1951. This is a semilogarithmic plot of per cent of
patients surviving, on the ordinate, against years following resection, on the abscissa (dots). A line above shows a similar
survivorship curve for normal people of the same age. Notice that the dots follow two curves. Initially they follow a
curve representing primarily deaths from cancer. Later survival parallels the death rate for the normal population of the
same age. At five years following partial gastrectomy 70 per cent have died, but 20 per cent could have died from causes
other than carcinoma. Thirty per cent remain and most of these patients have been cured. This is the cure rale predicted
for such patients by Balfour9 in 1937.
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these men have gone too far in drawing conclu-

sions, and yet their demands for proof of the ben-

efits of early diagnoses cannot go unheeded.

Mason et al~ reviewed the symptoms of gastric

cancer with regard to delay in diagnoses and ob-

served that there is a median delay in treatment

of six months following the onset of symptoms and
that the delay has not decreased in recent years.

Boyce 1 * has similarly observed a failure in effect-

ing a decrease in the symptomatic interval and
comments on the frequency of mistaken therapy,

inadequate investigation of the cause of symptoms,
the lack of diagnostic suspicion on the part of

physicians, etc.

There are two facets to the problem of early

diagnosis. One is to accomplish an actual decrease

in the overall lag time between onset of disease

and surgery, and the other is to obtain unequiv-

ocal evidence concerning the effect of early diag-

nosis on the cure rate. The control series of early

cases should actually be a series of cases found

by screening asymptomatic and unselected mem-
bers of the general population. With such a group
of surgically treated cases, one would expect 100

per cent operability and a considerable improve-
ment over the current 40 per cent of hospitalized

cases resected for cure. These cases should then

be followed closely for five years and the sur-

vival rate corrected for age and compared with
existing five-year survival rates. These cases are

being found through cancer detection center

studies and photofluorographic surveys. Such sur-

veys are invaluable, since they will, for the first

time, allow study of the disease from a different

vantage point in its time sequence. We have never
before had a chance to learn what the growth
characteristics of gastric cancer are, except in

the late symptomatic period.

Wigh and Swenson13 screened a large number
of asymptomatic individuals over the age of 45

and were able to find 14 cases of gastric neoplasm.
Eleven of these individuals submitted to surgery.

In this study a photofluorographic-screening tech-

nique was used, and it was estimated that the

cost of examining a sufficient number of cases to

find one case of asymptomatic stomach cancer was
$2,500, a figure which is comparable with the

estimated $3,000 that it costs to discover a case

of uterine cancer by currently used mass survey
techniques.

During the above survey, for each stomach can-

cer that was found, three cases of adenoma were
discovered. In screening studies carried out in

the Minnesota Cancer Detection Center at the

University of Minnesota, such cases of adenoma
are under special study. Hay 16 has reported that

the pernicious anemia patients examined have
shown a six per cent incidence of gastric polyps,

and achlorhydric patients have shown a three

per cent incidence. Carcinoma of the stomach has
rarely been found when these polyps are smaller

than 2 cm. in diameter. When the polyps are over

2.5 cm. in diameter, malignancy has been demon-
strated in over 50 per cent of cases. Some of these

specimens show carcinomatous changes occurring

away from the polyp. This is very valuable infor-

mation, and such studies should be given full sup-

port by the medical profession.

Although the asymptomatic cases will be of

greatest interest for determining the potentialities

of early diagnosis, there is still a challenge in the

diagnosis of patients at an earlier stage following

the onset of symptoms. Patients should be given

every chance for cure, including prompt diagnosis

and treatment.

Perhaps sufficient numbers of the medical pro-

fession have not as yet been impressed with the

insidiousness of the initial symptoms of gastric

cancer. The older the patient, the more suspicious

we must be. Over the age of 65, gastric cancer is

present in one out of every 500 males in the gen-

eral population. 3 It is three times as common in

males as in females. 2 No patients over the age of

30 or 40, male or female, should be free of sus-

picion if they have vague symptoms of upper
abdominal discomfort, which was the initial symp-
tom given by over 50 per cent of patients that

had proved gastric cancer.2 The medical student

confronted with this recommendation frequently

begins to wonder, first, if he has the symptoms him-

self and, secondly, if this suspicious attitude won’t
lead to the impossible task of obtaining a complete
x-ray examination of every patient that comes
into the physician’s office.

Obviously, some judgment must be used. When
such patients are not x-rayed, they should be
warned that a complete examination has not been
done because of the time and expense involved

and that if symptoms of indigestion and mild dis-

comfort persist or return, an immediate re-exam-
ination with x-rays is imperative. Patients with
vague symptoms should not be reassured and
treated symptomatically as individuals with func-

tional or psychosomatic problems until a basis

for such reassurance has been obtained.

Occasionally, when a physician’s suspicion of

stomach disease is high and x-rays have failed to

demonstrate any abnormality, further examination
by gastroscopy and more detailed x-ray examina-
tion is indicated.

Stomach cancer may develop in a chronic gas-

tric ulcer or may assume the appearance of a gas-

tric ulcer. Such stomach cancer patients, when
studied as a group, seem to have a better prog-

nosis than the larger group of unselected gastric

cancer patients. This may well be due to the fact

that ulcer cancer patients are symptomatic earlier

during the growth of the cancer and reach the

operating table earlier in the sequence of their

disease. Those who would treat gastric ulcers

medically should review the results of a recent

five-year followup of 414 cases by Cain et aZ.17
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Only 20 per cent of these medically treated

patients were permanently relieved of their symp-
toms. Thirty-four per cent finally had surgery, and
over 10 per cent either had cancer of the stomach
or developed it during the five years. Surgeons
are inclined to advise surgery for the majority

of these gastric ulcer cases even though it is

recognized that some benign gastric ulcers can be

permanently healed by medical treatment. Any
physician who elects to treat such patients without

surgery is obligated to follow healing with re-

peated x-rays and to demonstrate not only com-
plete healing but maintained healing. The initia-

tion of such a non-surgical program should at

least require that a gastric analysis be carried

out. It is difficult to understand how a patient

could be treated medically for “gastric ulcer” in

the presence of histamine achlorhydria unless gas-

tric analysis had simply been overlooked.

For many patients with stomach cancer, months
or even years may be saved in instituting treat-

ment if physicians maintain a high index of sus-

picion of vague upper abdominal symptoms, and
if gastric ulcer is considered as primarily a sur-

gical disease.

SUMMARY

Factors that have influenced curability during

the first seven decades of man’s efforts to cure

patients of gastric cancer have been reviewed. It

appears that a solution to this problem will not

be found in any change in operative technique.

Early diagnosis remains the single great challenge

in reducing the number of gastric cancer deaths.

The exact importance of early diagnosis will not

be known until a truly early, asymptomatic group
of patients has been treated and followed. In the

meantime, individual patients should be given the

benefit of every effort to achieve early diagnosis

and aggressive treatment. The vagueness of the

gastric cancer patient’s first symptoms demands
special alertness on the part of physicians if a de-

crease in delay of treatment is to be realized.
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Gamma Globulin Called Useless Against Polio

Gamma globulin inoculations have demonstrated
no beneficial effects, a Public Health Service spon-

sored committee of experts has announced.
The group, after evaluating nationwide data on

last summer’s inoculations, concludes that: 1. Ob-
servation of communities where mass child inocu-

lation was carried out does not provide sufficient

evidence to determine the efficacy of the serum in

preventing the disease or alleviating its effects.

2. Mass inoculations usually occurred after the epi-

demic peak, thus reducing evidence of its effect

on the epidemic. 3. Family-contact administration

of the serum (where all household members were
inoculated immediately upon recognition of a

polio case) did not appreciably lessen subsequent
family incidence of paralytic polio. 4. Inoculation

of exposed persons caused no measurable differ-

ence in the severity of ensuing paralysis. 5. More
experience and greater opportunity for scientific

investigation are necessary for proper evaluation

of gamma globulin in mass inoculations. The
group, composed primarily of physicians, made its

findings public after a three-day session at the

PHS Communicable Disease Center in Atlanta,

Georgia.

Spokesmen for the Health Resources Advisory

Committee of the Office of Defense Mobilization

said later that ODM is prepared to continue ad-

ministering the distribution of the serum for use

against polio next summer, provided that a satis-

factory plan is agreed upon. In any case, however,

the Committee said it could see no reason why it

could not be distributed and doctors could be en-

abled to use it as they see fit.



Congenital Absence of Abdominal

Musculature
REPORT OF TWO CASES

D. A. CULP, M.D.
AND

R. H. FLOCKS, M.D.*
IOWA CITY

Congenital absence of the abdominal muscles is

a rare condition. In 1950 Silverman and Haung
collected 45 cases from the literature and added
three of their own. In October, 1951, Burton re-

ported a case, to bring the total to 449. Two cases

now have been observed at the University Hos-
pitals in Iowa City.

In spite of the sparsity of cases, many interesting

observations have been made. Forty-six of the

patients were males. Only two cases were said to

have occurred in females, and in the remainder
the sex was not recorded. Most of the patients ex-

hibited extreme deficiency, rather than an absence
of muscle fibers, and in each instance the flat

muscles of the abdomen were the ones involved.

The genito-urinary system in the majority of

these patients also exhibited congenital abnor-
malities, the most prevalent being bilateral crypt-

orchidism and bladder-neck obstruction, with dila-

tation of the upper urinary tract. Less frequently,

errors in embryological rotation of the gut, pi-

geon breast, anterior bulging of the sternum,
narrowing of the thorax, flaring of the costal

margin, and cardio-vascular abnormalities have
been noted. Even in cases where no definite

anatomical abnormalities were noted, aside from
the absent muscles, there were functional dis-

turbances. Intestinal peristalsis, defecation, and
micturition were adversely influenced.

Various theories have been advanced to ex-
plain the pathogenesis of these deformities. Do
they arise independently in each system from the
same or different etiological factors, or do the
deformities in one system produce secondary
changes in other systems? One group feels that
the embryonic error in the development of the
abdominal muscles is a primary defect, which
secondarily produces deformity in the other sys-

tems through a decrease in the intra-abdominal
pressure. A second group believes that the pri-

mary defect is bladder-neck obstruction, producing
a markedly distended bladder with pressure
atrophy of the abdominal muscles. However, there
are many patients with congenital bladder-neck
obstructions in whom the abdominal muscles are

* From the Department of Urology, University Hospitals,
Iowa City.

well-developed, and, by the same token, several

patients with poor abdominal muscles have not

had associated genito-urinary changes.

Disturbances of blood supply, intrauterine polio-

myelitis, congenital syphilis, and neurogenic anom-
alies similar to Hirschsprung’s disease have been
considered as etiological factors.

In spite of the numerous anomalies in the mus-
culo-skeletal, gastro-intestinal, and cardio-vascular

systems, the clinical syndrome presented by these

patients is that of bladder-neck obstruction. The
symptoms are difficulty in voiding, frequency,

nocturia, and oftentimes enuresis. In many in-

stances children are brought to the physician

because the parents have been unsuccessful in

properly training the child to become continent.

Because of the urinary tract obstruction, infection

is common and symptoms of recurrent chills,

fever, and malaise become part of the clinical

picture. Occasionally, the disease process may pro-

gress silently until there has been marked renal

damage due to pressure atrophy of the renal

parenchyma. When this occurs, the symptoms may
not be referable to the urinary tract, but most

Fig. 1. (W. R.) General appearance on admission.
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Fig. 2. (W. R.) Sodium iodide cystogram showing a mark-
edly distended bladder with bilateral ureteral reflux.

often consist of nausea, vomiting, diarrhea, and
failure of proper development suggesting a gastro-

intestinal pathological process.

In most cases the diagnosis can be established

by a complete urological examination, which con-

sists of a careful physical examination, urethral

catheterization, renal function studies, intravenous

pyelography, delayed cystograms, and cystoscopy

with retrograde pyelograms. Palpation of the ab-

domen reveals a firm, cystic, midline abdominal
mass which disappears on the urethral catheteriza-

tion. Large quantities of residual urine may be
found. The blood urea nitrogen, non-protein, and
creatinine may be elevated, and there is delayed

excretion of the phenolsulfonphthalein by the kid-

neys. Concentration and dilution renal-function

tests reveal a thick specific gravity of the urine.

If the renal function tests are within normal lim-

its, an intravenous pyelogram may show bilateral

dilatation of the upper urinary tract. In patients

with poor renal function, a delayed cystogram
will demonstrate decompensation of the bladder,

and occasionally ureteral reflux due to destruction

of the valve mechanism at the uretero-vesical

junction. In many instances, this will be sufficient

to demonstrate the degree of damage to the upper
urinary tract. If these examinations fail to pro-

vide the necessary information, then cystoscopy

and retrograde pyelography are indicated. It is

of particular interest to note that only the last

examination requires the trained skill of the

urologist and that in most cases any well-trained

physician can establish the diagnosis by the simple

procedure previously mentioned.

The prognosis of these patients is poor, mainly
because of the associated genito-urinary deformity.

Two cases were reported alive at seventy and
sixty years, but neither had bladder neck ob-

struction. The majority of the cases expire in

infancy.

Treatment should consist of support for the

abdominal wall, prevention of infection, relief

of intestinal obstruction when it occurs, and cor-

rection of the genito-urinary deformities that exist.

Repairative measures for the large, redundant
ureters, vesico ureteral reflux, and bladder-neck
obstruction should be performed as early as possi-

ble. In the meantime it may be necessary to re-

lieve the urinary obstruction by nephrostomy or

suprapubic cystostomy. The following two cases

were seen at the University of Iowa Hospital:

Case 1: W. R., age 2 1
/2 years, #46-3059. This

patient was admitted with the chief complaint of

retention of urine. At birth he was noted to have
a large abdomen. Aside from this, he was appar-

ently normal and was in good health until three

weeks prior to admission, when he developed a

“cold” and was seen by the family physician. In

the course of the examination the child was found
to have a distended bladder. Three hundred cubic

centimeters of residual urine was removed. Fol-

lowing this catheterization, he was unable to void.

The physical examination revealed a thin male

2% years of age who appeared chronically ill. The
head, eyes, ears, and nose were normal. The throat

was injected. The thorax was symmetrical and
thin-walled, and there were rales in both lung

Fig. 3. (W. R.) Flat plate of abdomen revealing a large
abdomen and bilateral dislocation of the hips.
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bases. The heart was not enlarged, and there were
no murmurs. The abdomen was large, flabby, with

wrinkled, leathery appearing skin. (Figure 1) The
right kidney was large and easily palpable. The
remainder of the viscera could be palpated with

ease.

Urinalysis was normal, except for 10 to 15 white

blood cells per high power field. The hemoglobin
was ten grams, the red blood count 4,860,000, and
the white blood count 13,200. The blood urea

nitrogen was 10.5 mgm. per cent, creatinine 1.0

mgm. per cent, calcium 10.5 mgm. per cent, and
phosphorus 4.8 mgm. per cent.

A sodium iodide cystogram revealed a huge
bladder, with bilateral ureteral reflux. (Figure 2)

Difficulty was encountered in catheterizing the

child due to obstruction at the bladder neck, but

a filliform and #12 French follower was passed,

and the bladder was gradually decompressed. A
film of the spine was normal, but revealed bilateral

congenitally dislocated hips, with a marked en-

largement of the abdomen. (Figure 3)

A resection of a median bar obstruction at the

bladder neck was performed. The bladder was
markedly trabeculated, and the ureteral orifices

dilated. The patient responded well to the treat-

ment, and in a few days the indwelling catheter

was removed. The patient voided with a good
stream and carried no residual urine. He gained

weight in the hospital and was markedly im-

proved on discharge.

Two months later he returned for a follow-up

Fig. 5. (L. C.) Photograph of patient showing marked
protrusion of abdomen.

examination and showed continued improvement.
He had no difficulty urinating, but continued to

have nocturia four to five times. The urine was
cloudy. There had been no chills or fever. Urinal-

ysis revealed many white blood cells per high

power field. The residual urine was 35 cc. Intra-

venous pyelograms revealed normal, bilateral

functioning kidneys. (Figure 4)

The patient has never returned again to the

University Hospitals; but, by correspondence, it

has been learned that he is still alive at the age
of 10 years. He continues to have recurrent uri-

nary-tract infections that require administration

of antibiotics.

Case 2: L. C., age 22 years, #51-4093. This pa-

tient was admitted to the University Hospitals

with the chief complaint of hematuria. He first

noted blood in his urine one year prior to admis-
sion. This was associated with pain low in the left

side of the back. During the two months prior

to admission he had frequency, nocturia, involun-

tary voiding, and enuresis. He drank copious

quantities of water and voided in large volumes.
In addition, he noted ringing in his ears, throb-

bing of his heart on climbing stairs, and shortness

of breath. Since birth he has had a large, pro-

truding abdomen.

Physical examination revealed a thin, pale

young man who fainted during the examination.
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Fig. 6. (L. C.) Photograph of patient showing outline of
abdominal viscera through thin abdominal wall.

His blood pressure was 140/86, and his pulse was
full and strong, with a rate of 80 per minute. The
head, eyes, ears, nose and throat were normal.

There was flaring of the lower rib cage, and the

lungs were clear to percussion and auscultation.

There was a systolic murmur at the apex of the

heart, but the rate and rhythm were normal. The
abdomen was greatly distended, about the size of

a seven-month pregnancy. (Figure 5) Masses
corresponding to all the abdominal organs were
visible and palpable. (Figure 6) There was a

prominent venous pattern over the abdominal
wall. The bladder was distended above the um-
bilicus. Rectal examination revealed the prostate

to be small and benign. The rectal tone was slight-

ly decreased. Examination of the genitalia re-

vealed a normal, circumcised penis, but the scro-

tum was empty and the testes were not palpable

anywhere along the inguinal canal.

The patient was catheterized, and 500 cc. of

bloody urine was removed, but that procedure
only partially deflated the suprapubic mass. Grad-
ual decompression required approximately one
week to empty the bladder completely.

Urinalysis revealed a specific gravity of 1.008,

a reaction of 6.5, two plus albumin, negative sugar,

four plus Meyers, and much cellular debris. The
hemoglobin was 5 grams, the red blood count

2.200.000, and the white blood count 6,200. The
blood urea nitrogen was 127 mgm. per cent,

creatinine 6.0 mgm. per cent, a blood calcium 7.7

mgm. per cent, the C0 2 combining power 30 cc.,

blood chloride 662 mgm. per cent, and the total

plasma protein 7.23, with an albumin of 4.32 and
a globulin of 2.91. During the decompression, an
accurate replacement of the sodium chloride loss

in the urine was maintained by intravenous nor-

mal saline. During this interval he received five

blood transfusions, which gradually raised the

hemoglobin and red blood count to 11 grams and
3.110.000, respectively. Gradual improvement was

noted in the blood chemistries after the bladder

was decompressed and the drainage instituted.

A sodium iodide cystogram revealed a markedly
distended bladder with many cellules, saccules,

and diverticula. There was bilateral ureteral re-

flux. (Figure 7)

A transurethral resection of the bladder-neck

obstruction was performed and 21 grams of tissue

were removed. The pathological report declared

that this tissue was fibromuscular and had come
from the bladder neck. The postoperative course

was afebrile, and he emptied his bladder well.

On the day of discharge he had only 10 cc. of

residual urine. A corset was applied for support

of the abdominal muscles.

He returned three months later, free of all

symptoms. His urine showed a one plus albumin
and was loaded with white blood cells. A delayed

cystogram showed a large bladder with bilateral

ureteral reflux. Gantrisin was administered in an
effort to control his urinary-tract infection.

Five months later, shortly after arising one

morning, he had a convulsion which lasted thirty

minutes and was followed by stupor for one hour.

He bit his tongue, salivated, and was incontinent

of urine and feces. A second attack occurred four

hours later, and he was immediately admitted to

the University Hospital in a comatose and convul-

sive state. In the bladder there was 1000 cc. of

residual urine, and the blood urea nitrogen was
175 mgm. per cent and the creatinine 16.0 mgm.
per cent. In spite of supportive therapy, he quickly

expired.

Fig. 7. (L. C.) Sodium iodide cystogram showing a large

irregular bladder with bilateral ureteral reflux.



Vol. XLIV, No. 4 Journal of Iowa State Medical Society 159

m WHBI

Fig. 8. (L. C.) Photograph of postmortem specimen con-
sisting of kidneys, ureters and bladder.

A postmortem examination revealed congenital

aplasia of the abdominal musculature, bilateral

undescended testes, congenital persistence of the

mesentery of the ascending colon, an abnormally
long transverse mesocolon, congenital malrota-
tion of the duodenum, congenital persistence of

the left supracardinal vein, a patent foramen
ovale, bilateral hydroureters, with mild inflam-

mation and scarring, bilateral hydronephrosis with
severe chronic pyelonephritis (Figure 8), chronic
cystitis, marked hyperthrophy and dilatation of

the bladder (Figure 8), pulmonary edema, hypo-
static pneumonia, and an adenoma of the rete

testes.

A brief summary of the literature concerning
absence of the abdominal musculature and addi-

tion of two cases has been made. These serve to

emphasize the importance of the associated con-
genital anomalies in this condition, particularly

those producing obstruction to the urinary tract.

CORRECTION

In the article “Comparative Radiotherapeutic
Results in Carcinoma of the Cervix Uteri as Modi-
fied by Prior Surgery and Radiation,” published in

the October, 1953, issue of the journal of the iowa
state medical society (43:403-8), the sentence
“Carcinoma of the cervix would have been treated
by total hysterectomy” should have read “Car-
cinoma of the cervix would not have been treated

by hysterectomy but rather by radiotherapy.”

ANNUAL GOLF TOURNAMENT
The annual tournament will be held April 25,

1954 at the Des Moines Golf & Country Club.
Golfers will be permitted to tee off as early in the
day as they may choose.

In order for the tournament to proceed smoothly,

the committee must know in advance the approxi-

mate time each foursome will want to begin play.

The managers of the Des Moines Golf & Country
Club use a starting-time system. Please drop a

note to either Dr. H. J. McCoy, 616 Bankers Trust

Building, or Dr. Dan Glomset, 1102 Equitable

Building, Des Moines, giving the approximate time

you plan to reach the first tee. The committee is

hopeful that all golfers will have started their

rounds by 2:00 p.m.

A buffet dinner is scheduled for Sunday eve-

ning, and all scores should be posted prior to that

time. Gold prizes will be awarded following the

dinner.

POLIO VACCINE
Parke, Davis & Co., the firm which obtained U.S.

License No. 1 for the manufacture of biological

products, in 1903, is furnishing the first poliomye-

litis vaccine for use by the National Foundation
for Infantile Paralysis.

It is expected that enough vaccine will be avail-

able before April 12 for the inoculation of 370,000

children. More vaccine will be available later, for

all of the Parke, Davis production facilities have
been placed at the disposal of the Foundation.

NOVOCAIN FOUND VALUABLE IN

DEGENERATIVE ARTHRITIS

Twenty-one of 31 patients with arthritic condi-

tions showed “marked and prompt relief from
pain” within two weeks after oral treatment with

novocain was started, according to Drs. Rubin
Klein and Samuel B. Harris of the Arthritis

Clinic, Greenpoint Hospital, Brooklyn, New York.

Writing in the new york state journal of med-
icine'", they report having found that the drug
helps for a limited time, though it cannot be con-

tinued indefinitely because of its toxicity, and
though neither it nor anything else that so far

has been discovered will either prevent or cure

the disease.

Of the 31 patients given novocain orally, there

were 23 cases of degenerative arthritis, two of

rheumatoid arthritis, one a combination of both,

three of fibrositis, one of polyarthritis and one of

calcified bursitis. A few were completely relieved

in two days; the rest were helped within periods

ranging up to two weeks. Their ages ranged from
29 to 87.

* 55:2382, (Dec.) 1953.

PROFESSIONAL MEETINGS

The editors of the Journal will be glad to print

announcements of all professional meetings that

will be of interest to physicians in a considerable

part of Iowa. Data on such meetings must reach

the Journal’s office no later than the tenth of the

preceding month.



The Physiopathology of Arterial

Hypertension
JAMES W. CULBERTSON, M.D.*

IOWA CITY

Let me direct your attention especially to those

types of arterial hypertension which are character-

ized by a persistent elevation of the diastolic pres-

sure level. This will eliminate from our considera-
tion those varieties of high blood pressure which
exhibit primarily a systolic elevation, such as that

observed in cases of aortic insufficiency or ad-

vanced generalized arteriosclerosis. The latter

types actually represent special conditions in

which the mean arterial pressure may not, be
above normal, and the diastolic level frequently
remains within an average range. Therefore, the

arteries are subjected only intermittently to sys-

tolic pounding and stretching, and they have a

rest period during the diastolic phase of every
cardiac cycle. Please consider instead the large

group of patients with arterial hypertension in

whom both diastolic and mean pressure levels are

sustained relentlessly at heights significantly

above the normal range. It is in these instances

that the entire systemic arterial tree is subjected,

without surcease, to the continued and prolonged
effects of a stressor force which it is designed to

bear only intermittently. The diastolic pressure

level is of utmost importance because it repre-

sents the minimal degree of strain to which the

arterial tree is subjected for weeks and months
and years on end.

Initially, diastolic hypertension always is a phys-
iological abnormality, which presumably is re-

versible. The abnormally high blood pressure is

transmitted equally to arterial vessels of all sizes,

from aorta to arterioles. The capacity of the arter-

ies to withstand undue stretching without demon-
strable organic change may be expected to vary
inversely with the average level of diastolic pres-

sure—the lower the diastolic pressure, the longer
the arteries can contain it without the advent of

structural changes. Conversely, the higher the

diastolic pressure level, the sooner organic changes
will appear. Thickening of the media of a mus-
cular artery may be regarded as an adaptive

process of hypertrophy; but the potential extent

of this protective response is limited, and it is

followed by the more conspicuous and unfavor-

* Associate Professor of Internal Medicine and Director of
the Cardiovascular Laboratory, College of Medicine. State
University of Iowa.
The Cardiovascular Laboratory is supported by the State

University of Iowa, the Iowa and American Heart Associa-
tions, the Iowa State Department of Health, and the National
Heart Institute of the U. S. Public Health Service.

able stigmata of hyalinization, sclerosis, and
atheromatous degeneration.

These marks of vascular degradation tend to be
distributed widely, the changes in an artery of

any particular size depending somewhat upon the
character of its normal structure. Yet certain

arteries of a given size and structure are far

more vulnerable than their fellows because of

their role in conducting blood to the more vital

organs. The most notable of these are the coronary
and cerebral arteries. Approximately 40 per cent
of deaths among hypertensives are due to myo-
cardial decompensation incident to coronary in-

sufficiency or occlusion. Roughly another 40 per
cent are attributable to cerebral vascular acci-

dents. These are the two major catastrophes that

any proposed treatment for hypertensive arterial

disease should aim to prevent. It is of interest that

only about 10 per cent of these patients suffer

renal failure and die in uremia. The remaining 10

per cent die of a variety of miscellaneous causes.

The physician is handicapped by the presence
of irreversible organic abnormalities when he at-

tempts to treat a patient with degenerative arterial

disease. Our great problem is to attack these con-

ditions early, while the abnormality still is a

physiological one and the process still is a reversi-

ble one. In this stage we still are handicapped, it

is true, by ignorance of the etiology in most pa-

tients with arterial hypertension. Nevertheless,

our therapeutic potentialities are limited only by
the limitations of our knowledge and not by inex-

orable alterations in the arteries. We can afford to

be hopeful and to reflect this hopefulness to our
patients, for the cause or causes of essential hyper-

tension surely will be found one day. Who knows
but that a key discovery may be made in the

course of the judicious application of one or more
of the presently available palliative and symp-
tomatic therapeutic measures?

Although we do not yet know the etiology of

arterial hypertension (be it single or multiple),

we do know some things about its physiopathol-

ogy. What is the fundamental demand of the

body upon the cardiovascular system? It is the

demand for an adequate supply of circulating

blood to all tissues, either constantly or inter-

mittently, according to particular local needs. All

known homeostatic or homeokinetic factors af-

fecting the cardiovascular system respond to

variations in both total and local demands for

160



Vol. XLIV, No. 4 Journal of Iowa State Medical Society 161

blood. The crucial segment in the circulatory net-

work is the capillary bed, wherever situated. Ade-
quate blood flow through local capillary beds re-

quires the maintenance of a head of pressure in

the arterial tree that is sufficient to preserve the

arteriovenous gradient, or pressure differential,

required to cause blood to flow through the cap-

illaries. The arterioles regulate the rate of flow

into the capillary beds, while at the same time

protecting the fragile capillary walls from the

potentially damaging high level of pressure in the

arterial tree. One step farther back in the circuit,

the heart must pump into the aorta every minute
a volume of blood equivalent to that which is

flowing from the arteries into the capillary

beds. Hence, a measurement of the minute volume
output of the heart serves also as an accurate

estimate of the rate of total peripheral blood flow

through the capillary beds. This, in turn, is equiv-

alent to the amount of venous blood returning to

the right side of the heart at the same time and
being pumped through the lungs and back to the

left ventricle, to complete the circuit.

Physiologically speaking, hypertensive patients

are very much like normotensive individuals in

all apparent respects except for the prolonged
elevation of the mean arterial pressure (due
especially to the persistent elevation of the dias-

tolic level). Normally, several factors contribute

to the maintenance of systemic arterial pressure:

(1) the pumping action of the heart, (2) the

quantity of blood in the systemic arterial tree, (3)

the viscosity of the blood, (4) the elasticity of

the systemic arterial walls, and (5) the peripheral

resistance, which is contributed chiefly by the

arterioles, since they are the smallest branches of

the arterial tree. One by one, most of these factors

have been investigated and shown to be substan-

tially the same in hypertensive patients as in nor-

mal persons. The minute volume output of the

heart is normal. The total blood volume is normal,
although we cannot say that there is no abnor-
mality of distribution between arterial and venous
compartments of the systemic vascular network.
The blood viscosity is normal. The elasticity of

the arterial and arteriolar walls does not appear
to be impaired until degenerative changes of

actual sclerosis have become established. There-
fore, by exclusion, abnormally high peripheral

resistance to the outflow of blood from the sys-

temic arteries in patients with essential hyperten-
sion has come to be regarded as the effective

physiopathological factor in the perpetuation of

an abnormally high arterial pressure in the pres-

ence of a normal cardiac output. Because of the

increased arteriolar resistance, an arterial pres-

sure level above normal is necessary to overcome
the higher resistance and to provide an adequate
rate of capillary blood flow.

In order to maintain an abnormally high arte-

rial pressure under these circumstances, the heart
must do a greater than normal amount of work;

therefore, the left ventricular myocardium must
hypertrophy. Thus, by an adaptive response, the

heart overcomes the abnormality afflicting the

arterioles and maintains normal circulation at

the cost of a direct threat to the adequacy of its

own blood supply. Ultimately, if the arteriolar

spasm is not relieved, the heart may destroy itself

in attempting to combat the abnormality.

Peripheral resistance cannot be measured direct-

ly, but it can be estimated from values obtained by
simultaneous measurement of arterial pressure and
blood flow rate, either for the body as a whole or

for any special region. Knowing flow rate and pres-

sure level, one calculates resistance from a ratio

by applying Poisseuille’s law, which states that

flow varies directly with pressure and inversely

with resistance. This relationship may be writ-

ten to solve for whichever variable one wishes,

P P
as F ;

:

,
or P FR, or R . It can be seen

R F

from these formulae that if a means could be found
to bring the peripheral resistance down to normal,

there would be two possible effects: (1) if the

pressure remained elevated, blood flow would
increase; or (2) if the blood flow—being adequate
—remained the same, arterial pressure would fall

to its normal level. This last relationship is the

rational basis for efforts, by whatever means, to

bring down a high arterial pressure by decreasing
the peripheral resistance due to excessively con-

stricted arterioles.

I shall merely mention in passing the long

standing controversy as to whether this unhealthy
arteriolar constriction has a neurogenic or a

humoral causation. Perhaps in some types of

arterial hypertension there is one, and in other

types the other. I suspect that more often than
not both factors are present in a single case. It

does seem pertinent to state that all studies so far

have indicated that the increased arteriolar re-

sistance is generalized in nature, appearing to

involve arterioles everywhere in the body. Yet
it is a fact that the arterioles of the kidney tend

to exhibit a peculiarly severe degree of vaso-

constriction and to produce a strikingly abnormal
renal physiological pattern.

There is a temptation to speculate that therapy
of a general nature might be more fruitful than
one involving a localized attack. Yet this notion

obviously would be wrong if a local attack could

rid the body of a focus of origin of a humoral sub-

stance with a generalized action. Undoubtedly,
what we need most acutely is a genuine clue to

the basic cause or causes of arterial diastolic

hypertension. Such a clue could lead to an under-
standing of etiology. With a knowledge of actual

causation one then could proceed to plan a truly

rational treatment. Meanwhile, we must continue

to do the best that we can empirically with the

increasingly effective therapeutic agents currently
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at our disposal, using them singly or, preferably,

in suitable combinations. Each year brings new,
pertinent and exciting information that is useful
in treating this challenging disorder which es-

pecially plagues civilized, overnourished man.
The time is ripe for a solution of the fundamental
riddle, anywhere and at any time.
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The Uses and Abuses of Carbon Dioxide
STUART C. CULLEN, M.D.*

IOWA CITY

Because the factors that determine carbon diox-

ide levels and govern the influence which carbon
dioxide exerts in the dynamics of the human body
are fully presented in numerous standard texts on
physiology, there seems to be little necessity for

a recounting of that material in such a paper as

this. Indeed one can assume that anesthetists and
others who tamper with the normal physiologic

state or those who work with patients whose phy-
siology is unbalanced are thoroughly familiar

with the current concepts of oxygen and carbon
dioxide transport, the properties of those gases

and the influence they have upon physiologic

mechanisms.
Since there is uniform agreement in those areas,

it might seem that a discussion of the use of car-

bon dioxide in anesthetic practice could terminate
at this point and everyone might return to his

work. But differences of opinion arise from
differences in the interpretation of this funda-
mental knowledge. The ensuing discussion will be
developed to take into account the various points

of view governing the application of carbon diox-

ide in the clinical practice of anesthesia.

trouble frequently unrecognized

It is to be expected that some people will ap-

proach a discussion of this topic with somewhat
less than a completely scientific attitude. They are

the ones who have used carbon dioxide in a

physiologically unsound manner without encoun-
tering any major difficulty, or have not recog-

nized dangerously abnormal situations when they
arose. Some of their long-standing practices are,

by chance, sound ones, and survive justifiably.

Others, they have perpetuated out of respect for

dogmatic tutors. And still others—and these con-

* From the Division of Anesthesiology. Department of
Surgery. College of Medicine of the State University of Iowa.
Iowa City.

stitute a regrettably large portion—they perpetu-

ate because of indolence and a lack of desire to

analyze the effects of the practices critically. This
group is represented by those who say, “I have
used carbon dioxide in this way for years and
never have had any trouble.”

With a thorough understanding of the physiol-

ogy involving carbon dioxide, there can be little

deviation from a rational application of carbon
dioxide in anesthetic practice. And in the use of

carbon dioxide, as well as other gases and drugs,

scientific method can be employed in the evalua-

tion of the effects of the gas. There are several

logical steps.

For example, in the scientific use of carbon
dioxide in anesthetic practice, one first determines
by review of available literature on the topic

what is known about the gas. After this informa-

tion has been obtained, he develops a hypothesis

about the manner in which the gas may be em-
ployed and what effects may be expected. After

this step, he uses the gas in the manner projected

in the hypothesis and makes critical and con-

trolled observations. Then, when he has made the

observations he studies them to determine whether
the hypothesis is correct or incorrect. If the hy-

pothesis is incorrect, he must develop a new ap-

proach in the light of the observations made. If

the hypothesis is somewhere nearly correct, he
may continue to use it only if he continues his

critical observations and revises his method in

the light of new findings.

DOUBTFUL VALUE DURING INDUCTION

There is considerable controversy over the use

of carbon dioxide in high concentrations during

induction of inhalation anesthesia. Those who use

the method are as emphatic about its advantages

as those who do not use it are emphatic about its

disadvantages. Scientific method could be em-



Vol. XLIV, No. 4 Journal of Iowa State Medical Society 163

ployed to settle the issue. In step number one, a

thorough acquaintance with the known facts about

carbon dioxide reveals that carbon dioxide is an

important element in the control of respiration.

Under normal conditions there is strict regulation

within close limits of its concentration in alveoli

and blood stream. Variations from the normal

ranges of carbon dioxide tension evoke profound

influence on respiration, circulation, electrolyte

balance, etc. After this information and much else

is obtained, step #2 includes the administration

of carbon dioxide to a number of patients in

known concentrations during a specific period

of time in the induction. An equal number of

other patients are induced in the same fashion

with the same drugs, technic, anesthetist, etc.,

without the use of carbon dioxide. Observations

would be made in an impartial manner on such

things as the blood pressure, pulse rate, rate and
volume of respiration, amount of perspiration,

speed of induction, evenness of the ensuing anes-

thesia, recovery period, susceptibility to shock,

and a host of other related factors.

After this information has been obtained, it

should be analyzed according to recognized meth-

ods of statistical analysis and appropriate deduc-

tions made. It is emphasized that these deductions

would be subject to continued reevaluation as

experience was expanded. One might then have
some idea of the worthiness of the use of carbon

dioxide in the induction of anesthesia by inhala-

tion under the circumstances of the experiment.

There is no justification for supporting the use

of carbon dioxide during the induction of inhala-

tion anesthesia if the experience with the method
does not include controlled observations of the

type mentioned. It matters little and it is not

convincing to state that 10,000 or more other pa-

tients probably have been induced with inhala-

tion anesthesia without carbon dioxide with equal-

ly good results. Furthermore, there needs to be a

clear statement of what is meant by “trouble.”

Some people refuse to acknowledge that devia-

tions from normal physiologic states constitute

“trouble,” whereas by others, they are interpreted

as serious “trouble.”

From a knowledge of the physiology of carbon
dioxide, there is reasonable expectation that its

use in excess can cause unnecessary and serious

physiologic derangement. There is evidence to in-

dicate that high concentrations of the gas elevate

the blood pressure, produce convulsions, enhance
the anesthetic state and, by increasing the minute
volume exchange, result in the rapid development
of dangerously high blood levels of anesthetic

agent. The hypothesis that these effects result in

higher anesthetic morbidity and mortality needs
to be tested. However, the physiologically-minded
anesthetist, in view of the evidence just men-
tioned, is disinclined to use carbon dioxide during
induction.

MISUSE AS A STIMULANT

Carbon dioxide is often employed to “stimulate”

respiration in the patient depressed with an an-

esthetic agent or a non-volatile drug. This appli-

cation of the gas is based upon the utilization of

an isolated segment of the total information about

carbon dioxide. Carbon dioxide in slightly in-

creased concentration in the unmedicated patient

is capable of significantly increasing the minute
volume exchange. But in higher concentrations,

and particularly in the depressed patient, carbon

dioxide is a depressant to the respiration.

The hypothesis that carbon dioxide is a desirable

gas to use in patients with respiration depressed

by anesthetic drugs needs also to be tested under
controlled conditions (and the term desirable needs

to be defined). But it can be expected from avail-

able and well established data that there is no
advantage to using carbon dioxide in this cir-

cumstance. Furthermore, it is a potentially danger-

ous practice. Patients with inefficient respiration as

a result of depression from anesthetic drugs are in

that state because of misapplication of the drugs.

Respiratory function is diminished because the

respiratory centers are subjected to the effects of

the drugs and probably to associated hypoxia. Ele-

vated carbon dioxide tension in the respired atmos-

phere often will result in increased ventilation, but

optimal concentrations may not be reached. Fur-

thermore, patients with inadequate ventilation have
retention of carbon dioxide, and the blood level of

the gas is already elevated above normal. The logi-

cal course to pursue is to eliminate the depressant

drug and its effect upon the respiratory control

centers and to provide oxygen to the depressed

cells. With elimination of the depressant drug and
the restoration of an adequate supply of oxygen,

respiration will return to normal, and the abnor-

mal carbon dioxide tension will be reduced.

Reasonably well controlled clinical and labora-

tory investigations indicate that if the depressant

is eliminated and oxygen supplied, carbon dioxide

has no beneficial effect in the treatment of de-

pressed respiration and often exhibits undesirable

effects such as accentuated depression and con-

vulsions. It is important to remember that the

anesthetized patient is depressed because of too

much anesthetic and not because he has too little

carbon dioxide. Adding carbon dioxide in this

situation can be expected to compound the felony

and not correct the underlying disturbance of

function.

DANGERS OF CO-. RETENTION

It may be assumed erroneously that in this dis-

cussion reference to addition of carbon dioxide

to the respired atmosphere implied only the use

of cylinders of 100 per cent gas or mixtures of

carbon dioxide and oxygen. It is to be empha-
sized that the employment of anesthetic technics

in which there is inadequate elimination of car-
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bon dioxide from the expired atmosphere, through
the use of an improperly controlled semi-closed

system, the partial inclusion of the soda lime
in the closed system and the use of inefficient soda
lime, produces the same results as if carbon diox-

ide were artificially added to the atmosphere. A
thorough understanding of volume and rate of

gas flows during respiration is essential to the

employment of anesthetic technics which insure

the adequate elimination of carbon dioxide. For
example, in a semi closed system without carbon
dioxide absorption, flows of gas at least equal to

the minute volume exchange are necessary to in-

sure against carbon dioxide retention. This means
that, in the average adult, total flows of ten liters

per minute are required. Too little attention is

paid to this important factor in ventilation, and
serious retention of carbon dioxide often accom-
panies the use of semi-closed systems.

Ventilation in the patient under anesthesia is

often inadequate. Justifiable emphasis has jjeen

placed upon the necessity for adequate oxygen
supply to the patient. With the use of potent
agents such as cyclopropane and ether and the

fortification of the weaker agents such as nitrous

oxide and ethylene with non-volatile drugs, and
in the presence of an unobstructed airway, it is

always possible to guarantee sufficient oxygena-
tion. However, with the employment of potent

agents and the use of adjuncts to weaker agents

such as analgesics, barbiturates and curare the
tidal and minute volume is often significantly re-

duced. In this state of diminished ventilation, the
patient usually looks good because oxygenation is

good. Depending upon the response of the patient

to elevated levels of carbon dioxide and the de-

gree of depression with drugs, there may be de-

layed or absent response to appreciably elevated

blood levels of carbon dioxide. As a result, there

may be an unrecognized and dangerous accumu-
lation of carbon dioxide, causing the patient to

exhibit abnormal changes in the circulation such
as hypotension, depressed respiration, convulsions,

increased oozing, etc.

VENTILATION FREQUENTLY MISJUDGED

Instruments have been developed which give

dynamic recordings of alveolar and blood levels

of carbon dioxide. With the use of these instru-

ments, astounding retention of carbon dioxide
has been demonstrated. These findings were in

patients in whom trained anesthetists had been
convinced that ventilation was adequate. The ob-

se vations emphasized a universal and appalling

lack of ability to detect deficiencies in ventilation.

The observations should jar everyone into giving

meticulous attention to ventilation and into think-

ing in terms not only of oxygenation but of carbon
dioxide elimination.

The older technics of using nitrous oxide in

high concentrations included the use of carbon
dioxide. Again, a segment of the facts pertaining

to carbon dioxide was employed without regard

for the total physiologic process. It was argued
that carbon dioxide improved the ventilation,

thereby increasing the amount of oxygen avail-

able to the hemoglobin traversing the capillaries

of the lung. It was also argued that by shifting the

oxygen dissociation curve to the right, a higher
tension of oxygen was made available to the tissue.

Both statements are correct, but the fact was
overlooked that the total tension of oxygen is

significantly diminished and that shifting the

dissociation curve interfered with the uptake of

oxygen by the hemoglobin. The reduction in oxy-
gen supply to tissues which is the end result of

low oxygen concentration in the respired atmos-
phere and the increase of carbon dioxide in the

atmosphere, is a circumstance that cannot be jus-

tified as long as it is impossible to predict what
low oxygen tensions will do to a particular patient.

Carbon dioxide often has been recommended for

the hyperventilation of patients in the postoper-

ative period, to diminish their tendency to de-

velop atelectasis. For this purpose, mixtures of

carbon dioxide and oxygen as well as 100 per
cent concentrations of carbon dioxide have been
used. It cannot be denied that improvement in

ventilation in the postoperative patient will lower
the incidence of atelectasis. However, the improve-
ment in ventilation can be accomplished by a

number of means, such as active or passive exer-

cise, voluntary breathing exercises, stimulation by
attending personnel, frequent change of position,

etc. In each of these methods for improving ven-
tilation, it is essential that the patient be given
personal attention by someone experienced in

the problem. There is adequate evidence to sup-

port the statement that equally good results can
be secured by any of the other methods, rather

than by using carbon dioxide. There is oppor-

tunity for undesirable response to carbon dioxide,

such as depression of respiration and convulsion.

It is submitted that effective stimulation of ven-

tilation in the postoperative patient cannot be
accomplished by writing orders for the intermit-

tent administration of any mixture of carbon diox-

ide and that if personal attention to this problem
is essential, good results can be accomplished
equally well and much more safely without car-

bon dioxide.

UNNECESSARY IN RESUSCITATION

Another common use of carbon dioxide is its

application in artificial resuscitation. It is regularly

recommended for resuscitative purposes in drown-
ing, electric shock, cerebral accident, etc. The
situation is essentially akin to the depression of

respiration produced by drugs, anesthetics or

other means. The respiration is inadequate or non-

functioning because the respiratory centers have
been damaged by hypoxia, dissolution, hemor-
rhage, etc. The cells are deficient in oxygen sup-

ply, not in carbon dioxide supply. Carbon dioxide

has been retained as a result of inefficient ven-

tilation, and there is no need for adding it to the
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respired atmosphere. Controlled investigation dem-

onstrates no advantage and significant disad-

vantage. It has been stated that “nature’s” re-

sponse to a condition of depressed respiration and

consequent hypoxia includes a carbon dioxide

retention which is beneficial because of increased

ventilation and a shift of the dissociation curve

to the right. It is argued by the proponents that

if this is “nature’s” response, then the use of car-

bon dioxide in the resuscitating atmosphere is

justified. “Nature’s” response is an attempt to

conserve a dwindling oxygen tension. If oxygen

in excess can be supplied in the resuscitating at-

mosphere, there is no need for an elevation of the

carbon dioxide tension.

CONCLUSION

An attempt has been made in this paper to

represent some of the uses and misuses of carbon

dioxide. It is urged that those employing carbon

dioxide or those in a position otherwise to inter-

fere with respiratory physiology become thor-

oughly acquainted with the physiological processes

in which carbon dioxide is involved. By so doing,

a more rational approach to its use can be de-

veloped and more workable hypotheses can be

projected. It is essential that segments of the

total physiologic activities of carbon dioxide be

applied correctly.

Scientific method can assist in the resolving of

some of the controversial issues involving the use

of carbon dioxide. With the development of a

scientific attitude, it can be expected that there

will be less occasion for argument about the appli-

cation of carbon dioxide in the practice of anes-

thesia and greater opportunity for progress.

State University of Iowa College of Medicine

Clinical Pathologic Conference

February 3, 1954

SUMMARY OF CLINICAL FINDINGS

A 15-year-old white girl entered the hospital in

January, 1953, for her 18th and last admission,

complaining of intermittent lower abdominal pain,

associated with nausea and profound weakness,

of less than 24-hours’ duration.

Since early infancy this patient had always

appeared pale and rather yellowish, had fatigued

quite easily, and had grown more slowly than

normal. A female sibling had died at this hospital

in 1941 of aplastic anemia, and a maternal aunt

was treated for “pernicious anemia” by her local

physician. In May, 1950, when the patient was 12

years old, the diagnosis of congenital hypoplastic

anemia was made at this hospital, based upon
repeated bone-marrow aspiration specimens show-

ing extreme hypoplasia of all elements, and a pe-

ripheral normocytic anemia, pancytopenia, and
thrombocytopenia. Osmotic fragility of the red

cells was normal, and reticulocytes were in the

range of 1-2 per cent. Extensive additional studies

were done at that time, and were all normal, ex-

cept for evidence of mild hypothyroidism (PBI

3.4 micrograms per cent, abnormally low RAI-
uptake, and BMR-12) . Other studies revealed

normal pituitary and adrenal function. Free hy-

drochloric acid was present in the stomach, and
she failed to respond to folic acid or vitamin B-12

therapy.

Since May, 1950, she had returned to the Uni-

versity Hospitals every 4 to 6 weeks for trans-

fusions. At each admission the hemoglobin was
5 to 7 grams per cent, and she received 1000-2000

cc. of whole blood so that the total volume of

blood given her over a 33-month period had been

27,300 cc.

Splenectomy, plus optional appendectomy, was
done in October, 1950, but had no effect on the

course of her chronic anemia. The spleen showed
only mild fibrosis and endothelial hyperplasia.

Menarehe occurred in August, 1950. Periods oc-

curred at 4-week intervals, usually lasted about 7

days, and were said to be complicated by both

dysmenorrhea and menorrhagia. In June, 1952,

hysterectomy was considered, but because careful

measurements during a menstrual period at the

time revealed a blood loss of less than 200 cc., the

operation was not performed. A bone-marrow
biopsy, in June, 1952, was consistent with aplastic

anemia, the deficiency of hematopoietic tissue ap-

pearing to involve all the marrow elements, mye-
loid, erythroid, and megakaryocytic, in equal

degrees.

At the time of her last admission in January,

1953, the patient had the weight and height of a

normal 10-year-old Iowa girl and appeared acutely

ill. She was nauseated and apprehensive. There
was a peculiar bronze discoloration of the skin,

and the mucous membranes were pale. Pulse was
90 per minute, and the blood pressure was 80/40

mm. Hg. There was generalized tenderness to

palpation over the lower abdomen, and the patient

preferred to lie with the hips flexed. The liver

was not palpable, and the spleen was surgically

absent. Bowel sounds were normal. Rectal exam-
ination revealed a normal-sized and easily mov-
able uterus; there was considerable tenderness to
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palpation in the right cul-de-sac. A stool specimen
contained no blood. X-ray examination of the

abdomen demonstrated no evidence of obstruction

or soft-tissue masses.

Laboratory studies at the time of admission
revealed: hemoglobin less than 7.5 gms. per cent;

red blood cell count 2.45 million per cu. mm.; white
blood cell count 4,450 per cu. mm., with 62 per

cent polymorphonuclears, 32 per cent lympho-
cytes, and 4 per cent monocytes. Platelets were
not counted, but a platelet count in October, 1952,

had been 8,000 per cu. mm. Urinalysis revealed no
albumin or formed elements, and a negative

Myers test was reported.

Despite frequent transfusions of fresh whole
blood, totaling 3000 cc., and various supportive

measures, the patient’s hospital course was cha-

otic. Epistaxis occurred frequently, and was dif-

ficult to control. On the 9th hospital day she began
menstruating profusely, and she continued to have
brisk vaginal bleeding until her death. Lower
abdominal pain increased steadily, and occasional

bouts of hematemesis occurred.

On the 18th hospital day the hemoglobin was
9.3 gms. per cent, red blood cell count was 3.54

million per cu. mm., white blood cell count was
1,950 per cu. mm. with 39 per cent polymorpho-
nuclears, 37 per cent lymphocytes, 22 per cent

monocytes, and 2 per cent unclassified cells, plate-

lets 2,000 and reticulocytes 0.2 per cent. Also at

that time, further studies revealed: bleeding time

10-plus minutes, coagulation time 4 minutes, pro-

thrombin time 23 seconds (control 15.5 seconds),

Van den Bergh 13.0 mgs. per cent in 1 minute,

and still 13.0 mgs. per cent in 30 minutes, cephalin

flocculation 4-plus in 48 hours, thymol turbidity

2 units. A blood culture subsequently showed no
growth.

On the 19th hospital day she became cyanotic

and increasingly dyspneic. Hemoptysis soon fol-

lowed. and she died in shock early on the morning
of the 20th hospital day.

CLINICAL DISCUSSION

Dr. Robert L. Jackson, Pediatrics: The patient

we are to discuss this afternoon did not have a

common disease, nor was she selected because she

presented a difficult diagnostic problem. The clin-

ical diagnosis is stated in the first paragraph, but

a child who is found to have congenital hypo-

plastic anemia is a very challenging problem.

Recent reports suggest that combined hormone
and vitamin therapy may be efficacious in the

treatment of future cases of this sort.

The child with hypoplastic anemia, such as this

patient, invariably is extremely stunted in growth,

and when this child was originally seen in the

Pediatric Department in 1941, it was for that

reason. At that particular time her sister was a

patient in the hospital and was being treated for

mastoiditis in the Otolaryngology Department,

and subsequently she died. She also had a severe

hypoplastic anemia. The child at that time was
found to have a hemoglobin of 11.5 grams, a red
count of 3.1 million, and a white count of .2 per
cent. No bone marrow studies were done then.

She did have evidence of chronic respiratory infec-

tion. A tonsillectomy and an adenoidectomy were
done, and she had no particular trouble insofar

as bleeding was concerned subsequent to this

surgical procedure. She then was re-presented to

us when she was 12 years of age, and at that time
she was a very stunted child. Bone-age studies

were done; Dr. Van Epps will show you these.

She was about the average size of a six- or seven-
year-old child. We studied her from an endocrino-
logical point of view, but there was no clear-cut

evidence of any endocrine disturbance. The only
abnormal finding was a slightly low PBI, and the

radioactive uptake studies were questionable in

regard to hypothyroidism. It was the general con-

census that it would be inadvisable to give her
thyroid therapy because of the difficulty in sus-

taining an adequate blood picture. This is a point

we should discuss later.

She had five blood transfusions, and at that

time it was Dr. Hamilton’s opinion that a splenec-

tomy might be helpful, inasmuch as she was not

responding to repeated transfusions and dietary

management. She had had a complete course of

folic acid and iron and liver shots by her family

physician, none of which had been at all efficacious

before she was referred here for diagnosis and
further treatment. A splenectomy was done in

October, 1950, and subsequently she showed no
particular improvement. She was seen repeatedly

and was given transfusions. The patient had the

onset of her menarche in August, 1950, and her
first periods were not particularly unusual, but
the duration and amount of her vaginal flow was
so excessive that it was felt that the bleeding

should be controlled by castration or sterilization.

We will have Dr. Goddard discuss this phase of

the problem.

It really is a very pressing problem when these

young girls come in with severe thrombocytopenia
and eventually go into shock. At the time of her
last admission, she was seen on consultation by
almost all of the departments in the hospital, in-

cluding Medicine, Gynecology, Radiology, and
Surgery. It was everyone’s opinion that the best

we could do was to give her fresh blood trans-

fusions to control the bleeding. She died in shock.

We have some x-ray films which Dr. Van Epps
will briefly show you, and then we would like to

have Dr. Goddard discuss the problem from a

gynecological point of view.

Dr. Eugene F. Van Epps, Radiology: At the

time of the examination the child was 12 years

old. The bone age was 9 years, indicating that

there was a serious delay in her osseous develop-

ment. The calvarial size also indicated delay in

development, since it is quite small. Aside from
its diminished size, the skull was normal. Exam-
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ination of the long bones showed nothing to

indicate the presence of a myelofibrosis, and there

was no evidence of subperiosteal resorption of

bone.

On her last admission because of her severe

abdominal pain, there was concern over the pos-

sibility of a ruptured viscus. Roentgenographically,

there was no evidence of that, and no evidence of

intestinal obstruction or peritonitis. The renal

shadows, however, were not visualized.

The last radiographic examination was a post-

mortem chest film. This showed considerable in-

filtration, extending outwards from each hilum
to the extreme lateral aspects of the lung fields,

sparing the apices and, to a lesser degree, the

bases. This finding is common in pulmonary
edema, but hemorrhage, of course, could not be
excluded. In light of the fact that the child died

of hemorrhage, I would be surprised if the lungs

did not show some blood, but I should also ex-

pect pulmonary edema to be present.

Dr. William B. Goddard, Obstetrics and Gyne-
cology: The thing that I would like to make clear

at the outset is that, from the gynecological stand-

point, the patient being discussed is not an ordi-

nary adolescent menorrhagia. This is a completely

different problem.

The female has two places to bleed from that

the male does not possess. One of these is the

uterus; the other is the follicle. This girl had the

problem of abnormal, heavy bleeding from her
thrombocytopenia. And because of her inability

to build up her red blood cells, she was not able

to keep up with her losses the way a normal girl

does after periods.

In the ordinary menstrual period, the arterioles

collapse and buckle, and the upper part of the

endometrium becomes necrotic, sloughs, and
crumbles. After the tips of these arterioles are

sealed off, new vessels are formed in the basalis

portion of the endometrium, and the menstrual
period is over. For some reason due to abnormali-
ties of estrogen stimulation, in the ordinary func-

tional bleeder this buckling doesn't take place

normally.

In this type of patient, i.e., one who has throm-
bocytopenia, the tips of the broken arterioles do
not close off, and she doesn’t stop bleeding from
there. So you have a different pathologic physi-

ology.

The bleeding in the ordinary functional menor-
rhagia is pretty impressive at times. It can be
treated with estrogen, but in the acute stage,

estrogen therapy in this type of patient is almost
completely worthless. One problem which arises

in any heavy bleeding associated with menstrual
periods of the young and old follows from the

fact that the uterus is not a necessary organ to

life. The patient can get along very nicely without
her uterus. It has suffered from the “When in doubt,

take it out" philosophy, so that there is a tendency
to take out the uterus at times. The patient

bleeds; take out the uterus. It’s sort of a couplet

in many physicians’ minds, and you have to go

back to decide the basic problem and the reason

for bleeding. This patient apparently had a nor-

mal endocrine situation. She had her menarche
at the normal time, around 12. She had four-week
periods, and her first were apparently normal.

Then she began to develop the heavy vaginal

bleeding.

Excessive bleeding varies widely with indi-

vidual patients. The normals are considered 10 to

200 cc. Now, 10 cc. would not have been a prob-

lem in this young lady, but 200 cc. each month
could be a serious drain on her ability to renew
her blood volume. In June, 1952, this patient was
discussed, and in going over the chart I find that

she was seen in the clinic. At that time the hema-
tologist felt that there might well have been some
hemolytic aspects at least to this one episode. The
patient bled about 150 cc. at this period, and her

hemoglobin dropped from approximately 9 to 5V2,

I believe. Thus, evidently, those who saw her on
the Gynecology Service were not at all impressed
with the amount of bleeding or with the relation-

ship between the bleeding and the drop in hemo-
globin. After knowing a patient’s future course

and seeing the autopsy protocol, hindsight indi-

cates that it would have been best if something
had been done for this patient. Be that as it may,
nothing was done at this time, and the patient

continued in her final course.

What should have been done? We have to stop

menstruation, and we may have to stop ovulation.

The simple and obvious thing to do, it would seem,
is to take the uterus out. It isn’t quite so simple,

however. In the acute phase, this girl’s last ad-

mission, I don’t think we’ll have any argument
that the question of hysterectomy was completely
out of the picture.

Now, in the interim phase—maybe. If we were
faced with this type of patient again, we might
well consider hysterectomy in the interim phase.

The advantages are that it leaves the ovaries in

her body to continue supplying endogenous es-

trogen. The disadvantages are that it is an oper-

ative procedure. Another method of stopping this

girl’s menstruation, and a very good one, would
have been x-ray radiation—a so-called amenor-
rheal dose. Its big and obvious advantage it that

it does not require an operation, but it has the

same disadvantage as hysterectomy in that

it is useless, as far as we know, in the acute
stage. It does cut the estrogen way down. Patients

who have had amenorrheal doses of radiation

still have cornified epithelium in the vagina, so

they still get some estrogen. What effect would
that have on a young lady in her teens? Probably
very little. Of course, we can’t be sure, but prob-
ably very little.

One other thing—you might consider a tempo-
rary amenorrhea. Give this patient about 200 r.,

if the radiologist is willing. You can give these
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girls in this age an amenorrhea from 3 to 24

months. That procedure would give you a chance
to see what she would do—whether or not she

would just go ahead and bleed from other areas.

Therefore, looking back on this girl, I think we
should have been wiser to have stopped her

menstruation in some manner—probably not by
hysterectomy, but probably by radiation. One
thing as regards the gynecological manifestation of

this case that I would like the group to carry away
from here is this: by achieving temporary or per-

manent amenorrhea, you have not cured this

patient, for you have not cured her cytopenia. You
have removed one major source of bleeding, but

you must not think of the hysterectomy or irra-

diation as a cure.

Dr. Jackson: Dr. Warner, if you will show the

sections, we will try to save the rest of the time

for discussion.

Dr. Emory D. Warner, Pathology: At the time

this patient died, she did have massive intra-

abdominal hemorrhages. She had some 500 cc. of

blood in the peritoneal cavity, and she had had
previous hemorrhages of unknown sizes into the

peritoneal cavity. There were large amounts of

old, organizing blood clots attached to the peri-

toneum, matting the loops of bowel together in

the pelvic region. The source of bleeding appeared

to be ovarian follicles; and although she was
pretty well along in a menstrual period at the

time of death, she was still bleeding from a rup-

tured ovarian follicle. She was continuing to bleed

from a ruptured follicle even though she pre-

sumably was a couple weeks beyond the date of

the rupture of that follicle. Then there was other

evidence of her bleeding tendency. She had patchy,

submucosal bleeding, generalized. She had rather

massive bleeding into the lung. There was some
pulmonary edema, in that there was fluid in

excess of the amount of the blood. It was hard to

evaluate how much pulmonary edema was present

because there was a great deal of blood in the

lung, unassociated with any appreciable inflam-

matory reaction. So much for the bleeding, pre-

sumably associated with her severe thrombocyto-

penia. In the bone marrow there were essentially

normal distribution of types of cells and essen-

tially normal-appearing cells. There was not

nearly enough bone marrow and far too much fat,

whereas it should all have been hemopoetic tis-

sue. The patient had a very extensive hemoside-

rosis. Now, that is a little hard to evaluate. The
lymph nodes in the abdominal region were in the

drainage bed of the intra-abdominal hemorrhage
and old, organizing blood clots. In addition to this,

there was generalized hemosiderosis of the retic-

ulo-endothelial system. This was present in the

bone marrow. It was present in nodes outside the

abdominal region, and it was variable in that

some of the lymph nodes showed very little. Oth-

ers showed a moderate amount, as did the bone
marrow and Kuppfer cells. In addition to that,

there was very extensive hemosiderin deposition

in the parenchymatous cells themselves, particu-

larly in the pancreas and the liver. Associated
with this hemosiderosis, there was beginning
fibrosis in the pancreas. Another finding of inter-

est is that both kidneys were in the pelvis. They
took their blood supply from the iliac arteries,

rather than from the aorta.

Though some of the reticulo-epithelial cells

contained very little hemosiderin, there were many
of them that contained massive accumulations,
and the pancreatic parenchyma cells were like-

wise packed with it. There was a large amount.
And in the liver the parenchymal cells were
loaded with hemosiderin—a hemochromotosis.
The patient had had approximately 27,500 cc.

of blood over a two and one-half year period. If

you add that up, it amounts to nearly 14 grams
of iron given intravenously. The only iron that

she was losing in appreciable quantities was in

menstrual flow. Judging from the figures that Dr.

Goddard gave us, this loss wouldn’t have added
up to very much. So she had a very great deal

of excess iron.

I looked up a previous case that we had a few
years back. A 70-year-old woman with hypo-
plastic anemia required numerous transfusions

to carry her along. Over a two year period she had
108 transfusions. Finally she died, as this patient

did, of hemorrhage incident to thrombocytopenia.

The older woman died of a subdural hemorrhage,
rather than of intra-abdominal hemorrhage, but

at the time of autopsy she had a very extensive

hemosiderosis, even more extreme than the case

today. There was considerable fibrosis of the pan-

creas and quite a bit of fibrosis of the liver. She
presented a fairly good picture of hemochromo-
tosis, and she had had 108 transfusions in a period

of two years.

There are a couple of other points that I would
like to make. I mentioned the fact that the pelvic

kidneys were of some interest. I looked up the

autopsy on this patient’s sister, who died in this

hospital some 12 years ago and who likewise had
hypoplastic anemia and pelvic kidneys. The pa-

tient’s maternal aunt had been treated for “per-

nicious anemia.” I was unable to find any further

details about the nature of her disease.

Thus there were two in the family, at least,

with hypoplastic anemia. And they both hap-

pened to have pelvic kidneys, whatever that may
mean—nothing significant to my knowledge. They
both died of hemorrhage, presumably from throm-

bocytopenic purpura. The sister had very little

hemosiderosis. She was in here some three months.

She came in with respiratory infection, with mas-

toiditis and complications. Her hypoplastic anemia

was diagnosed at that time. She had 9 transfusions

before she finally died of subarachnoid hemor-

rhage. The hemosiderosis in that one was rela-

tively slight. There is one other thing in this

case, and that is that the mother of these girls
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died unexpectedly a year or so ago. No satisfac-

tory cause for death was found at the autopsy.

That patient, however, was seen just a couple

of weeks before she died, and she was not anemic.

At the time of autopsy the mother did not have
pelvic kidneys.

I will leave the discussion of the hemosiderosis

to Dr. Fowler.

SUMMARY OF NECROPSY FINDINGS

The main necropsy findings were hypoplasia

of bone marrow, massive intra-abdominal hemor-
rhage, hemosiderosis of several visceral organs

and bilateral pelvic kidney. The hemorrhage was
caused by a ruptured right ovarian follicle. There
was clinical and pathologic evidence of previ-

ous hemorrhages coincidental with menstrual peri-

ods. The bleeding from ovarian follicles was per-

haps aggravated by a hemorrhagic diathesis, main-

ly thrombocytopenic in type. The existence of a

bleeding tendency is supported by the massive
terminal pulmonary hemorrhage and ecchymoses
at the time of autopsy. The hemosiderosis is dif-

ficult to evaluate in view of the great number of

transfusions. A defect in iron metabolism is sug-

gested by discoloration of skin as an early symp-
tom, by the presence of large amounts of hemo-
siderin in parenchymatous cells of the liver and
pancreas, and by the virtual absence of hemo-
siderin in the reticulo-endothelial cells of many
of the lymph nodes. Thus the deposition of hemo-
siderin is not a diffuse reticulo-endothelial accumu-
lation. There is slight fibrosis of the pancreas, but

not of the liver.

NECROPSY DIAGNOSES

Hypoplastic anemia, clinical.

Hypoplasia of bone marrow.
Old and massive recent intra-abdominal hem-

orrhage, from ruptured ovarian follicles.

Massive pulmonary hemorrhage, bilateral.

Hemosiderosis of liver, pancreas, lymph nodes,

bone marrow.
Subpleural and subepicardial ecchymoses.

Absence of spleen, surgical.

Pelvic kidneys, bilateral, with anomalous blood

supply.

RETARDATION OF GROWTH

Dr. Willis M. Fowler, Internal Medicine: Cases
with excessive deposits of iron in various tissues,

hemosideroses, such as we have had described

today, have increased in frequency in recent

years since the use of transfusions has become
so prevalent. With the giving of large amounts of

blood by transfusion to patients of this type who
require transfusions at relatively frequent inter-

vals over long periods of time, large amounts of

iron are deposited in the tissues. Dr. Warner has

pointed out that in this particular instance some
14 grams of iron were given in the form of trans-

fusions. In the majority of patients the iron de-

rived from hemoglobin is deposited in the reticulo-

endothelial tissues and to some extent in the

parenchymatous organs of the body. When it is

deposited in these organs without producing any
fibrotic reaction, one may say that the patient has a

case of hemosiderosis, meaning that there is exces-

sive iron in the organs and the tissues, but there is

no inflammatory reaction and actually no altered

function of the organs. In other instances, and I

don’t know that we can adequately explain which
ones, the patient will develop hemochromotosis.
In this latter disease, we find the excessive

amounts of iron deposited not only in the reticulo-

endothelial tissues but also in the parenchymatous
organs. As a result of this deposit of iron in these

locations, fibrotic changes occur. By definition,

hemochromotosis means the condition in which
there is excessive deposit of iron, but in addition

there is a cirrhosis of the liver and usually fibrosis

of the pancreas, with diabetes and pigmentation

of the skin. The cirrhosis of the liver is an in-

tegral part of that clinical picture.

Hemochromotosis occurs in an idiopathic or

endogenous form for reasons that we do not under-

stand. This deposit of iron may occur with a

normal iron intake, presumably because of some
defect in the metabolism or absorption of iron into

the body. In addition, we have the exogenous type

which results from repeated transfusions. Some of

the cases of hemochromotosis that have been re-

ported are actually only the deposition of iron,

or hemosiderosis. Why the fibrotic reaction occurs

in some of the patients as a result of the iron and
why it does not appear in others are questions that

I don’t believe we can answer. Experimentally,

so far as I know, no one has been able to produce
fibrotic changes by the giving of iron; but every-

thing seems to point to the fibrosis as being a

consequence of the deposition of an abnormal
amount of iron. The differentiation of the cases

is perhaps due to the duration of the condition.

In other words, those that have had this deposi-

tion of iron for long enough periods of time may
develop the fibrosis. What part is played by the

amount of iron deposited in the tissues is un-

known.
There are a number of features of iron metabo-

lism that come into play in the consideration of

idiopathic or endogenous hemochromotosis. In

ordinary iron metabolism, the iron is absorbed
from the upper portion of the gastro-intestinal

tract primarily in the ferrous state. It is taken

across the mucosal barrier by the apoferritin,

which takes the iron from the intestinal tract and
forms ferritin. From this, the iron is absorbed into

the blood stream and is carried by the blood

stream and deposited in various parts of the body,

primarily in the reticulo-endothelial tissues. Iron

in these depots is available for the formation of

hemoglobin, but exactly what regulates the ab-

sorption and deposition of iron is something that

I don’t believe I can answer. It is said that when
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apoferritin is completely saturated with iron to

complete the formation of ferritin, no more iron is

absorbed; and it has been presumed that this

occurs in normal individuals, so that they absorb
only as much iron as they need. On the other hand,
the patient who has had an iron-deficiency anemia
will continue to absorb iron indefinitely because
of its availability. We have run a great many
serum iron determinations on normal individuals

and find them varying all the way from 20 to

265 micrograms per cent, regardless of the hemo-
globin level in the individual. We have also given
iron to patients who do not have anemia and find

that they do absorb it, so that one can produce an
increase in the serum iron by the oral administra-

tion of iron even though that patient does not

have anemia. Those patients are absorbing iron

through the mucosa and into the blood stream
even though they have no need for it. Thus there

are still some questions about iron absorption

and its regulation that we do not understand.
I don’t believe that we have an adequate ex-

planation as to why hemochromotosis will develop
in one person and not in another, nor do we have
an entirely adequate explanation as to how much
iron a certain individual is going to absorb. It

has been said that an individual has no satisfac-

tory method of excreting iron, once he has taken
it into his body. That is, when a patient is given

transfusions and the blood is destroyed, the iron

portion of the hemoglobin is deposited in the body
and it is there to stay. Consequently, in these pa-

tients who have had repeated transfusions, there

is always the danger of the development of hemo-
siderosis. Undoubtedly this always occurs to some
extent, but there is also the danger of the develop-

ment of hemochromotosis. It is true that a small

amount of iron is excreted regularly in the urine

and some also into the gastro-intestinal tract, but
the amount that is excreted is very small. The
body hangs onto iron very tenaciously for re-

utilization when it is needed.

Since intravenous iron has become rather prom-
inent as a therapeutic measure, cases of hemo-
chromotosis and hemosiderosis have been reported

in patients who have received this form of ther-

apy. A few cases of hemochromotosis have been
reported in which the disease has developed from
medicinal iron given orally, so that the giving of

large amounts of iron by mouth over a long period

of time may not be as free from danger as pre-

viously supposed.
Dr. Jackson: The patient whose case we are

considering did have definite hematemesis just

prior to her death. One other point I forgot to

mention was that the mother of this child had
toxemia of pregnancy. She had had definite tox-

emia with three of her four children and also

during the time she was carrying this particular

child. The baby was born prematurely, but made
satisfactory progress during early infancy.

I would like to state at this time that in re-

viewing the literature we find that in the past

almost all children with this disease died of inter-

current infections in early childhood, like the

little sister, but we now have a number of these

children living into early adult life, or at least

into adolescence, at which time the problem of

vaginal bleeding arises for the girls, as it did for

this one. There have not been a sufficient number
of follow-up studies on the boys to show us the

relative prognosis in the different sexes, a piece

of information which would help us to some ex-

tent to answer the problem we have put to Dr.

Goddard.
I should now like to have Dr. Gould present very

briefly the case of a little boy we have under man-
agement at the present time. Very recently there

have been a few reports of dramatic improvement
after the administration of cortisone and B-12.

Dr. Samuel H. Gould, Pediatrics: Briefly, this

is the case of a six-year-old boy who was first seen
in May, 1950, with a diagnosis of anemia. The
hemoglobins ranged at that time from 4.6 to 6.8,

and he received many transfusions, probably an
average of about one a month. He had a diagnosis

of hypoplastic anemia, made on the basis of three

bone marrows. They were reported as being hypo-
cellular, with rare erythroid elements. The
hemoglobin on 10/6/53 was 4.5. He was given a

whole blood transfusion, and on 10/28 the next
hemoglobin was 8.7, and the reticulocytes were
.2 per cent. That was common throughout. Corti-

sone was given on 11/17/53. The hemoglobin was
8.4 just one week afterward—still a small retieu-

locytic response. We added B-12 on December 8

by injection, 15 mgm. three times a week. He had
been on a maintenance dose of cortisone, 50 mgm.
a day, and 15 micrograms of B-12 three times

weekly. The hemoglobin was 7.4, 7.6, etc., and
gradually increased until the last one on 1/26/54

was 9.6. The reticulocytes gradually increased

until the last one, on the 26th, was the highest—6.1

per cent. As has been reported before, the red

blood count remained the same.
Dr. Jackson: Dr. Hamilton, would you like to

comment on this?

Dr. Henry E. Hamilton, Internal Medicine: I

believe this patient’s disease falls into the general

pattern designated as familial hypoplastic anemia.

As you can see, when these patients get into

trouble because of their disease, the hemological

values are similar to those found in individuals

who have developed aplastic or hypoplastic ane-

mia from a drug poisoning such as benzine. On
the other hand, individuals with familial hypo-
plastic anemia ordinarily live much longer, and
there is sometimes a family history. In 14 sepa-

rate papers reporting on familial hypoplastic

anemia, it was noted in six of them that more
than one sibling had this disorder. Most of the

affected children had the peculiar pigmentation

of the skin seen in the child presented today, and
in addition, many of them had other congenital



Vol. XLIV, No. 4 Journal of Iowa State Medical Society 171

anomalies. I was interested to see the anomalies

in this patient involving the genito-urinary tract.

As far as reported cases are concerned, horse-

shoe kidneys, absent fingers, squint, mental re-

tardation, and small heads have all been noted.

The marrow is hypoplastic. It is generally thought

that the disorder is due to a recessive gene; how-
ever, some individuals believe that environmental

factors may play a part. I noticed in the case his-

tories today that the problem of toxemia during

pregnancy came up in the two instances. Some
authors considered the possibility of toxoplasmosis,

rubeola, toxemia drugs or other and unknown fac-

tors as being responsible for the effect on the bone
marrow. However, in the case histories presented

today we have not been able to incriminate any
particular toxin. The question was asked whether
or not boys develop into manhood while they are

running the course of this disease. I believe there

is one case reported in the literature of an indi-

vidual surviving to 26 years of age who finally

succumbed much in the manner in which this

child did. In other words, there finally is complete

dislocation of the hemopoetic system, and the

patient dies.

There is a very interesting report recently pub-
lished by Altman and Miller of the University of

Rochester, 1 in which a bluish, fluorescent sub-

stance was found in the urine and identified as

anthranilic acid. Further, when L-tryptophane was
given to these children, the anthranilic acid out-

put increased, whereas in normal infants on pedi-

atric wards the anthranilic acid could not be
found. Subsequently, the substance was identified

in eight other individuals suffering from hypo-
plastic anemia. This finding, of course, brings up
the possibility that we are perhaps dealing with

an inborn error of metabolism.

Arrowsmith, Burris, and Segaloff had an inter-

esting report in the Proceedings of the Central

Society for Clinical Research this year reporting

results of treatment of an 18-month-old child with

hypoplastic anemia. 2 Repeated blood transfusions

had been required to maintain the child in normal
hemophilic balance. The individual was given

cortisone, and a reticulocytosis was noted, yet, the

red count did not go up and there apparently was
no decrease in the requirement for blood. They
found after giving cortisone that a large number
of megaloblasts were present in the bone marrow.
This, of course, represented a change at least in

the morphology of the cells of the marrow and
produced some hope that something else might be
done to force maturation and release of the cells.

They therefore gave Vitamin B-12 at the same
time and found an increase in the reticulocyte as

well as a significant rise in the red cell count and
hemoglobin. A marked decrease in blood require-

ment was noted. If they discontinued the cortisone

and continued the B-12, the child reverted to the

pre-treatment state.

These two reports and the results obtained in

the patient now on the Pediatric Service bring up
the possibility, and a rather exciting one, that

there is something that can be done for these un-

fortunate people. Dr. Jackson stated that the con-

dition was rare. Perhaps it is. Yet, it is quite pos-

sible that there are many cases that are simply

not recognized and that are not particularly se-

vere. We certainly see our share of “hypoplastic

anemias” of unknown cause on Medicine. Appar-

ently we cannot force their bone marrows to func-

tion properly. It is a real problem and is always

with us on the wards in this hospital. Thus, I

think there are some practical points that can

come out of this discussion.

Dr. Moore and his group in St. Louis recently

presented an interesting article on chronic bone
marrow failure in which they found a few adults

who apparently responded quite well to cortisone

therapy.3 It is true that they found no way of pick-

ing out the patients who would benefit, but, I

think for the first time we have another and new
approach to these diseases.

Dr. Jackson: Any questions or further discus-

sion? Yes, Dr. Gould.

Dr. Gould: We ran this boy’s urine for anthra-

nilic acid after he was on cortisone and B-12, but

found none. Unfortunately we did not examine
the urine for anthranilic acid prior to the corti-

sone and B-12 therapy.

Dr. Jackson: Yes, Dr. Warner.
Dr. Warner: I’d like to come back to the hemo-

siderosis again for a moment. I’d like to add one
note of possible caution. As pointed out by Shorr,

particularly, there is accumulating evidence that

the so-called vaso-depressor substance in shock,

as seen in cases of muscle injury and other in-

stances of intractable shock, chemically is fer-

ritin. 4 Also it is stated that a large number of pa-

tients with hemosiderosis have died in intractable

shock without a satisfactory autopsy explanation

for it. Thus we raise the question of whether
ferritin may not be a potential danger, particularly

if its release is triggered in some way. It is theo-

retically conceivable that by such a means one
can make a bad situation worse. Thus, the fer-

ritin present in excessive amounts may be dan-

gerous.
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COLLEGE OF MEDICINE ISSUE

Once more, as in the Aprils of former years, the

Journal is fortunate in being able to present to

its readers a set of articles by members of the

faculty of the College of Medicine at S. U. I. It is

particularly fitting, we think, that this issue is

dedicated to the Dean of the College, Dr. Norman
B. Nelson, who last July was welcomed to his new
position by the physicians of Iowa.
The subject matter this year is varied, but re-

flects the high standards which our medical school

has consistently maintained. The Journal takes

this opportunity to thank the committee that

planned this issue and assembled the articles, and
especially it thanks the chairman, Dr. E. W.
Scheldrup.

ANNUAL MEETING

Every member of the Iowa State Medical Soci-

ety is personally invited to attend the 104th Annual
Meeting, to be held in Des Moines, April 25-28,

1954. Now is the time for you to write for your
hotel reservations.

As noted in the March Journal, your Program
Committee has arranged for you to listen to a

fine group of speakers. In addition, the usual spe-

cial events will take place, as indicated in the pro-

gram that has been sent you.

Although it was impossible to find space this

year for scientific exhibits, our commercial ex-

hibitors will be on hand to welcome you. Remem-
ber that those gentlemen, by renting space in

which to show you their wares, are making a con-

siderable contribution toward the financing of the

sessions. They will be glad to greet you and, we
think, will offer some suggestions that you will

find valuable. And so that their coming may be
mutually satisfying, we hope you will let them
know how much all of us appreciate their co-

operation.

We hope to see you in Des Moines this month.

HEART DISEASE AND THE IOWA FARMER

For a statistical study of this problem, see

the Department of Health section in this issue

of the Journal.

Statistical evidence that heart disease is respon-
sible for more deaths in our rural counties than in

those which have an urban population has focused
attention on the plight of the cardiac farmer. Dur-
ing the past three years, there has been increasing

interest in the problem and a growing conviction

that something can and should be done to reha-

bilitate the man on the farm who has heart dis-

ease, or to help him adjust his activities to the

limitations which his disability imposes upon him,

It is reasonable to suppose that a farmer is more
likely to die of heart disease than is the city

dweller because a farmer is confronted by the

necessity of going out into all kinds of weather, in

mud and in snow, and must expend much effort in

feeding his livestock and assembling and operating

his machinery. Yet, granting this premise is only

one step in solving the problem. It must be noted
that each individual farmer is an industrialist and
a capitalist. Not only is he exposed physically, but
with the ups and downs of price supports, the

market trends and the political upheavals, the

mental and emotional strain on the cardiac farmer
may be even more devastating than the physical

factors. Every farmer is a gambler, in the sense

that he is self-employed, and farmers make up a

larger share of the population of rural counties

than manufacturers and merchants compose in the

populations of cities. His city cousin, on a regular

payroll, may have far less of worry and fewer sleep-

repelling problems to exhaust his cardiac reserve.

Yet many a farmer knows nothing but farming,

is efficient in his occupation, and would be very
unhappy in a city, even if he were able to sup-

port himself there.

Then one wonders, when he observes that a

small rural county (Taylor) has the highest death

rate from heart trouble, whether the problem con-

sists solely of the fact that farming is one of the most
strenuous of occupations. When one considers

that this county has no hospital of any kind, that

there are only five doctors of medicine in the

entire county, and that only one of these is a

recent graduate, one wonders what happens to the

man who develops heart trouble there. In a city

or near a city, a patient can be hospitalized and
given all the benefits of oxygen, sedatives, anti-
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coagulants and nursing care almost without delay.

The determination of the Iowa Heart Associa-

tion to try to do something about the cardiac

farmer is highly commendable. The American
Heart Association has felt that a rehabilitation

program similar to “Cardiac-in-industry” and the

“Heart of the Home” programs could be developed

on the basis of what physicians, job analysts and
agricultural economists, etc., already know about

energy requirements and the determination of

physical energy capacity. At Hotel Savery in Des
Moines on February 23, preceding the Third An-
nual Heart Conference, representatives of the

following organizations and agencies met to dis-

cuss the possibility of finding out more about

heart disease among farmers and deciding what,

if anything, could be done about it: State Univer-

sity of Iowa College of Medicine, Iowa State Col-

lege Extension Service, Iowa Farm Bureau Feder-

ation, Iowa State Medical Society, Division of Vo-
cational Rehabilitation, State Department of

Health, The American Heart Association, and The
Iowa Heart Association.

As might have been expected, some very worth
while suggestions were forthcoming from the vari-

ous individuals of so able an assembly. The exten-

sion department of Iowa State College showed
films on labor- and step-saving devices for the

up-to-date farmer. These films are available for

showing at Farm Bureau and soil-conservation

programs and could well be used at many other

rural functions. They are both entertaining and
enlightening. A suggestion that some single Iowa
county be selected and used for a pilot study met
with general approval.

The American Heart Association has joined

with the Indiana Heart Foundation and Purdue
University in a five-year research program in

which it is hoped that more will be learned about
the energy required by various farm operations.

Upwards of $30,000 will be spent on this research

effort. It is gratifying that our own state, though
not the first, may still be one of the pioneers in

exploring the possibilities of conservation of car-

diac reserve, prophylaxis of heart disease, and re-

habilitation of cardiacs, among farmers.

THANKS

The Iowa State Medical Society wants to take
this opportunity to express its appreciation to the

Committee on Public Education for its work in

developing the series of health articles which
appear in Wallace’s farmer.

Committee on Public Education

D. F. Ward, M.D., Chairman
B. T. Whitaker, M.D.
W. D. Abbott, M.D.
T. D. Throckmorton, M.D.
H. J. Smith, M.D.
R. B. Stickler, M.D.

The Society also wishes to pay tribute to the

following physicians who have contributed articles

to this series up to April 1, 1954:

C. O. Adams, M.D.—“Farm Injuries”

Peirce D. Knott, M.D.—“When Should Johnny Stay

Home From School?”

C. A. Trueblood, M.D.—“Frostbite”

D. F. Rodawig, M.D.—“Ruptures”
C. B. Larson, M.D.—“Arthritis”

John T. Bakody, M.D.—“Stroke”

A. J. Entringer, M.D.—“Cold Weather Health Hazards”
O. N. Glesne, M.D.—“Advice for the Expectant Farm

Mother”
Abraham Gelperin, M.D.—“Requirements for Septic

Tanks and Disposal Tile

Fields”

“Clean Drinking Water”
“Animal Diseases Trans-

missible to Man”
George H. Finch, M.D.—“Brucellosis”

T. E. Kane, M.D.—“Obesity and Dieting”

M. E. Alberts, M.D.—“Common Skin Conditions in

Children”

P. F. H. Pugh, M.D. and
F. M. Stark, M.D.—“The Approach to Emotional Illness”

John G. Thomsen, M.D.—“Adolescent Skin Problems”
Frederick Fuerste, M.D.—“Vision Problems in Chil-

dren”

The first article appeared in October, and they

continue to appear every two weeks under the

heading of “Iowa M.D.’s Say—.” They are directed

toward the interest of the farm reader.

Since Wallace’s farmer has approximately 200,-

000 subscribers, we feel that this is a very worth-
while educational project and we appreciate the

cooperation we receive from the Iowa doctors.

THE DOCTOR-CITIZEN

An increasing number of county medical soci-

eties and individual physicians, throughout the

past few years, have been taking leading roles in

community activities. In some instances—such as

the Cerro Gordo Society’s leadership in estab-

lishing an isotope laboratory, the Johnson Society’s

initiative in setting up a county health service, and
the Scott Society’s sponsorship and participation

in a series of question-and-answer forums—those

activities concerned health. In other instances

—

such as the Wapello Society’s picking up the bills

for a youngsters’ baseball team and the Crawford
Society’s making a sizeable contribution to a com-
munity swimming-pool fund—the projects have
been just as essential, and, since they have had
nothing directly to do with health, they reveal a

growing sense of civic responsibility among the

members of our profession.

The Journal has been delighted to learn of

those ventures and has helped to publicize them
whenever it could. Only the limitations of space

have prevented its also recording the virtually

countless addresses that individual doctors have
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made to lay groups and the positions of civic re-

sponsibility that they have accepted.

Doctors of medicine are busy men and women,
and merely by caring efficiently for their individual

patients they render the most valuable public

service conceivable. There is absolutely no argu-

ment on that point. Indeed, as our Society’s Presi-

dent-Elect has remarked, just so long as M.D.’s

keep doing that job, it won’t make any real dif-

ference how many sensational articles on medicine

appear in the national magazines. But doctors’

public service and their leadership in civic affairs

must not be confined to individual doctor-patient

relationships, or even to the health area, regard-

less of how busy they are. Every really capable

individual is a busy one, and not only our state

and country, but our towns, without exception,

need precisely those busy people constantly to

take new loads of work upon their shoulders.

Some of that work and responsibility is political,

for it is by means of politics that we run things in

our democracy. If, by being political, it has be-

come dirty, doctors are exactly the people who
can best take the lead in cleaning it up. Merchants

and manufacturers, frequently, are hesitant even

to express an opinion, for fear that, by way of

reprisal, someone may refuse to buy canned peas

or tennis racquets from them. Employees—though

some very able people are in that group—are

similarly reluctant, lest they lose their jobs. But
doctors can take stands on the issues they believe

in, and as natural leaders they have an obligation

to do so.

The General Secretary of the AMA has circu-

lated copies of a letter dealing with public affairs

that one physician has begun sending regularly

to his patients along with his statements for pro-

fessional services. Each of us has convictions on

every such matter, and there is no part of the

Code of Ethics to prevent any one of us, as a free

American, from presenting them by whatever

means are available or from trying to win others

to those points of view.

It is regrettable that the necessity of absenting

themselves from their practices for considerable

periods of time doubtless will continue, in most

cases, to prevent doctors from becoming candi-

dates for state and national political office. But
there is nothing to prevent and everything to

recommend their accepting local posts, urging

their ideas upon legislators and congressmen, or

voting—and encouraging others to vote—for the

individuals in whom they have confidence and for

the measures of which they approve.

Remember to attend the meeting of Blue

Shield Participating Physicians, at 5:00 p.m.,

on Monday, April 26, in the Main Ballroom,

of the Ft. Des Moines Hotel.

MENTAL HEALTH INSTITUTES AND
WORKSHOPS

The Iowa Mental Health Authority has found
Mental Health Institutes and Woi'kshops perhaps
the most effective way of bringing mental health

principles and information to the general public.

These institutes are planned for leaders of pro-

fessional groups and organizations.

Three workshops for parents and teachers have
been conducted in Davenport, five of them, for

teachers alone, have been conducted at the Child
Welfare Research Station at the University, and
one has been held at Estherville. Workshops have
also been held for public-health nurses, school

nurses, mental-hygiene leaders and the clinic staffs

of mental-health centers.

Annually for the past six years, in cooperation

with the Iowa Neuropsychiatric Society and the

Iowa State Medical Society, eminent psychiatrists

or neurologists have spoken at meetings of general

practitioners on various phases of mental health.

Discussion periods have always followed those ad-

dresses, and there is no question that by those

means psychosomatic concepts of illness have be-

come better integrated in Iowa medical practice

than would otherwise have been the case.

It is particularly opportune at this time for the

Journal to point out that the College of Medicine
of the State University of Iowa is cooperating in

this program. And it wants also to congratulate the

Mental Health Authority for its part in making
it possible.

HEALTH RESOURCES HANDBOOK

At about the same time that this issue of the

journal reaches members of the Society, each of

them will receive his copy of a handbook of re-

sources AVAILABLE TO PHYSICIANS, a 128-page,

cloth-bound directory providing all essential in-

formation about the agencies, both governmental
and private, which engage in health and in allied

social-work activities in Iowa. In addition, it con-

tains an appendix providing summaries of the

laws and governmental regulations that govern

the practice of medicine. We want to recommend
it to you as strongly as we can.

The handbook, prepared under the direction of

the Society’s Committee on Medical Service, is,

so far as we have been able to discover, the first

of its soi’t in the country. It is authoritative, in

that the top executive of every private agency

and of every governmental agency represented

had an opportunity to supply material for it, and

had an opportunity to correct its presentation.

The Committee hopes that physicians will make
use of it in three ways. First, it should help them
make more complete use of the private agencies

that do health work. Second, it should provide

them with adequate and ready answers to some
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of the questions that their patients raise regarding

problems that are not strictly medical, but lie,

instead, in the field of social work. And third, it

should help them to cooperate more fully with

the State Department of Health, the Narcotics

Bureau, and the University Hospitals.

But the handbook is intended not just for the

doctor, but for his employees as well. The doctor's

secretary or office-nurse should be encouraged to

regard it as a textbook for her in-service train
:

ing. From it, she can acquire information that will

help her to understand her doctor’s place in his

community and his relationships with various

branches of government—information that will

make her more efficient and more comfortable in

her job.

And besides, the book will call attention to the

gaps in our health services that remain to be filled.

The journal, as well as the Committee on
Medical Service that prepared it and the Trustees

of the Society who financed it, hopes that every

physician will examine the book carefully so as

to see the various sorts of information that it con-

tains, that he will encourage his employees to read

it, and that he will keep it handy.

APRIL IS CANCER MONTH

It is gratifying to note that the Iowa Division

of the American Cancer Society has maintained

its record for the third time as the best unit in

the nation for cancer-control work. Incidentally,

ours is the only unit that has won that distinction

three times.

A new record for total contributions was estab-

lished in Iowa during 1953—$573,205. Our state

thus has a per capita average of 22c, in contrast

with the national average of 12c.

Since 1948, the Iowa Division has maintained

the largest program of nurses’ scholarships. Two
hundred forty-nine nurses have begun training

under its sponsorship; of those, 79 have graduated
and 136 remain in school. It is heartening to learn

that over one-third of the graduates returned to

their home counties to begin their nursing careers.

The Iowa Division has equipped itself particu-

larly well for service to the medical profession and
the public in its specialty by assembling and main-
taining the largest library of films on cancer that

is to be found anywhere in the country. It further-

more provides funds for research and was instru-

mental in the American Cancer Society’s honoring
29 Iowa research scientists for their work during
1953.

During 1954, the Division plans to produce a

10-minute sound film in color describing its work,
create cheap animated and illuminated displays

suitable for use by its units, utilize TV to the limit

through producing its own programs, expand its

Junior Crusader plan for reaching adults through
grade-school children, establish a curriculum for

cancer-control education in high schools, expand its

film library, expand its on-the-job cancer educa-

tion program, wind up its Eastern Star drive for

sickroom equipment, set up a state publicity com-
mittee, establish more service groups for service

cases, and, in other ways, to make the most efficient

use possible of the funds that have been entrusted

to it.

The goal of the 1954 Cancer Crusade is $560,000,

and the Journal is sure that every member of the

Iowa State Medical Society will cooperate in every

way he can in making it a success.

LETTER TO THE EDITOR

A Method for Equal County Representation

in the Offices and Committees of the Iowa
State Medical Society.

Sir:

The need for a critical evaluation of local repre-

sentation in the conduct of the business of the

Iowa State Medical Society was recently suggested

in a News Bulletin issued from the Des Moines
office. And indeed, we have long been aware of

the paucity of representation from certain of the

county societies. For example, no member of the

Davis County Medical Society has held a state

office or served on a state committee in more than

one hundred years. Therefore, we have worked
out a method for giving the county societies an
opportunity to share in those posts of responsi-

bility in proportion to the sizes of their enroll-

ments, and we should like it transmitted to the

membership for their consideration.

First, we should like to review the situation

which we think needs remedying. Our data were
obtained from the secretarial reports of the Iowa
State Medical Society for the years 1924 to 1953,

inclusive, in which the counties of residence of

the officers and committee members are listed.

The ex-officio positions we did not tabulate, for

we wished as far as possible to eliminate redupli-

cation.

Our study revealed that the number of posi-

tions of responsibility in the State Society has in-

creased from 66, in 1924, to 179, in 1953. We com-
puted the average of those two numbers, and
found the average number of member physicians

in each of the counties since 1945, a number that

is reasonably like the average since 1924. Then,

we computed how many positions each of them
should have had per year and compared those fig-

ures with the number of posts that each actually

received.

Our tabulations, which the Journal’s Publica-

tion Board did not permit to be printed with this

letter, seem to us to be very revealing. We shall

be glad, of course, to show them to everyone who
is interested. They show that, on the basis of

membership, no county society in the state was
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table i

STATE OFFICES HELD PER COUNTY IN PAST 16 YEARS

None in 16 years One in 16 years Two in 16 years Three in 16 years Four in 16 years

Allamakee (.52)

Benton (1.05)
Butler (.64)

Cedar (.46)
Clayton (.82)

Davis (.70)

Green (2.29)
Grundy (.71)
Iowa (.65)
Keokuk (.66)

Lyon (.34)

Mitchell (.71)

Palo Alto (.83)
Taylor (.33)

Worth (.31)

Cherokee (.76)
Chickasaw (.75)
Crawford (.61)
Delaware (.53)
Franklin (.63)

Harrison (.62)
Monroe (.58)
Shelby (.39)

Tama (.49)

Calhoun (1.16)
Hamilton ( .89)
Hardin (1.14)
Monona (-69)

Hancock (.89)

Howard (.47)

Louisa (.32)
Mills (.47)
Mahaska (131)
Plymouth (.72)
Ringgold (.30)

Sac (.71)

Adams (41)
Cass (.83)

Guthrie (.94)

Jones (.67)
Wayne (.40)

Winnebago (.40)

* Number of offices a county society could have expected to have per annum.

entitled to appreciably fewer than three state

offices or committee memberships in ten .years.

And none, on the same basis, was entitled to have
more than 17 in an average year. To say the least,

the distribution that actually occurred was quite

different from what it should have been.

Table I lists those counties which have had
fewer than five representatives in the Iowa State

Medical Society’s policy-making positions in the

last 16 years. The number in parentheses, in each

instance, is the number of positions per year to

which the county society was entitled on a basis

of its membership. For example, (.5) means that

the society should have had one office at least one

year out of two, and (15.0), if it occurred, would
indicate that the society was entitled to 15 offices

each year. Table II lists those counties which are

constantly over-represented in the policy-making

positions of the Iowa State Medical Society and
the degree of overrepresentation. The numbers in

parentheses, again, indicate how many the re-

spective constituent groups were entitled per year

on a basis of membership.

The 42 counties listed in Table I have been
inadequately represented; indeed 16 of them have
had no representation at all. Greene Countv might
have expected 27 representatives during the past

30 years, but has had none. Any of the counties

having a factor of .4 or higher has been under-

represented if it has had fewer than 9 officers or

committeemen in the past thirty years. More than

half of the counties, thus, have been underrepre-

sented.

Lack of interest, size and organization are the

reasons that have been given to explain these

ei rors in representation for many of the county
medical societies. Lack of interest and organiza-

tion could be corrected by the information which
participating representatives would bring home to

their fellow townsmen.

In order to accomplish a fair distribution of

state offices and committee memberships, we sug-

gest that the factors for the various counties be
adhered to as closely as possible. In order to imple-

ment this proposal, each county society should

submit a list of those doctors who are willing to

serve in such capacities.

TABLE II

COUNTIES OVERREPRESENTED IN THE ISMS OFFICES
AND COMMITTEES

County

The number
should have The number The excess, over a

been actually was period of 16 years

Cerro Gordo 51 76 in 16 years 25
Dubuque 62 80 in 16 years 18
Polk 274 475 in 16 years 201
Pottawattamie 61 89 in 16 years 28
Scott 90 108 in 16 years 18
Story 34 58 in 16 years 24
Wapello 42 45 in 16 years 3
Washington 20 43 in 16 years 23
Webster 45 69 in 16 years 24
Woodbury 110 164 in 16 years 64

Conclusion: We have submitted a plan for equal

county representation in the Iowa State Medical
Society. This method is based on the average

doctor-population per county and the number of

offices and committee memberships available.

Very truly yours,

Harold J. Peggs, M.D.
Paul T. Meyers, M.D.

LAWS CONCERNING CHILDREN AND YOUTH

Copies of “A Guide to Iowa Laws Concerning

Children and Youth,” a 55-page booklet prepared

by the Institute of Public Affairs and the College

of Law at the State University of Iowa, in coopera-

tion with the Iowa Commission on Children and
Youth, now can be had for 15 cents each, from

the Institute.

Through it contains no more than a single page
explicitly devoted to “Medical Care,” and though

the approach used throughout the booklet is en-

tirely legalistic, doctors will find it an informative

and useful summary of the procedures and re-

strictions they need to observe in the social work
they do as citizens and as advisors to parents.
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President’s Page

As the official year of the Society and my term of office approach their ends,

I welcome this opportunity to acknowledge the debt of the Iowa State Med
ical Society and myself for the assistance which the members have given for

the past year. The Society itself can point with great pride to those of its

members who have contributed their time and efforts to improve Medicine

and the State Society during this period. I, too, recognize that the progress

which has been made has been due to the outstanding work of the Trustees,

the Council, the Committee Members and the Staff at the State Office.

The Trustees’ report which will be given at the State Meeting will show
that the Society has been managed in an excellent fashion so that our financial

position is the strongest that it has ever been. This has been accomplished in

spite of a year of the greatest activity, with greater financial demands than
ever before.

The reactivation of the Council has been remarkable, and the result is a

tribute to the Councilors and to Dr. Bernard. The Council members have met
regularly, with excellent attendance, and they have willingly assumed their

new responsibility in relation to the development of Society policies.

The various committees of the State Society have been extremely active.

I should like to enumerate the accomplishments of each one of them, but the
list would be too long. You are urged to read the Committee Reports which
will be published in the House of Delegates Handbook and to attend the meet-
ings of the House of Delegates, when various supplemental reports will be
given. Obviously, disagreements concerning policies are a part of any demo-
cratic organization. It is only when those who disagree make an effort to

determine the thinking which went into the development of a certain policy,

that any sort of general agreement among our total membership can be reached.
The State Society and you, as a member, may well be proud of the Staff

at the State Office. Because, during the year, Dr. Bernard felt that the time
had come for him to be relieved of his responsibilities, a redistribution of the
work load was made. We were fortunate that competent personnel had been
trained and was available for the change. There have been great improve-
ments in various office practices, bookkeeping methods and so on, which have
increased the efficiency of the Central Office. The Journal has become more
valuable and attractive.

I am grateful to the many individuals who have contributed to the work of

the Society during the past year. There are many things to do in the future,

and I am sure that they will be done under the direction of Dr. Caughlan
during this coming year.



Visit Our Lounge During the Annual Meeting

The above scene of activity was captured at the Blue Cross-Blue Shield Lounge in 1953.

Every doctor is cordially invited to stop by again this year for a do-nut and cup of coffee and

a visit with the personnel in the booth regarding any Blue Cross Blue Shield matters.

This year you will find us in the North Room of the Hotel Fort Des Moines, which is adja-

cent to the Main Ball Room where your House of Delegates meets.

An information booth will be inaugurated this year, in which a listing of all regular and spe-

cial meetings will be maintained to help you. Please feel free to utilize this new service.

The Annual Meeting of Blue Shield Participating Physicians will be held in the Main Ball

Room on Monday, April 26 at 5: 00 p.m.

A breakfast meeting of all Blue Shield Board Members is scheduled for 8: 00 a.m. Monday,

April 26, in the Flamingo Room, Hotel Fort Des Moines.

BLUE SHIELD MONTHLY STATISTICS

Members, estimated as of January 1, 1954 336,307

Claims processed for payment in February 1,010

Amount paid in Claims during February $320,526.03

178



THE JOURNAL BOOK SHELF

BOOKS RECEIVED
EPILEPSY AND THE FUNCTIONAL ANATOMY OF THE

HUMAN BRAIN, by Wilder Penfleld, M.D., and Herbert
Jasper, M.D. (Boston, Little Brown, 1954. $16.00).

THORACIC SURGERY, by Richard H. Sweet, M.D.. Second
Edition. (Philadelphia, W. B. Saunders Company, 1954.

$10 .00 ).

THE ALLERGIC CHILD: A HELP & GUIDE TO PARENTS,
by Harry Swartz, M.D. (New York, Coward McCann,
1954. $3.95).

YOU AND YOUR HEALTH, by Edwin P. Jordan, M.D. (New
York, G. p. Putnam. 1954. $3.95).

THE JEALOUS CHILD, by Edward Podolsky, M.D. (New
York, The Philosophical Library, 1954. $3.75).

LECTURES ON THE THYROID, by J. H. Means, M.D. (Cam-
bridge, Massachusetts, Harvard University Press. 1954.

$3.00).

BOOK REVIEWS
Diagnosis of Acute Abdominal Pain, by William Be-

quarth, M.D. (Chicago, The Year Book Publishers,

1953. $5.00).

The “General Practice Manuals,” to which this book

belongs, are admirably conceived and dedicated. The
present work is the twenty-first in the series. It is writ-

ten by an assistant professor at the University of Il-

linois, who has done an excellent job of putting “com-

mon sense” into the usual signs and symptoms of

acute abdominal disease. Sections in the book include

bedside examination and diagnosis, acute intestinal ob-

struction, diseases for which immediate operation (a)

is imperative, (b) can be delayed, and (c) is con-

traindicated or dangerous. There also is a section on
“Traumatic Wounds of the Abdomen” and, most un-

usual, one on the diagnosis of “Abdominal Lesions in

Infants.”

The book is admirably suited for the general prac-

titioner, the internist and the young surgeon. The gen-

eral descriptions are well done, lucid and succinct,

and case illustrations and figures give added spice to

the reading. The reviewer’s only criticisms would be
that the section on gastro-esophageal hemorrhage have
been deleted as not pertinent to the subject, and that

more attention should have been paid to the location

and character of abdominal pain.

D. A. Glomset, M.D.

Clinical Management of Behavior Disorders in Chil
dren, by Harry Bakwin, M.D. and Ruth Morris Bak-
win, M.D. (Philadelphia & London, W. B. Saunders
Company, 1953. $10.00)

.

It is encouraging to note the increasing emphasis on
the psychological aspects of pediatrics, and this book
represents a good balance in considering both the
psychic and physical in children’s disorders.

In using the term “behavior disorders” the authors
connote the fact that etiologies are varied and can run
the gamut from physical conditions such as tubercu-
losis, epilepsy, rheumatic fever, etc. to problems of

mental functioning such as inferior intelligence and
to problems relating to emotional development such

as aggression, negativism, and sexual difficulties.

The book has kept abreast of current thought. For

example, the authors point out that telling children

that death is like going to sleep can induce fear of

sleep in the child. They recommend instead that the

child be told that death is “insensibility to all sensa-

tions, thereby eliminating fear of premature burial

which is not uncommon among children.”

In most ways this is a most commendable and val-

uable book, but the reader may find a number of

things to cavil about. These include an overambitious

preface and some awkwardness in organization which

results in redundancy and repetition. Also, the medi-

cal treatments might better have been placed in a

separate section and made more concise and specific,

for certainly many of the treatments recommended
will be improved upon and these piecemeal sections

will thus be rendered obsolete in a short time. The
compartmentalization of the medical section would
have facilitated the revision and enlargement of the

book from time to time.

Despite these minor reservations, this book is a

practical guide and reference source and is recom-

mended to the general pratitioner, to the pediatrician,

and to others engaged in work with children.

Herbert C. Merillat, M.D.

Respiratory Diseases and Allergy: New Method of

Approach, by Josef S. Smul, M.D. 80 pages, no illus-

trations. (New York, Medical Library Company,
1953. $2.75).

This short monograph is dedicated to the author’s

“scholarly” daughter and “talented” son. There is little

else to commend it. It is supposed to present a “new
method of approach,” but the reviewer fails to find

anything new in the entire book. Each disease is dealt

with extraordinarily succinctness. Neoplastic diseases

of the lung, for example, are disposed of in a page
and a half. It is difficult to determine which readers

the book is pointed toward. Perhaps nurses or biology

students could find some merit in it. The reviewer, as a

doctor, cannot.

Daniel A. Glomset, M.D.

Dermatologic Medications, by Marguerite Rush Ler-

ner, M.D., and Aaron Bunsen Lerner, M.D. (Chi

cago. The Year Book Publishers, 1954. $3.50).

This small volume is divided into two parts. The
first lists dermatologic drugs and preparations, includ

ing many new entities. Because they are new, the

evaluation of many of those latter is not yet precise,

but this section does bring one up to date on the new-
est medications and is therefore a useful book for

reference.

The second part outlines a routine for the treatment

of a few dermatologic conditions. But, since such a

section was inserted, it seems to me that it should

have been made more comprehensive. As it is, the

fact that only a very few conditions are considered

diminishes the value of the book.

This volume is probably of more use to the derma-
tologist than to the general practitioner.

S. Greenhill, M.D.
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GENERAL PRACTICE LUNCHEON AT STATE
MEDICAL MEETING

The Iowa Academy of General Practice will

again sponsor a luncheon for the general practi-

tioners of the state during the annual meeting of

the Iowa State Medical Society at Des Moines in

April. This year the luncheon will be held on
Tuesday noon, April 27, in the Ranch Room at the

Hotel Fort Des Moines. Tickets will be available at

the registration desk.

As before, this is a social meeting only, and is

held to furnish an opportunity for general practi-

tioners to get together. The annual business meet-
ing of the Academy will be held in Des Moines on
September 22 and 23 in conjunction with an in-

teresting scientific session. So no business will be
discussed at the luncheon. No speaker will be pre-

sented.

All general practitioners and their friends are

urged to attend this luncheon.

At the time this Journal is published, the an-

nual meeting of the American Academy, held in

Cleveland, will be history. No official report is

planned, but any significant occurrences of that

meeting may be announced for your information.

At the time this is being written, the Cleveland
meeting gives promise of being eventful.

AIMS OF THE ACADEMY OF GENERAL
PRACTICE

Perhaps this is a good time to review the aims
and purposes of the American Academy of Gen-
eral Practice and its Iowa Chapter. There have
been many times recently when the Academy has

been named or referred to in the press. Some of

these items—though, thank goodness, not all of

them—either state or seem to imply that the

Academy is opposed to the traditions of American
Medicine which stand for honest, decent practice

and that just because a man chooses to engage in

the general practice of medicine, he thereby rele-

gates himself into the category of incompetent
doctors. Both of these allegations levelled at gen-

eral practitioners as a group are quite patently

false. Yet what should the American Academy of

General Practice as an organization do about these

charges?

The rush of doctors into specialization after

World War I shifted emphasis to that direction,

and specialists were extolled in an era of great

development in medical science. During that pe-

riod, general practitioners were still general prac-

titioners, largely unsung and unnoticed. A large

proportion of them were trying earnestly to keep
abreast of the advancements, using any method at

their command, and were adapting the new ma-
terial to their problems. At that time, the idea of

postgraduate courses for general pratitioners was
ethereal. Nevertheless, because the general prac-

titioner was sensitive to this situation, he did not

wait for someone else to take hold of the problem,
but set out to solve it himself. Thus the American
Academy of General Practice came into being.

Since the problem dictated the purposes of the

organization, it is not surprising that the primary
aim of the Academy is to furnish American fami-

lies with better family doctors. This is the philoso-

phy in back of the statement of aims and purposes
in our Constitution.

Therefore, first and foremost we must concern
ourselves with medical education as it deals with

young men entering the profession, as well as with
the working doctor. All over the country our state

chapters organized postgraduate courses which
are accessible to the busy doctor. Our national

organization holds an annual scientific assembly
which is designed by general practitioners for

general practitioners. All chapters collaborate with

other medical organizations and the medical col-

leges to assist with and correlate study programs
for general practitioners. And we publish gp, an
outstanding publication covering subjects of inter-

est to men in general medicine and surgery.

Work is progressing toward the formation of

recommendations for the development of new gen-

eral practitioners to meet the need for well-trained

family doctors all over the nation.

Beyond these important contributions to im-

provement in medical care for the American peo-

ple, we have unexpectedly been called upon to

defend general practitioners as a group from un-

warranted criticisms. This job is not one that we
chose for ourselves. We do not care to enter into

organization controversies within medicine, thus

diverting energies and time from our primary pur-

pose. Nevertheless, we do believe there are intelli-

gent methods to solve these problems, whether big

or small, and shall always strive for that ap-

(Continued on page 188)
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During the four-year period, 1949-1952, inclu-

sive, 38,912 Iowa residents were victims of one or

another of the various forms of heart disease. In

this category, in the International List of Causes
of Death, the related diseases of rheumatic fever

and hypertension without mention of the heart

are not included in the above figure. The 38,912

heart disease deaths make this dread disease the

leading cause of death in the state, with a death
rate of 371.1 deaths per 100,000 population.

As illustrated in the accompanying map, the

rates by counties vary from 256.1 deaths per 100,-

000 population in Carroll County to 559.1 in Tay-
lor County. Since the above-mentioned rates are

crude death rates and do not take into considera-

tion the age of the population in the various coun-
ties, it would be necessary to arrive at an age-

181

adjusted death l'ate by counties before definitely

stating that in one area of the state heart disease

was more prevalent than in another. When the

counties are divided into three groups as follows:

A—counties which have no city with a population

of 2500 or more; B—counties with one or more
cities of 2500 to 10,000 population; C—counties

which have a city of 10,000 or more population—

-

the rate is as follows:

Rate per 100,000
No. oj Deaths Estimated Population

Group A 2,329 376.5
Group B 17.224 371.5
Group C 19,359 370.2

Group A includes Adair, Adams, Audubon, But-
ler, Clayton, Fremont, Ida, Louisa, Taylor, Van
Buren, Wayne and Worth counties. Group C in-
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eludes Black Hawk, Boone, Cerro Gordo, Clinton,

Des Moines, Dubuque, Floyd, Jasper, Johnson,
Lee, Linn, Mahaska, Marshall, Muscatine, Polk,

Pottawattamie, Scott, Story, Wapello, Webster
and Woodbury counties, and Group B is made up
of the remaining sixty-six counties.

Diseases of the heart are generally thought of

as taking the aged group in our population, and it

is true, the median age for both sexes for the four-

year period is 73.9 years, for males 71.8 years and
for females 76.8 years. Mean ages for the same
period are 72.3, 70.5 and 75.0. However, in the

overall picture 10,030 or 25.9 per cent of the total

deaths occurred before the decedent was 65 years

of age.

The Division of Vital Statistics is at present tab-

ulating the deaths for the four-year period in the

cities and towns 2500 to 10,000 population. This
may point out further the need for consideration

of the causes and effects among the rural popula-
tion as well as the small town group. As noted in

the table previously mentioned, there seems to be
a slightly higher rate in the rural counties. How-
ever, the small difference would not be significant

without further investigation.

By June 1 or shortly thereafter we shall have a

list of heart deaths by occupation for the calendar

year 1953 and subsequent years. It will be of

further assistance in planning a program of pre-

vention for future years.

INFECTIOUS HEPATITIS IN IOWA

From 1931 through 1945, infectious hepatitis was
reported as appearing in occasional scattered out-

breaks in Iowa. The 1944-1945 Tama-Toledo epi-

demic, involving several hundred cases, has been
described at some length. 1 During the same period,

1944-45, Carroll County reported an outbreak of

over 100 cases. During a period of 4 years subse-

quent to 1945, our records give no evidence of the

infection in the state. It is quite probable, how-
ever, that sporadic cases and small outbreaks were
not reported. Our current high incidence period

began with 17 cases reported from 6 southeast

Iowa counties in 1950. It may be that Page Coun-
ty’s 10 reported cases in 1951 developed as a result

of a 1950-1951 focus of infection in adjacent Mis-
souri Counties. Our 1953 figures show an increase

to 1,811 reported cases from 74 counties with all

areas of the state involved.

Cases range in severity from those mild enough
to escape diagnosis unless a battery of laboratory

tests is used, to those requiring prolonged periods

of hospitalization. Jaundice usually does not ap-

pear in the milder case. Recurrences or recru-

descences are frequent and are more likely to

occur in the working and older age groups. The
worker often insists upon returning to his job be-

fore complete clinical recovery. Eight deaths were
reported in 1951, 15 in 1952 and 11 in 1953. Deaths
are usually in the older age groups. During the

last three years, for example, among the fatal

cases for whom we have ages, 11 were over 70

years of age and only three under 20.

Evidence points to a triple-threat method by
which the infection is spread. The first is indirect

transmission to the susceptible person from the

intestinal tract of the case or those in the late

part of the incubation period. The second method
is infection from nose and throat discharges of

the person with the infection. The third and less

frequent, is from the blood of infected persons

used for transfusions. Persons who have had
known or suspected attacks of infectious hepatitis

should not give blood for transfusions for several

months following complete recovery. Control,

then, must entail community sanitation, personal

hygiene and education.

We have an additional method toward control

of the disease. Gamma globulin has proved very

effective in prevention of cases in exposed persons.

Contrary to some recent publicity, its use against

infectious hepatitis is not new or on a trial basis.

We have used it over a three-year period in Iowa.

Our first use of it was to control an outbreak of

infectious hepatitis in one of the residence halls at

the Woodward State Hospital and School. With-

out its use, over 20 per cent of family or close

contacts develop as secondary cases. Its use re-

duces these secondary cases to less than 1 per cent

—those occurring between 1 and 3 days after the

gamma globulin was given. These obviously rep-

resent incubatory cases to whom gamma globulin

failed to protect because it was given too late.

The prophylactic dosage used in Iowa is lcc per

25 pounds of body weight, with a minimum dosage

of lcc and a maximum of 5cc. Since there is no

age or sex difference in susceptibility, the gamma
globulin is available for all close contacts regard-

less of age or sex. The supply, however, is not

great enough for use on entire classrooms or

schools in which a case has occurred.

Since our supply of measles- and infectious-

hepatitis gamma globulin, through the Office of

Civilian Health Requirements, is entirely depend-

ent upon the numbers of cases reported, we must
insist that physicians requesting this material re-

port their cases.

Our Iowa Rules and Regulations give a seven-

day isolation period for the case. For the protec-

tion of the case, our practicing physicians gen-

erally want the period to extend until clinical re-

covery. While our Rules and Regulations place no

restrictions on family contacts, we definitely ad-

vise that school children who are family contacts

of a case not return to school until they have had

prophylactic gamma globulin.

Schools faced with the problem of infectious

hepatitis may obtain a special bulletin containing

sanitary control procedures by writing to the

Division of Preventable Diseases of the State De-

partment of Health.

1. Davis, J. D. and Hanlon, R. G.: Epidemic Infectious

Hepatitis in a Small Iowa Community. Am. Journal Hy-
giene. 43:314-325, May, 1946.
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INCIDENCE OF INFECTIOUS HEPATITIS INCIDENCE OF INFECTIOUS HEPATITIS

Total
4-Yr. 1954
Period Jan. 1

1950- thru
County 1950 1951 1952 1953 1953 Feb. 7

Adair 1 1

Adams
Allamakee i i

Appanoose 1 21 17 39 22
Audubon
Benton i i

Black Hawk ....
Boone 2 15 17 17
Bremer 1 1 2 3

Buchanan 3
Buena Vista . . . . 1 1

Butler 7 7 3

Calhoun 2 3 5 1

Carroll
Cass i i

Cedar 62 15 77 1

Cerro Gordo . . . . 42 42 1

Cherokee 1 1

Chickasaw
Clarke 5 5

Clay
Clayton
Clinton ii 24 35 3
Crawford 34 2 36
Dallas 7 7

Davis
Decatur 1 1 2

Delaware 8 8 5

Des Moines 35 183 62 280 5
Dickinson
Dubuque 16 16 io
Emmet 10 10
Fayette 2 2 5

Floyd 1 1

Franklin 11 11 8
Fremont 16 16
Greene 2 2 i

Grundy 9 9
Guthrie 7 3 10 2

Hamilton 4 4

Hancock 17 17 3
Hardin 12 12 1

Harrison 7 1 8 9
Henry 2 2 2
Howard
Humboldt 2
Ida 4 i 5 i
Iowa 8 3 4 3 18
Jackson
Jasper 24 24 i

Jefferson i 4 5 2
Johnson 2 10 12 1

Jones
Keokuk 4 3 7
Kossuth 4 1 5 2
Lee 1 1 2
Linn 4 3 7
Louisa 1 2 11 14
Lucas 15 15
Lyon 12 12
Madison 1 23 24
Mahaska 61 61 ii
Marion 3 24 27 2
Marshall 7 7
Mills
Mitchell is is 7
Monona 35 11 46
Monroe 1 1

Montgomery . . . .

Muscatine 54 48 102 2
O'Brien 4 4
Osceola 8 8
Page 10 22 12 44
Palo Alto 6 6
Plymouth i 8 9
Pocahontas 1 19 20 6
Polk 2 92 507 601 23
Pottawattamie 22 207 229 22
Poweshiek i 7 8
Ringgold 7 7
Sac
Scott 87 76 163 13
Shelby 14
Sioux
Story i 20 2i
Tama 2 5 7
Taylor 1 1 2
Union 5 5
Van Buren 34 34 4
Wapello ....... 17 86 103 3
Warren 2 7 87 96 3
Washington . . . 2 17 3 3 25
Wayne

Total
4-Yr. 1954
Period Jan. 1

1950- thru
County 1950 1951 1952 1953 1953 Feb. 7

Webster 99 99 91
Winnebago .. .. 7 7 6
Winneshiek
Woodbury 4 55 1 60 3
Worth 4 4 2
Wright 1 . . 1

Totals 17 80 755 1811 2663 326

HEART DISEASE INSTITUTE

The third Institute devoted to heart disease will

be held at the Mayfair Hotel in Sioux City on Fri-

day, May 14, 1954. The afternoon program, 3-5

o’clock, is to consist of addresses by Louis N. Katz,

M.D., Chicago, on “Pathogenesis of Athero-sclero-

sis,” and by Paul M. Zoll, M.D., Boston, on “Treat-

ment of Coronary Artery Disease.” The evening
program, 7:30-9:30 o’clock, will consist of a pres-

entation by the Faculty of the College of Medicine
of the State University of Iowa on three topics:

(a) “The Diagnosis of Congenital Heart Disease,”

(b) “Surgical Treatment of Congenital and Ac-
quired Heart Disease,” and (c) “The Present
Status of Mitral Valve Surgery.”
These institutes are sponsored by the Speakers’

Bureau of the Iowa State Medical Society, The
Iowa Heart Association, The State Department of

Health, and the Departments of Internal Medicine
and Pediatrics of the State University of Iowa.

MORBIDITY REPORT

Diseases
Feb.
1954

Jan.
1954

Feb.
1953

Most cases reported
from these counties

Diphtheria
3 cases

1 3 carriers 3 Woodbury
Scarlet Fever 243 237 136 Des Moines, Polk. Scott

Typhoid Fever 0 0 2

Smallpox 0 0 0

Measles 665 1,037 427 Cerro Gordo. Dubuque,
Henry, Polk

Whooping Cough 28 23 5 Jasper, Scott, Story

Brucellosis 18 18 29 Scattered

Chickenpox 1.003 989 621 Des Moines, Dubuque.
Polk, Scott

Meningitis
meningococcus 5 4 5 Dubuque, Plymouth,

Scott, Union

Mumps 513 363 147 Des Moines, Dubuque,
Scott, Story

Poliomyelitis 9 1 5 2 Polk; 2 Shelby, others
1 to a county; 8 non
paralytic; 1 unspecified

Rabies
in Animals 25 12 26 Scattered—2 or 1 to county

Infectious
Hepatitis 445 264 139 Palo Alto, Webster, Scott

Tuberculosis 55 37 50 For the State

Gonorrhea 59 66 72 For the State

Syphilis 112 159 134 For the State

Psittacosis 2 0 0 Polk, Muscatine
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RABIES IN ANIMALS

The number of reported cases of rabies in ani-

mals in Iowa decreased somewhat in 1953. There
were 184 cases reported, as compared with 228

cases for 1952. The greatest decrease in 1953 was
among dogs. This decline followed effective rabies

control programs in areas that had experienced
the most severe outbreaks of dog rabies. During
1953, cases were reported among eight different

species of animals. There were 22 cases in dogs,

60 in cattle, 72 in skunks, and 30 in other domestic
and wild animals.

Many dog owners have found that an annual
anti-rabies vaccination of their dog relieves the

owner of a great deal of worry and anxiety about
rabies. Also many communities have found that

a rabies control program consisting of annual vac-

cination of all owned dogs and elimination of stray

ownerless dogs gives the community good insur-

ance against a rabies outbreak among the dog
population.

Among the reports received of persons exposed
to rabies during the year were reports of four per-

sons bitten by rabid skunks and one person bitten

by a rabid raccoon. All of the victims were given

the series of anti-rabies injections. The most re-

cent human case of rabies in Iowa occurred in

1951.

The map below shows that rabid animals were
reported from 62 counties. With this widespread

reservoir of infection present in the state, the need
for annual anti-rabies vaccination of all dogs is

apparent.

DISTRIBUTION OF CASES BY SPECIES

Species Number of Cases
1952 1953

Dog 38 22
Skunk 99 72
Cattle 66 60
Hog 8 9
Fox 3 1

Raccoon 1 5
Cat 11 14

.... 1

Rabbit 1
Mink i

To als 228 184

DISTRIBUTION OF CASES BY MONTH

Month Cases
1952 1953

16 18
February 21 26

19 20
21 25

May 40 20
43 17

July 14 12
13 10

September ii 5
October ii 14

12 10
7 7

Totals 228 184

RABIES IN ANIMALS IN IOWA IN 1953
County Distribution by Species of Reported Cases



WOMAN'S AUXILIARY NEWS
Mrs. Keith M. Chapler, Publications Chairman, Dexter, Iowa

President—Mrs. Edward B. Hoeven, 224 E. Alta Vista St., Ottumwa

President-Elect—Mrs. Lester R. Hegg, Rock Valley

Secretary—Mrs. Robert P. Mason, 5818 Chamberlain Drive, Des Moines

Treasurer—Mrs. Howard Smead, 3333 Grand Avenue, Des Moines

LINES FROM THE PRESIDENT
“ ‘The time has come,’ the walrus said, ‘to talk

of many things.’ ” That is the way I feel, too; so

many things to talk about; so little time left in

which to see all the people I had planned to see

and talk with . . ., to do all the things which need
to be done.

April is here, and the circle is almost complete.

The Annual meeting will end my year as presi-

dent. It will end these letters to you, and it will

end the pressure of work; but the fine friendships

which I have made will remain, always.

If I have forgotten to thank each one of you,

personally, for your loyalty; for your many cour-

tesies; for the gracious hospitality you so gener-

ously proffered; for your wonderful letters which
often brightened an otherwise discouraging day;

and for giving that “little bit of self” in service to

others, please accept my sincere thanks, now.
These things I shall remember . . . and treasure.

. . . My souvenirs.

April is the time for all Iowa doctors’ wives to

forget responsibility for a brief time, to get away
from the telephone and have a little fling, to call

in Grandmother or Auntie to stay with the chil-

dren and be off to the state meeting to meet old

friends. If a new hat would give you that deliri-

ous lilac-time feeling, then buy a hat—a gay one
designed to make your husband see you as the

attractive person that you are. Start planning,

now.
Programs are being printed, invitations have

gone out to important guests, and all of the in-

numerable details of convention planning are fall-

ing smoothly into the pattern first visualized.

However, members of committees will be working
right up to the last moment of adjournment on
Wednesday. So to them, a special “thank you.”
The Auxiliary will celebrate its 25th birthday

—a quarter century of service. We hope you are
proud. See you at the Savery April 26, 27, 28.

Valerie O. Hoeven (Mrs. Edward B.)

COUNTY AUXILIARY ACTIVITIES

Cass

The Cass County Auxiliary meets once a month
with the doctors at the Hotel Whitney, in Atlantic.

Following dinner, each group holds its respective

business meeting. The eleven members of the

Auxiliary have pledged $500.00 to the Atlantic

Memorial Hospital for furnishings and equipment

for the new wing. Various means of fund raising

are under consideration. Newly elected officers

are: Mrs. John F. Moriarty, President; Mrs. Jack

LaRue, Vice President; Mrs. Llewelyn L. Long,

Secretary-Treasurer.

Mrs. Llewelyn L. Long

Dallas-Guthrie

The Dallas-Guthrie Auxiliary met on January
28 at the Pattee Hotel, in Perry, after luncheon
with the doctors. Newly elected officers are: Mrs.

Charles A. Nicoll, President; Mrs. Allen M.
Cochrane, President-Elect; Mrs. William A. Castle,

First Vice President; Mrs. William A. Seidler, Sr.,

Second Vice President; Mrs. Charles E. Porter,

Secretary; Mrs. William Seidler, Jr., Treasurer.

The Auxiliary voted to extend an invitation to the

State President, Mrs. Edward B. Hoeven, to attend

the March meeting.

Dubuque
To bolster their nurse-scholarship fund, the

Dubuque County Medical Auxiliary sponsored a

Mardi Gras ball on March 1, at the Hotel Julien.

Students from a number of Dubuque schools

helped with the decorations, and local stores vol-

unteered the use of their windows for displays

of nurse costumes and recruitment exhibits. Mrs.

Charles Schueller and Mrs. John Thorson were
co-chairmen.

Hamilton

1953 was an active and satisfactory year for

the Hamilton County Medical Auxiliary. Our
Future Nurses Club was the first and most
pressing work on the agenda. After providing the

school nurse with ample material and showing
a movie to the high school girls, the Auxiliary
held a coke party for all interested girls. The
response was enthusiastic, and the occasion was
used to elect officers and to plan future meetings.

It is an encouraging development that one of the
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charter members of the group is to receive one of

the coveted cancer scholarships in May. At a

beautiful candle-lighting ceremony held in the

home of Mrs. Bruce Howar, our Nurse Recruit-

ment Chairman, the charter members of the Ham-
ilton County Future Nurses Club were presented

their pins as gifts of the Auxiliary. At the same
time the many new candidates for membership
were taken in as “little sisters” of the original

members.
Mrs. O. C. Buxton, our president, and several

of our officers attended the State Auxiliary meet-
ing. Also last spring a number of us attended the

Webster County Auxiliary’s sale of articles made
by the handicapped of Iowa.

Our District Councilor, Mrs. Howard Minkel,

met with us once, the Hamilton County Cancer
Chairman, Mrs. L. Coe Sayre, was with us for

one meeting, and at another meeting we, were ad-

dressed by a member of the Hamilton County
Hospital board.

Mrs. Forest F. Hall, Today's Health Chairman,
saw to it that subscriptions were provided for the

County Hospital, the high school and the Web-
ster City municipal rest room. In addition we
cooperated with the State Department of Health

in running a contest over radio station KJFJ in

which junior high students participated in a quiz

program based on material found in Today’s

Health. Three half-hour programs were pre-

sented in this contest with Auxiliary members
serving as judges.

At the last meeting of the year, we entertained

the doctors at the home of Dr. and Mrs. Bruce F.

Howar. A turkey dinner was served in buffet

style, a new member was added to our group, and

we closed the year with a great deal of enthusi-

asm for the coming year.

Mrs. J. L. Ptacek

Wapello

On February 26, 21 members of the Wapello
County Auxiliary met at the Cornpicker for a

dinner meeting. Mrs. Edward B. Hoeven, State

President, gave an interesting and informative

speech on “Why We Are,” telling the purpose of

the Auxiliary and what is expected of us.

A project was discussed for making money for

the AMA Education Fund, and it was decided

to give two subscriptions of today’s health to

each of our two hospitals. The March meeting will

be a dinner at the Cornpicker, and all seniors

of both high schools who are interested in nursing

as a career will be our guests. Films on nursing

will be shown, and two R.N.’s will be present to

answer questions.

Mrs. William D. Maixner

Webster

Mrs. Charles J. Baker was elected president of

the Webster County Medical Auxiliary at a lunch-

eon meeting held recently at the Hotel Warden,
Fort Dodge. Other officers for 1954 include Mrs.
Paul Stitt, vice-president, and Mrs. Roger Drown,
secretary-treasurer. Mrs. Matt Sanders is chair-

man of the craft and hobby show which will be
held in May.

Woodbury

On March 24, the Sioux Med-Dames (Woodbury
County Auxiliary) gave a royal welcome to the

75 doctors’ wives who attended the Sioux Valley
Medical Meeting, when they entertained them at

luncheon in the Sioux City Club, at the Warrior
Hotel. Mrs. Robert H. McBride, President, pre-

sided.

Mrs. Edward B. Hoeven, State President of the

Auxiliary, was the honored guest. Her inspira-

tional talk was concerned with the importance
of preserving unity among doctors’ wives in order

to achieve strength not only in personal interests,

but in all fields related to medicine and medical

legislation.

Presidents of two newly organized Auxiliaries

were introduced: Mrs. Frederick C. Bendixen,

LeMars, President of Plymouth County, and Mrs.

Leo F. Gaukel, Onawa, President of Monona
County. Mrs. Joe Krigsten, Sioux City, received

honors for her work as Fourth District Councilor.

Mrs. Chauncey E. Heffernan and Mrs. William
Davev were in charge of a style show in which the

doctors’ wives of Sioux Med-Dames acted as mod-
els. This feature was particularly enjoyed.

In the evening, a special banquet was given at

the Martin Hotel Ball Room and about 200 doctors

and their wives attended. Dr. Anton Hyden, Pres-

ident, presided. Former presidents of the society

were introduced. Dr. Omar A. Stauch and his

wife presented 3-D pictures of their trip abroad.

Local dealers supplied generous favors of baby
orchids, candy, cigarettes and cigars. Iowa doctors

elected to office were Dr. Wendell L. Downing,
LeMars, Vice President, and Dr. Edward H. Sibley,

Sioux City, Secretary.

Mrs. Joe Krigsten

HATS OFF!

Three County Auxiliaries in Iowa rated in the

national today’s health Contest. Congratulations

to the subscription chairmen and to their Auxili-

aries. They are: Mrs. C. Oelrieh, Sioux County;

Mrs. A. M. Cochrane, Dallas-Guthrie Counties;

and Mrs. G. F. Keohen, Dubuque County.

RED CROSS DISASTER INSTITUTE

What medical teams would do in event of dis-

aster or bombing, and how they would go about it

were problems studied at the first Red Cross Dis-

aster Institute in this area. The meeting was held

for graduate nurses at St. Vincent’s Hospital, on
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February 12. Dr. E. J. Tierney, local disaster med-
ical chairman, welcomed the nurses. Miss Helen
Flanagan, Red Cross Nursing Service consultant of

the St. Louis Area Office, conducted the sessions,

which were held from 9:00 a.m. to 4:00 p.m.

Topics discussed in the morning included needs,

types of disaster, effects, organization and cooper-

ation with other agencies, as well as position in

conjunction with defense. Following luncheon,

which St. Vincent’s Hospital served to all who
attended, discussions dealt with mass care, reha-

bilitation, and working relationships between med-
icine, hospitals, and agencies.

In view of the possibility of what lawyers call

“acts of God,” as well as the chance of atomic

bombings, Miss Flanagan displayed a large floor

drawing of a high school building with auditorium.

She explained how a building of this type could

be converted into a disaster shelter. To alert our

people to their own possibilities should the need
arise, this plan should be shown in every Iowa
town which has a sizable school building.

After a film showing an actual disaster condi-

tion, the meeting ended with a short question-

and-answer period.

Medical Auxiliary members should avail them-
selves of the nursing and first aid courses offered

by the Red Cross and should help to institute

them in their own communities. Nurses not active-

ly engaged in their professions would make excel-

lent teachers. All Red Cross chapters will be glad

to provide information about these educational

programs.

MED STUDENTS' WIVES FORM JR. AUXILIARIES

It takes a very special kind of gal to be a good
doctor’s wife—and to begin early to adapt them-
selves to the demanding role, many medical stu-

dents’ wives are organizing junior medical auxili-

aries.

Two such typical groups have been formed in

Tennessee and Wisconsin. In 1946 students’ wives
in Memphis organized the Junior Medical Auxili-

ary to the University of Tennessee School of Med-
icine. The purpose of the group, which numbers
about 60 members, is “to promote friendship and
better fellowship among the wives of medical
students.” A former president writes that through
membership in the group “we will prepare our-

selves for the future as doctors’ wives and will

take our place as good citizens in the communities
where we will make our homes.”
Meetings of the Tennessee Junior Auxiliary are

held twice each month and consist of both business
and social sessions. One of the group’s main proj-

ects is the maintenance of a student loan fund for

use of married medical students.

In 1951 wives of medical students at the Univer-
sity of Wisconsin in Madison banded together to

form “The Med-Wives.” Because these enthusiastic

young women wanted the organization to be
“something more than a sewing circle,” the Med-

Wives have utilized many of their monthly meet-

ings to acquaint themselves with the duties and
responsibilities they will assume as doctors’ wives.

The Med-Wives also work on such community
projects as layettes for the Visiting Nurse Associa-

tion, quilts for a local children’s sanitarium, enter-

tainment and gifts for hospital patients and many
others.

Auxiliaries to medical societies in university

towns can encourage development of such junior

auxiliaries and lend support to such groups which
have already been organized. Older doctors’ wives
should extend not only a friendly hand to such

groups, but lend a helping hand to their program
planning. The establishment of junior auxiliaries

today means stronger medical auxiliaries tomor-

row. From ohio medical auxiliary news, Febru-
ary 1954.

WELCOME TO OUR NEWEST AUXILIARY

With the assistance of Mrs. Joe Krigsten, Fourth
District Councilor, Monona County has been or-

ganized, and will be known as “Doctors’ Wives.”
Officers are: Mrs. Leo Gaukel, Onawa, President;

Mrs. Paul Ingham, Mapleton, Vice President; Mrs.
Stanley Anderson, Onawa, Secretary-Treasurer.

Charter members, in addition to those already

mentioned, are: Mrs. J. D. Fitzgerald, Sloan; Mrs.
Paul Wolpert, Onawa; Mrs. E. E. Gingles, Onawa;
Mrs. M. O. Stauch, Moorhead; Mrs. John McClel-
lan, Onawa.

SPEAKERS' BUREAU SCHEDULES
RADIO SERIES

WOI—AMES, IOWA
Thursday at 11:15 a.m.

“Time Out”
April 1 Clothing
April 8 Food
April 15 Prompt Care
April 22 Medical Inventory
April 29 Accidents

WSUI—IOWA CITY, IOWA
Tuesday at 11:45 a.m.

“Main Street Medicine”

April 6 Care of the Indigent
April 13 Medical Care for All

April 20 Rural Health Community
April 27 Medical Grand Jury

TELEVISION SCHEDULE

WOI-TV, AMES, IOWA
Friday at 8:00 p.m.

April 2 Heart
April 9 Rehabilitation

April 16 Mental Health
April 23 Schizophrenia
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PHARMACISTS THANK STATE SOCIETY

At its meeting in Des Moines last month, the

Iowa Pharmaceutical Association adopted the

following resolution and transmitted it to the Iowa
State Medical Society:

“WHEREAS, the Iowa State Medical Society

graciously offered time on its television program
to the Iowa Pharmaceutical Association; and
“WHEREAS, the Iowa Pharmaceutical Asso-

ciation was privileged to present three programs
on the time allocated to the Iowa State Medical
Association; and
“WHEREAS, there has been fine cooperation

between the Iowa State Medical Association and
the Iowa Pharmaceutical Association in this tele-

vision activity and other inter-professional activi-

ties; and
“WHEREAS, it is the desire of the Convention

to express its appreciation to the Iowa State Med-
ical Society: Therefore be it

“RESOLVED,
1. “That we express to the Iowa State Medical

Society our sincere appreciation for their fine

cooperation in making available to the Iowa Phar-
maceutical Association time and assistance to de-

velop three television programs.
2. “That we express our appreciation to the Iowa

State Medical Society for their many and fine

offers of cooperation at inter-professional levels.

3. “That we express to the Iowa State Medical
Society our thanks for the cooperation in arrang-

ing Doctor-Pharmacist meetings.

4. “That we express our desire to the Iowa State

Medical Society for a continuation of these Doc-
tor-Pharmacist meetings, and have a meeting with
their Executive Council to discuss further activi-

ties to improve inter-professional programs of

cooperation.”

Aims of the Academy of General Practice

(Continued from page 180 )

proach. However we may quiver inside and itch

to pick up a pen, we believe open bickering,

sensationalism, and counter-charges are un-
worthy of physicians, and besides, doctors need the

respect and cooperation of all men, either in or

out of the profession, to fulfill their obligations to

the people of our country. The tornado will eventu-

ally blow itself out, but not without leaving dam-
age in its wake. The job which follows is a con-

structive one, and we in the Academy prefer to

nave a part in the construction of a better pro-

fession, rather than to share in the activities of

the destructive forces.

We have heard that we may hold some “politi-

cal” influence in the organizations of American
Medicine. Less than 10 per cent of the delegates

to the House of Delegates of the American Medi-
cal Association are general practitioners. In Iowa,

less than 25 per cent of the delegates to the State

Medical Society’s House of Delegates are from the
ranks of the general practitioners. We do not feel

that we have any especial “political weight.” Any
“weight” we have, or ever hope to have, is or

should be wholly measured by the merit of the

propositions we present for the benefit of medicine
as a whole. This is consistent with our aims and
purposes to help improve medicine, not only as it

relates to the general practitioner but as it affects

all physicians.

Thus we work toward our true aims.

SYNTHETIC DRUG COMBATS SHOCK

L-arterenol, a relatively new, synthetic drug,

has been found to be of value in combating shock,

it was reported in the current archives of surgery.

Its use, in conjunction with whole blood, blood

plasma and fluids, helps raise blood pressure and
makes it possible for some patients in profound
shock to undergo extensive, and at times life-

saving, surgical procedures, according to Drs.

R. E. Fremont, N. M. Luger, S. N. Surks and
A. Kleinman, of Brooklyn.

They based their conclusions on a study of 22

patients treated with l-arterenol. The group con-

sisted of six cases of shock associated with an
acute abdominal surgical condition, 12 cases of

shock occurring during or after major operations

and associated in three instances with consider-

able blood loss, and four cases of severe hemor-
rhagic shock. The drug brought the patients out

of shock when added to fluid-replacement therapy,

which in itself had been ineffective.

Intravenous injections of the drug resulted in

an immediate, striking improvement in the ma-
jority of cases, the doctors said. It is superior in

potency and controllability to some other similar

drugs, they found, and the only adverse reaction

they noted was a sloughing of skin.

The authors stressed, however, that l-arterenol

must not be expected to abolish advanced hemor-
rhagic shock if the course of bleeding cannot be

detected and eradicated. It is essential, they stated,

that the cause of the shock state be known and
definitive therapy undertaken as quickly as feasi-

ble. Lost blood must be replaced and continued

bleeding stopped.

FAIL TO RENEW MEDICAL LICENSES

A total of 147 physicians previously licensed in

Iowa failed to pay all or part of the 1953-1954 fee,

after it was increased to $3 as of July 1. There

were 115 who made no payment because they had

ceased practice or had other reasons for no longer

thinking it worthwhile. In addition, 28 doctors out-

side the state and 4 within it paid $1 each, but

failed to respond when they were billed for an

additional $2.



COUNTY SOCIETIES

MEETINGS

Allamakee

Dr. Milton F. Kiesau, of Postville, was elected

president of the Allamakee County Medical Soci-

ety at an election held in Waukon in mid-Febru-

ary. Dr. Donald W. Dohnalek, of Waukon, was
chosen secretary-treasurer, and Dr. J. W. Thorn-
ton, of Lansing, and Dr. C. R. Rominger, of

Waukon, were chosen delegate and alternate del-

egate to the Annual Meeting of the Iowa State

Medical Society.

Black Hawk

At the March 16 meeting of the Black Hawk
County Medical Society, at the Elks Club in Wat-
erloo, Dr. Walter Kirkendall, chief of medicine at

the Iowa City V.A. Hospital, spoke on “Hyper-
tension.”

Calhoun

The February meeting of the Calhoun County
Medical Society was held at the Brower Hotel in

Rockwell City, where the address of the evening
was given by Dr. R. E. Drown, of Fort Dodge,
concerning the recent epidemic of infectious hep-

atitis in Webster County.

Dallas-Guthrie

Dr. Paul J. Trier, radiologist at the Des Moines
V.A. Hospital, showed a moving-picture film on
myelography at the January 28 lunch meeting of

the Dallas-Guthrie Medical Society.

Delaware

The regular meeting of the Delaware County
Medical Society was held on March 1, 1954. Dr.

J. S. McQuiston, of Cedar Rapids, spoke on the

subject of collagen diseases.

Johnson

Dr. J. R. Schenken, professor of pathology and
bacteriology at the University of Nebraska College
of Medicine, addressed the March 3 meeting of the

Johnson County Medical Society on the topic

“Tumors of Childhood.”

Linn

The principal speaker at the February 11 meet-

ing of the Linn County Medical Society was Dr.

Ralph T. Knight, of the University of Minnesota,

Minneapolis, and immediate past-president of the

American Society of Anesthesiologists. His sub-

ject was “The Maintenance of Good Physiology.”

Page

At the American Legion Club in Shenandoah,
on February 18, Dr. George Pinne, of the Depart-

ment of Dermatology at the University of Nebras-

ka Medical School, spoke on “Various Uses of

Cortisone in Treatment of Skin Diseases.” Dr.

Kenneth Murchison, of Sidney, was a guest of

the Society.

Polk

Dr. Curtis J. Lund, chief of obstetrics and gyne-

cology at the University of Rochester School of

Medicine and Dentistry, Rochester, New York,
spoke on “Use and Abuse of Blood Transfusion

Therapy in Obstetrics” at the February 17 meet-

ing of the Polk County Medical Society. Dr. Mad-
elene M. Donnelly, director of the Division of

Maternal and Child Health, of the State Depart-

ment, introduced him.

Scott

Dr. Norman B. Nelson, Dean of the College of

Medicine at the State University of Iowa, spoke
to the Scott County Medical Society on March 2.

His topic was “Your Medical School.” Dr. C. A.

Boice, of Washington, Iowa, councilor for the

Eighth District, was a guest at the meeting and
spoke briefly on the problems confronting the

State Medical Society.

Wapello

The problem of alcoholism was discussed by Dr.

Leo Sedlacek, of Cedar Rapids, at the February
meeting of the Wapello County Medical Society.

Whatever is being done for alcoholics now, he is

reported to have said, is being done by Alcoholics

Anonymous. He urged that they be treated as sick

people.

189
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Woodbury

Dean Norman B. Nelson, of the College of Med-
icine at the State University of Iowa, spoke on the

topic “Your Medical School” at the March 18

meeting of the Woodbury County Medical Society,

in the Mayfair Hotel at Sioux City.

DEATHS

Dr. Reu Lee Barnett, 74, who practiced in Cass
County for 42 years, died on February 28 at the

Atlantic Memorial Hospital, after a long illness.

He had been made a Life Member of the State

Society by reason of disability.

Dr. Roy V. Mater, 67, of Knoxville, died there

on February 8.

Dr. Edward D. Morrison, 78, who had been a

member of the Iowa State Medical Society for

35 years and practiced in Fort Dodge until he
moved out of the state in 1949, died on February
21 in Los Angeles.

Dr. William Gordon Hansen, 28, who entered

practice with Dr. C. L. Bain in Corning last No-
vember, died on February 16.

DOCTOR DRAFT TO BE RESUMED

The Army has announced that it will draw on
Medical Corps Reserve rolls for activation of 276

physicians, beginning in July. This figure is ex-

pected to satisfy replacement needs until October.

Priority II-type Reserves will fill the call-up, along

with such as may volunteer.

During the fiscal year beginning July 1, the De-
fense Department expects that all hospital interns

and residents obligated for military service will

have to be called to active duty, though because
of the backlog of 1953 medical-school graduates

and a small number left over from Priority I, the

calls may not be particularly heavy during the

first half of the year.

Assistant Secretary Berry urges hospitals to

make short-term arrangements with such men, so

that they “will have a means of livelihood and the

opportunity to continue their education, as well as

to contribute to the needs of the hospitals” while

awaiting orders the last six months of 1954 and
the first six months of 1955.

The National Advisory Committee to Selective

Service advises that after July 1, 1955, all physi-

cians with military-service obligations should get

commissions during their internships. Doing so will

remove them from the jurisdiction of their draft

boards, and will allow the Defense Department to

request delay in the call-up of men for whom the

Department has recommended additional training.

A poll of medical-school deans has revealed the

following preferences among present-day students:

(1) The Army is preferred by 27 per cent, the

Navy by 37 per cent, and the Air Force by 36 per
cent. (2) Thirty-nine per cent prefer service im-

mediately following internship, 15 per cent would
rather have it after two years of hospital training,

and 46 per cent would rather wait until they com-
plete full residency training.

CONGRESS GETS REPORT ON NURSE PROBLEM

The nurse shortage in the U. S. is acute, and
remedial action is urgently needed, Representa-
tive Frances Bolton (R., Ohio) has informed Con-
gress. Her findings were reported to the House as

a result of a poll sent to 10,000 nurses, physicians,

hospital administrators, state and federal officials

and other interested laymen. Mrs. Bolton intro-

duced a bill early in the last session for a federal

program of grants for graduate nurse training and
practical nurse training. The American Medical
Association, in testimony to the House Commerce
Committee, reiterated support of one-time renova-
tion grants to nursing schools on a matching basis

and grants to states for advanced nursing scholar-

ships.

Mrs. Bolton listed these findings, among others,

in her report to the House: 1. Nurse shortage

is most critical in general and private-duty nurs-

ing, followed by teaching, supervision and admin-
istration categories; 2. low pay and long and ir-

regular hours are major factors in the shortage;

3. more funds to nursing schools should remedy
the shortage; and 4. a program of state-adminis-

tered, federal-state matching funds is the pre-

ferred approach to the problem.

IMPROVED SOYA FORMULA MARKETED

A new infant formula product designed to provide

for better nutritional management of allergic and
potentially allergic infants was marketed by Mead
Johnson and Company in March. The company in-

dicated that the new product. Liquid Sobee, is a

balanced soya formula differing from soybean sub-

stitutes for milk in that no carbohydrate needs be
added to it. The caloric distribution is based on
authoritatively recommended proportions, and
vitamins A and D are incorporated in the prod-

uct. The processing method is said to retain na-

tural B vitamins present in soybeans at high lev-

els, and clinical studies on both normal and
allergic infants reveal that the product is excep-

tionally well tolerated. Evaluation studies on in-

fants as well as experiments with animals are

reported to have shown that growth curbes with

Liquid Sobee will be comparable to growth pro-

duced by cow’s milk and definitely greater than

those obtained with other soybean products used
for infant feeding.
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Through its probable action on the labyrinth,

dependable control of vertigo and nausea has made

Dramamine the most widely-prescribed product in its field.

Vertigo: The Labyrinthine

Structure and Dramamine®

Dramamine’s remarkable therapeutic effi-

ciency is believed to be the result of sup-

pression of the over-stimulated labyrinth.

Thus it prevents the resulting symptom com-

plex of vertigo, nausea and, finally, vomiting.

First known for its value in motion sick-

ness, Dramamine is widely prescribed for

nausea and vomiting of pregnancy, electro-

shock therapy, certain drugs and narcotiza-

tion. It relieves vertigo of Meniere’s syn-

drome, fenestration procedures, labyrin-

thitis, hypertensive disease and that accom-

panying radiation and antibiotic therapy.

A most impressive number of clinical

studies shows that Dramamine has a high

therapeutic index and minimal side actions.

Drowsiness is possible in some patients but

in many instances this side action is not

undesirable.

Dramamine (brand of dimenhydrinate) is

available in tablets of 50 mg. each
;
liquid

containing 12.5 mg. per 4 cc. Dramamine

is accepted by the Council on Pharmacy and

Chemistry of the American Medical Asso-

ciation. G. D. Searle & Co., Research in

the Service of Medicine.
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Cook County Graduate School of Medicine

Intensive Postgraduate Courses

Starting Dates

SURGERY—Surgical Technic, Two Weeks, April 19,
May 3, May 17

Surgical Technic, Surgical Anatomy & Clinical Sur-
gery, Four Weeks, June 7

Surgical Anatomy & Clinical Surgery, Two Weeks,
June 21

Surgery of Colon & Rectum, One Week, May 10
Thoracic Surgery, One Week, June 7
Esophageal Surgery, One Week. June 14
General Surgery, Two Weeks, April 26, July 26
Fractures & Traumatic Surgery, Two Weeks. June 7

GYNECOLOGY and OBSTETRICS—Gynecology Course.
Two Weeks, June 7

Vaginal Approach to Pelvic Surgery, One Week,
May 24

Combined Course in Gynecology & Obstetrics, Three
Weeks, April 19

MEDICINE—Two-Week Course May 3
Electrocardiography & Heart Disease, Two Weeks,
July 12

Gastroenterology, Two Weeks, May 17
Hematology, One Week, June 14

DERMATOLOGY—Two-Week Course May 10

PEDIATRICS—Congenital & Rheumatic Heart Disease
in Infants & Children, One Week, April 19 and
April 26

Cerebral Palsy, Two Weeks, June 14

UROLOGY—Two-Week Course April 19
Ten-Day Practical Course in Cystoscopy every two
weeks

Teaching Faculty—Attending Staff of Cook Co. Hospital

Address: Registrar, 707 South Wood St., Chicago 12, 111.

Locum Tenens
Available

Several young physicians are anxious to

serve as locum tenens during the summer
months. Any physician wishing someone to

take over his practice temporarily is asked to

list himself with the Physician Placement
Bureau.

The Bureau also wishes to find openings for

the following specialists desiring a location in

Iowa.

8 Surgeons

6 internists

4 obstetricians and gynecologists

1 radiologist

2 dermatologists

2 urologists

4 pediatricians

3 orthopedists

Members who know of locations for any of these

young physicians are asked to write the Physician

Placement Bureau, Miss Mary L. McCord, 529 36th

Street, Des Moines 12.

The Month in Washington

Washington, D. C.—Just about a year ago the

Hill-Burton hospital construction program was
under heavy attack in the House Appropriations
Committee. But the damage was not permanent.
The program has made a complete recovery. More
than that, Congress shows every intention of

doubling the appropriation for the program, but
earmarking the additional money for grants to

diagnostic and treatment centers, rehabilitation

facilities, hospitals for the chronically ill, and
nursing homes. At this stage the legislation to

stimulate health facility construction is believed

to be closer to enactment than any other major
health project of the Eisenhower administration.

Although the main objectives have not been
altered, some significant changes were made in

the bill by the House Interstate and Foreign Com-
merce Committee in two weeks of intensive work
at closed-door sessions. Then, in mid-March, the

Senate committee took up the bill and considered

additional amendments.

Most changes are designed to tighten up eligi-

bility for grants. For example, money could go

to only two types of diagnostic or treatment cen-

ters, those operated by and for a governmental
unit or by a group that also operates a nonprofit

hospital. Nor would centers or nursing homes be
eligible unless under medical supervision or oper-

ated by an association that also operates a hos-

pital.

Another change written into the bill would rule

out a project if it were not to be open for full

and unrestricted use by the general public. Thus
labor union, fraternal, and prepayment health

plans could not benefit if they offered their own
subscribers any advantage in service at the center

or hospital.

On the financial side, several amendments have
been tentatively adopted. One would allow states

to use the original Hill-Burton formula for appor-

tioning money among projects, or to accept a flat

50 per cent federal contribution. (As in the orig-

inal Hill-Burton act, the poorer states would be

allocated more per capita.) States would be al-

lowed to pool their allocations for construction of

interstate facilities, and the United States would
be authorized to recover its proportionate share

of a project if at any time the project were con-

verted to profit use or were transferred to inter-

ests which for any other reason would not be
eligible.

Of major interest to the medical profession,

although not far along on its legislative course, is

the administration’s proposal for subsidizing pre-

paid health plans for federal civilian employees.

The U. S. would pay a maximum of $26 per year,

to be matched by the employee, for the purchase
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For over 70 years...

THE KEELEY INSTITUTE
DWIGHT, ILLINOIS

Specialists in the

Treatment of Alcoholic Addiction

Treatment of the “problem drinker” is more than a

sobering-up process; it is a rehabilitative procedure which

must be tailored to the needs of the individual.

Years of intensive research and specialized clinical experi-

ence enable us to follow through in all phases of modern

restorative treatment—gradual withdrawal, physical

rehabilitation, re-orientation and re-education.

You may refer female as well as male patients

—we are also equipped to care for narcotic

or barbiturate addiction. Moderate rates;

treatment period sometimes shortened

to just two weeks.

Registered by the American Medical Assn.

Member of the American Hospital Assn.

One Wing of the Lodge

We invite your inquiry

SAINT BERNARD’S HOSPITAL
Council Bluffs, Iowa

Established 1887 Capacity 200 beds

Under the Supervision of the Sisters of Mercy

An Institution for the Study and Treatment

of Nervous and Mental Disorders.

Conditioned Reflex and Antabuse Therapy

for Alcoholism

Affiliated With Creighton University

WILLIAM E. ASH, M.D., Medical Director

JAMES D. MAHONEY, M.D., Associate Director RICHARD B. LEANDER, M.D.
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00
30-105

—

Blood Grouping Serum (Set Anti-A and Anti-B),
5 cc. of each Set 4.50

35-605—Anti-A, B (Group O) Blood Grouping Serum,
5 cc Each 2.50

32-102

—

Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 2 cc Each 3.25

32-105

—

Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100

—

Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City. Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

SECLUSION

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

MATERNITY
FA1RM0UNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

of any type of prepaid insurance. Any cost above
$52 per year would have to be borne entirely by
the employee.

As a part of the program, the administration is

proposing that payroll deductions be authorized,

a concession the insurance and prepayment insur-

ance organizations have been urging for years.

Currently federal executives differ on whether
payroll deductions would be “legal,” but none is

willing to risk authorizing deductions in the ab-

sence of specific approval from Congress.

Still following a slow and controversial course
is the administration’s proposal for reinsurance of

health plans. Early in the session—with the ardent
support of Chairman Charles S. Wolverton of the

key House committee—this legislation appeared
pointed toward enactment. However, the Depart-
ment of Health, Education, and Welfare was not

satisfied with Mr. Wolverton’s bill and decided
to draft one of its own. The drafting consumed
many weeks—time that may prove fatal with a

Congress hoping to adjourn early for the fall

elections.

The Defense Department, made uncomfortable
by a few suspected subversive physicians and
dentists it doesn’t quite know what to do with,

is asking for an amendment to the Doctor Draft

act. The department’s problem is this: The most
recent Court of Appeals decision holds that physi-

cians or dentists drafted or called up from the

reserves must, under the Doctor Draft act, either

be commissioned or discharged. So, technically, a

man who refuses to fill out his loyalty question-

naire would be rewarded by a release. To correct

the situation, the Department is asking that the

law be changed to allow it to withhold a commis-
sion from a loyalty suspect, yet keep him on duty
for the specified time in noncommissioned status

and assigned to professional duties.

The American Medical Association is continu-

ing its support of Senator Bricker and others who
are convinced they still can enact a resolution

calling for an amendment to restrict international

agreements. The Association’s position is that un-

less a safeguard is written into the Constitution,

future international agreements could impose on
the country social and medical care programs that

Congress itself would not approve.

INTERNATIONAL ACADEMY OF PROCTOLOGY

All physicians are cordially invited to attend the

Sixth Annual Convention of the International

Academy of Proctology, at the Palmer House, Chi-

cago, April 8, 9, 10 and 11, 1954. There is no fee

for attendance.

Because general practitioners face proctological

problems daily, much of the program has been
planned to answer their questions.

The program can be had on request from the

Executive Office of the Academy, 43-55 Kissena

Boulevard, Flushing, New York.
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ST. LOUIS CLINICAL MEETING, DEC. 1-4
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mu 25 Hum

a*td Accepted

NOW, the first new reception room
device in a quarter-century, makes the

week's significant news available to your

patients in digest form!

This 38 by 25 inch display-type pub-

lication uses six and seven colors to

present attractively on-the-spot news
photos and unbiased reporting!

Special Editions—alone worth the en-

tire subscription price—are a once-a-

month feature of patient-pleasing, atten-

tion-getting NOW!

PLEASE SEND ME MY FREE

SAMPLE COPY OF NOW . .

Name-

Street,

City- State ,

News Map of the Week, 1441 Cleveland Ave., Chicago 10,

cwiel bwwn

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE telephone victor 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients
Shock Therapy Hydrotherapy

Occupational Therapy

COMPETENT STAFF

BRUN BRACE CO • ORTHOPEDIC APPLIANCES-MADE TO ORDER
SURGICAL CORSETS & GIRDLES SACRO-LUMBAR SUPPORTS
HERNIA SUPPORTS POSTOPERATIVE GARMENTS ELASTIC HOSIERY

-SPINAL BRACES OUR SPECIALTY-
1530 West Jefferson, Des Moines, la. Charles A. Larimer—Mgr.

PERSONALS

Dr. Pierre Sartor, of Titonka, 1953 General
Practitioner of the Year, suffered several broken
ribs when a car in which he was riding skidded
on an icy road and overturned, near Garner on
February 8.

Dr. Louis E. Harrington, a graduate of Loras
College, Dubuque, and of the Wayne University

Medical School, Detroit, opened an office for gen-

eral practice at Danbury on February 15. He in-

terned at Fitzimons Army Hospital, Denver, and
served a year’s residency there, as well.

Following three years as chief of surgery at the

Des Moines V.A. Hospital, Dr. G. Travis Westly
has associated himself with Dr. C. B. Tice, Dr.

George I. Tice and Dr. L. J. Kirkham, at Mason
City. Dr. Westly is a 1943 graduate of the College

of Medicine at S.U.I. and is a diplomate of the

American Board of Surgery.

Dr. W. J. Brunner, of Akron, suffered a severe

stroke early in February, while on a trip in Texas.

He was brought home by plane a few days later.

Dr. Brunner retired from practice about a year

ago.

Doctor John B. Gregg will leave his post as

Chief of Otolaryngology at the U. S. Veterans
Hospital, and Instructor in Otolaryngology at the

University Hospitals in Iowa City in April to

continue the practice of his father, Doctor John B.

Gregg of Sioux Falls, South Dakota, who died

recently.

The Federation of State Medical Boards has

reelected Dr. Walter L. Bierring, of Des Mcines,

its secretary-treasurer for the fortieth year. Dr.

Bierring, after leaving the office of Commissioner

of Health last July, has continued with the De-

partment as head of its Division of Gerontology.

Dr. John W. Eckstein, formerly of Ryan and a

Rockefeller fellow at the College of Medicine of

S.U.I. during the past year, has been awarded a

postdoctoral fellowship for preoperative and post-

operative study and evaluation of surgical results

in patients with congenital heart disease. He will

continue to work at the University’s Cardiovas-

cular Laboratory, under the direction of Dr. J. W.
Culbertson. The grant was made by the National

Heart Institute.

Beginning August 1, 1954, Dr. George N. Bedell,

an associate in surgery at University Hospitals,

Iowa City, is to have a special research fellowship

from the National Heart Institute for work in

respiratory physiology as it relates to heart dis-

ease. He will undertake his project at the graduate

school of the University of Pennsylvania.
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NOT ARTHRITIS BUT ARTHRALGIA...

If the patient complaining of aching joints is a woman between 37 and 54 years of age, it

is highly possible that she is suffering from arthralgia rather than arthritis.
1

It has been esti-

mated that arthralgia occurs in about 40 per cent of women with estrogen deficiency, and is

exceeded in frequency only by symptoms of emotional or vasomotor origin. 2 In fact, arthralgia

may be as indicative of declining ovarian function as the classic menopausal hot flushes.

Arthralgia, however, is just one of a vast number of distressing but ill-defined symptoms

that may be precipitated by the loss of estrogen as a “metabolic regulator.” Other good examples

are insomnia, headache, easy fatigability, and tachypnea.

Because these symptoms sometimes occur years before or even long after cessation of

menstruation, they are not always readily associated with estrogen deficiency, and the tendency

may be to treat them with medications other than estrogen. Obviously, sedatives and other pallia-

tives cannot be expected to produce a satisfactory response if an estrogen deficiency exists. Only

estrogen replacement therapy will correct the basic cause of the disorder.

“Premarin” is an excellent preparation for the replacement of body estrogen. In “Prem-

arin” all components of the complete equine estrogen-complex are meticulously preserved

in their natural form. “Premarin” produces not only prompt symptomatic relief but a distinctive

“sense of well-being” which is most gratifying to the patient.

1. Greenblatt, R. B., and Kupperman, H. S. : M. Clin. North America 30 :576 (May) 1946. 2. McGavack, T. H., in Goldzieher, M. A., and
Goldzieher. J. W. : Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 225.

PREMARIN
Estrogenic substances (water-soluble) also known as conjugated estrogens (equine)

Available in tablet and liquid form

has no odor . . . imparts no odor

NEW YORK, N. Y. MONTREAL, CANADA
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PROFESSIONAL PROTECTION
EXCLUSIVELY
SINCE 1899

Officers of the Sioux Valley Medical Society
elected at the meeting held in Sioux City late

in February are: Dr. R. E. Bray, Ponca, Nebraska,
president: Dr. W. L. Downing, Le Mars, vice-

president; Dr. E. H. Sibley, Sioux City, secretary;

and Dr. Arnold K. Myrabe, Sioux Falls, South
Dakota, treasurer.

Dr. M. O. Stauch has announced that hereafter

he will divide his attention between practices in

Moorhead and Soldier. He will maintain half-day

schedules of office hours in both towns.

DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

THE NORBURY
SANATORIUM
Established 1901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician

HENRY A. DOLLEAR, M.D., Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

Medical Associates, of Dubuque, have an-

nounced the association of Dr. Herbert L. Glass,

a pediatrician.

Dr. C. B. Rogers, a Life Member of the Iowa
State Medical Society, observed the 55th anniver-

sary of his beginning practice in Earlville, on Feb-
ruary 6.

NEW PROPOSALS FOR FEDERAL LAWS

ADMINISTRATION REINSURANCE BILLS

On March 11, Senator Smith and Representative

Wolverton introduced identical bills (S.3114 and
H.R.8356) which constitute the administration’s

program for reinsuring voluntary prepayment
plans for medical and hospital costs. The authors

contend that their proposals will deliver the coup
de grace to socialized medicine.

It confers great responsibility upon the Secretary

of the Department of Health, Education and Wel-

fare, for though it provides for a 12-member board

to administer the proposed loan fund, the person-

nel would act only in an advisory capacity and
would serve only during her pleasure. Eligibility

for reinsurance protection would be extended to

virtually every type of plan, provided it is based

on prepayment and has a financial structure and
schedule of benefits that are adjudged sound.

Especially welcome will be those plans designed

to extend the prepayment method to geographic

areas where it is at present unavailable or in-

adequate.

A corporation carrying federal reinsurance on a

given type of prepayment plan would be protected

on 75 per cent of its loss for the year. Example:
Company X has premium income of $10,000,000,

of which 10 per cent goes for allowable administra-

tive expenses and $500,000 for contingencies and

profits. Anticipated benefit payments are $8,500,000.

But they actually come to $15,000,000. The com-

pany absorbs $8,500,000 plus the $500,000 contin-

gency reserve plus Vs of $1,000,000 (administrative

costs)
,
or a total of $9,125,000. When one subtracts

that amount from the actual benefit payments,

$15,000,000, he has a remainder of $5,875,000. The
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tion to viscosity and barrier effectiveness
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cosity at body temperature
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ments.” ramses Vaginal Jelly* fulfills
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*Active agent, dodecaethyleneglycol

monolaurate 5%, in a base of long-last-

ing barrier effectiveness. 1. Gamble, C.

gynecological division

JULIUS SCHMID, INC.
J.: Report to Council on Pharmacy &
Chemistry, A.M.A.: J.A.M.A. 153:1019,

1953.

423 West 55th Street, New York 19, N. Y.

quality first since 1883



XXVI Journal of Iowa State Medical Society April, 1954

for

Greater

Understanding

of Your

Work

!•

YEARS $6.50
2 YEARS $5.00

• 1 YEAR $3.00
. AMERICAN MEDICAL ASSOCIATION

;ooper,
CREME,
TRADE MARK

vaginal creme

A product of

IAKER LABORATORIES,

PEEKSKILL, N.Y.

BETTER

Birth

Control

Since 1934

Active Ingredient*

Trioxymethylene 0.04%
Sodium Oleote 0.67%

government, under the proposed scheme, would
meet 75 per cent of that figure, or $4,406,250. The
formulas for determining the administrative-ex-

pense allowances and their ratios to earned-pre-

mium income would not be applicable to partici-

pants (such as cooperative plans) which furnish

health services direct. The Secretary of HEW
would be empowered to make special regulations

in such cases relative to the obligations of the

carrier as co-insurer.

The administration’s reinsurance plan incorpo-

rates a number of features designed as safeguards.

First, federal reinsurance is barred in cases where
it is obtainable from private sources for compar-
able rates and terms. Second, supervisory or regu-

latory power over the plans and over the institu-

tions with which the plans do business is expressly

denied to the federal government. In the cases of

carriers that provide medical or dental service, as

distinguished from indemnity payments, the law
would require that control over the professional

services was vested solely in licensed members of

the professions involved.

Reinsurance would be wholly voluntary. The
sizes of premium payments would vary widely,

being, in most cases, a percentage of the carrier’s

premium income. The initial working capital of

the fund would be $25,000,000, repayable to the

U. S. Treasury. If voted by Congress, the program
would become effective July 1, 1954.

ama takes stand on other bills

Following is an abbreviated summary of action

taken by the Board of Trustees of the American
Medical Association on proposed federal legisla-

tion, including bills introduced so far this session.

The board acted on recommendations of the Com-
mittee on Legislation, reached at committee meet-
ings held on December 3, 1953, and February 14,

1954.

H.R.6863 (Curtis, Nebr.) To make social security cover-

age under the Old-Age and Survivors Insurance

Program compulsory for certain self-employed per-

sons, including physicians.

Actice Opposition to that provision of the bill pro-

posing compulsory inclusion of physicians. No oppo-

sition, however, to voluntary coverage.

H.R.7199 (Reed, N.Y.) The administration’s bill to

increase social-security taxes and benefits and ex-

pand compulsory coverage to include physicians and
other self-employed persons.

Active Opposition only to the portion of the bill

which includes physicians on a compulsory basis.

S.2579 (Smith, N.J.) To improve and extend vocational

rehabilitation grants and services.

Approval in principle. The Board withheld any
action until the bill can receive additional study

and the effects of its provisions can be foreseen.

S.2145 (Humphrey, Minn.) Vocational rehabilitation

for mentally afflicted.

Opposition because the purpose of the bill is not

clear and because it apparently is in conflict with

existing law.

H.R.6950 (Wolverton) Providing $40,000,000 over five
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Licensed by State of Illinois American College of Surgeons

225 Sheridan Road
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and Epileptic children educationally and
socially. Pupils per teacher strictly limited.
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G. H. Marquardt, M.D. Barclay J. MacGregor

Medical Director Registrar
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Josef A. Kindwall, M.D.
Carroll W. Osgood, M.D.

William T. Kradwell, M.D.
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Lewis Danziger, M.D.
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Waldo W. Buss, Executive Director COLONIAL HALL—One of the 14 Units in “Cottage Plan"



xxviii Journal of Iowa State Medical Society April, 1954

Something NEW

is Cooking

nolle insurance now available

think! HOW THESE AMOUNTS

WOULD HELP IN PAYING ESTATE TAXES IN

CASE YOU ARE ACCIDENTALLY KILLED . .

.

4^ 4*? 4̂4*'

• •
•

, .
• \

1 ALSO
included

P|

\

EACH month
J.J°c\0ENT

or $'cKNtS

either
trom M*»v * *

_ o° _ cP _ cP cP

C.<P ^

SPECIFIC BENEFITS also for loss of sight.

LIMB OR LIMBS FROM ACCIDENTAL INJURY

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years Old

Physician» Casualty & Health Ass’ns.

Omaha 2, Nebraska

years for long-term loans to voluntary, non-profit
health associations to obtain facilities and equip-
ment.

Active Opposition, for the loans can be had privately,

thereby eliminating occasion for federal intrusion in

the financing of private medical work.

H.R.6951 (Wolverton) To amend Public Health Serv-
ice Act to provide federal mortgage-loan insurance
for medical facilities, favoring voluntary prepay-
ment health plans.

Active Opposition because the program would be
completely federally controlled and would amount
to class legislation, for there would be no state

surveys nor state participation.

H.R.7700 (Wolverton) To provide federal mortgage-
loan insurance for medical facilities favoring pre-

payment health plans. Supersedes H.R.6951.

Active Opposition for the same reasons.

S.2758 (Smith, N.J.) H.R. 7341 (Wolverton) Amends
Hospital Survey and Construction Act and author-

izes $182,000,000 in the next three years for certain

medical facilities.

Approval of general principles. Action withheld
pending clarification of certain controversial points.

S.2778 (Smith, N.J.) H.R. 7397 (Wolverton) To im-

prove and extend public health service grants, mak-
ing better use of federal funds.

Approved in principle.

H.R.7817 (Martin, Iowa) Permitting sale of certain

narcotic drugs on an oral prescription.

Active Support.

H.R.7914 (Poff) To grant a federal charter to the

National Fund for Medical Education.

Approval in principle. This bill differs from S.1748

in that it adds four physicians to the Fund’s board

of trustees and emphasizes that money can be raised

only from private sources.

H.Res.286 (Metcalf) Authorizes a House committee
study of means of controlling and preventing sili-

cosis.

No Action because existing government agencies

are well equipped to handle silicosis problems.

H.R.6949 (Wolverton) To reinsure health plans.

Mr. Wolverton said this bill was introduced for

“discussion” purposes; spokesmen for the adminis-

tration have said it is not the administration bill.

ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of March 10, 1954

Ackerman, J. H., Clarksville

(Atlanta, Georgia) ....Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Bartholomew, R. D., Lake City

(Walnut Creek, Calif.) Lt. (j.g.) ,
U.S.N.R.

Benton, J. S., Des Moines 1st. Lt., A.U.S.

Bogle, W. C., Marion
(Great Lakes, 111.) Lt., U.S.N.R.

Braatelien, N. T., Des Moines
(Rock Island, 111.) 1st Lt., U.S.A.F.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.
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Broman, J. A, Maquoketa
(Ft. Sill, Okla.) Capt, A.U.S.

Buzan, E. F, Des Moines
(Yuma, Arizona)

Christensen, J. R, Eagle Grove
(Palo Alto, California) Lt. A.U.S.

Cline, H. L, Iowa City
(Denver, Colorado) A.U.S.

Couchman, P. G, Des Moines
(Ft. Riley, Kansas) . .1st Lt, U.S.A.F.

Daut, R. V, Davenport
(Westover Field, Massachusetts) ....Capt, U.S.A.F.

Davidson, M. C, Emmetsburg
(El Paso, Tex.) Col, A.U.S.

Dooly, J. E, Fort Dodge
(Pleasanton, Calif.)

Dunseth, W. R, Kellogg
(APO San Francisco, Calif.) . .

.

USAF
Eckhardt, R. D„ Iowa City

(Portsmouth, Virginia) Lt, U.S.N.R.

Ehmke, Bruce C, Iowa City

(Hot Springs, Arkansas)

Field, C. A, Cresco
(DeRidder, Louisiana) Capt, A.U.S.

Garred, J. L, Whiting
(San Francisco, Calif.) Lt, U.S.N.R.

Garred, W. P, Dow City
(San Francisco, Calif.) .Lt. (j.g.) ,

U.S.N.R.

Giles, Francis E, Cresco
(Fort Bragg, North Carolina) . .. A.U.S.

Godbey, M. E, Mt. Pleasant
(A.P.O. 862, New York City) . .

.

. . . .Capt. U.S.A.F.

Gottsch, John E, Shenandoah
(MacDill A.F.B, Tampa, Florida) Capt. U.S.A.F.

Gottsch, Joseph C, Shenandoah
(Randolph A.F.B, Texas) ..1st. Lt, U.S.A.F.

Haskell, J. G, Reinbeck
Hickman, D. M, Indianola

(Alexandria, Louisiana) . 1st Lt, U.S.A.F.

Isham, R. B, Osage U.S.N.R.

Iwen, G. W, Iowa City

Jenkins, H. F, Ogden
(Randolph A.F.B, Texas) U.S.A.F.

Johnson, A. A, Jr, Council Bluffs
(Fort Worth, Texas)

Johnson, M. H, Iowa City
(APO New York, N. Y.) Capt, A.U.S.

Johnson, W. A, Emmetsburg
(Corona, California) Lt, U.S.N.R.

Judiesch, K. J, Iowa City
(Ft. Sam Houston, Tex.)

Kenney, B. E, Woodbine
(Raleigh, North Carolina) ..1st Lt, U.S.A.F.

Kruse, R. H, Conrad
(Pearl Harbor, T. H.) Lt, U.S.N.R.

Kuehn, W. G, Clarinda
(A.P.O. San Francisco, Calif.) .

.

Lt, U.S.N.R.
Kuehnle, G. R, Dubuque

(Baton Rouge, La.)
Kurth, R. J, Waterloo

(Minneapolis, Minn.) ...Capt, U.S.A.F.
Larson, Erling, Jr, Des Moines

(Indianapolis, Indiana) Lt, U.S.N.R.
Lawler, Matthew P., Des Moines

(Corona, California) U.S.N.
Leiter, E. R. K, Des Moines

(Bangor, Me.)
McMahon, A. E, Jr, Des Moines

(Omaha, Nebraska) U.S.N.R.
Martins, J. K, Waterloo

(Bayonne, N. J.) Lt, U.S.N.R.
Maxwell, J. R, Iowa City
(Camp Stoneman, California) .

.

. . . .1st. Lt, A.U.S.
Middleton, W. H, Central City

(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson

(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(Topeka, Kan.) 1st Lt., U.S.A.F.

Paul, R. E., Des Moines
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W, McGregor
(Ft. Sam Houston, Texas) A.U.S.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Puntenney, A. W, Boone
(Portsmouth, Va.) Lt., U.S.N.R.

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,

Seattle)

Saunders, R. J., Colfax
(APO San Francisco, Calif.) 1st. Lt., U.S.A.F.

Schlichtemeier, E. O., Peterson
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.

Shuldberg, Arthur, Des Moines
(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.

Sinton, D. W, Iowa City
(Colorado Springs, Colorado) A.U.S.

Smith, C. B., Iowa City
(Bowling Green, Ky.) Capt., A.U.S.

Sphonheimer, L. N., Donnellson
(Mountain Home AFB, Idaho) ....1st Lt., U.S.A.F.

Stivers, T. W., Des Moines
(Hutchinson, Kansas) Lt. (jg) U.S.N.R.

Sugioka, Kenneth, Iowa City
(Long Island, N. Y.) A.U.S.

Theilen, E. O., Iowa City
(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Troxel, J. F., Cedar Rapids
(APO New York, N. Y.) 1st Lt., A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt, U.S.N.R.

Voorhees, P. H, Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M„ Boone
(Gunter AFB, Ala.) 1st Lt, U.S.A.F.

Walker, J. R, Waterloo
(Bethesda, Maryland) Lt, U.S.N.R.

Walston, J. H, Graettinger
(Lackland A.F.B, Texas) 1st Lt, U.S.A.F.

Westly, J. S, Mason City
(F.P.O, New York City) Lt, U.S.N.R.

Wilkins, D. S, Iowa City
(APO San Francisco, Calif.) Capt, A.U.S.

Wilson, Robert G, Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte, H. J, Marathon
(San Francisco, Calif.) Lt. Col, A.U.S.

Young, R. A, Clarion
(Ft. Sam Houston, Tex.) Capt, A.U.S.

Zeilenga, R. H, Orange City
(Madison, Wise.) 1st. Lt, U.S.A.F.

Zoekler, Samuel J, Des Moines
(7071 A.U.S. Hospital, Ft. Belvoir,

Virginia) Capt, A.U.S.
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in arthritis

and allied disorders

Its therapeutic effectiveness substantiated by more than fifty

published reports, Butazolidin has recently received

the Seal of Acceptance of the Council on Pharmacy and Chemistry

of the American Medical Association.

In the treatment of arthritis Butazolidin produces prompt relief

of pain. In many instances relief of pain is accompanied

by diminution of swelling, resolution of inflammation and increased

freedom and range of motion of the affected joints.

Butazolidin is indicated in:

Gouty Arthritis Rheumatoid Arthritis

Psoriatic Arthritis Rheumatoid Spondylitis

Painful Shoulder (including peritendinitis, capsulitis, bursitis, and acute arthritis)

Since Butazolidin is a potent agent, patients for therapy should

be selected with care; dosage should be judiciously controlled;

and the patient should be regularly observed so that treatment may be

discontinued at the first sign of toxic reaction.

Physicians unfamiliar with the use of Butazolidin are urged to send

for complete descriptive literature before employing it.

Butazolidin® (brand of phenylbutazone), coated tablets of 100 mg.

GEIGY PHARMACEUTICALS
Division of Ceigy Chemical Corporation

220 Church Street, New York 13, N. Y.

In Canada: Ceigy Pharmaceuticals, Montreal seo
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It is only proper for the retiring president of this

Society to acknowledge his debt to the many people

who have contributed their efforts and ability dur-

ing his term of office, and I wish to make that

acknowledgement as the first portion of these re-

marks. In an organization such as the Iowa State

Medical Society has become, it is quite impossible

for a president to accomplish, in person, those

things which he actually should do. He could

spend at least a part of each day in attending to

the affairs of the Society.

A recapitulation shows that during the past

year I have spent more than fifty days away from
Sioux City on Medical Society affairs, and some-
time during January, the first 500 sheets of official

letterheads had been used up in correspondence.

This is but another way of saying that the conduct
of the many affairs of the Society must be consid-

erably divided, as in fact they are. The Society

owes a debt of gratitude to the many doctors who
sat on various committees, to the Council, and to

the other officers. The office staff, none of whom
work on the familiar 40-hour-week plan, deserves

special mention. During most of this year I was
fortunate in having the help and advice of Dr.

Bernard, and to him, also, I want to acknowledge
my debt. I wish to thank all of these people col-

lectively for the work which they have done, and
particularly in relation to some of the statements
which I shall make later.

There is another introductory statement which
should be made. It would seem that at present we
are living in chaotic medical times. This is not
true so far as the care of the sick is concerned.
There can be no doubt that the morbidity and
mortality from illness is less in the United States,

and in Iowa, than ever before. Each year there is

statistical evidence to show better control of in-

fection, decreasing mortality from disease, and the
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development of an aging population. Obviously,

doctors are doing a better job for their patients

than at any time since civilization began. Why is

it, then, that there are so many problems which
bother and strain the doctor-patient relationship,

or the relationship between doctors themselves?
I am sure that the House of Delegates in its

meeting yesterday debated several problems in a

serious fashion. Medical societies have always
been concerned about ethics, about the hospital-

doctor relationship, about the problems posed by
the various cults, about medical education and
postgraduate education. In general they have
solved these problems as they have arisen. But
now the medical profession finds itself being at-

tacked by Congressional committees, by groups of

doctors organized for scientific purposes which
have conducted campaigns in lay magazines in

support of the thesis that patients should be sus-

picious of their doctors, particularly if they are

not members of that particular society. We even
find ourselves being attacked by an insurance
company which we, ourselves, helped to develop.
One wonders whether there may not be some
common cause or prime factors which doctors have
overlooked in the past from which these and other
problems have developed. I believe that there is

an answer to this question and that we have ig-

nored prime factors in the problem.
Prime factors are apt to be simple numbers,

and, indeed, the facts which we have overlooked
are really very simple. I believe that the common
denominator which we have overlooked is that

doctors have become too busy to control their

own destinies. This observation is not original with
me, since it has been expressed by Dr. McCor-
mick, the President of the American Medical As-
sociation, and by other men on down. Too often

doctors feel that by doing good work for their
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patients they are making the only contribution

necessary to protect Medicine from outside attack.

They believe their own positions secure because
presently their office is full of patients and they
are busy. They choose to ignore the organized ef-

forts being made to place the doctor in some sort

of secondary position. One could say this same
thing in different ways, but I am forced to con-

clude that the doctor himself must become active

in protecting himself.

The first prime factor in our various problems
has been the development of lay personnel to

carry on those things which the doctor, himself,

should have been doing. Too often, as the lay per-

son has developed in his position, he has taken
over from the doctor the determination of policies

which affect only the doctor and his patient.

If one can accept the idea that a prime factor

of the present chaos in medicine is caused by the

development of lay personnel who are attempting

to determine medical policies, then there is an-

other qualifying paragraph which should be in-

cluded. I wish to make it plain that we in the Iowa
State Medical Society are very fortunate in the

lay people who are concerned with the activities

of our Society. Whether you have noticed it or

not, through the years your Society has developed
lay personnel who have acquired the medical
viewpoint as they have gradually attained their

positions, and therefore I must make it plain that

I am not referring to them or to their type of

person.

One can explore another prime factor. I am re-

ferring to the type of individual who has become
overly interested in the doctor-patient relation-

ship. I call them “the builders.” This individual

may be a politician; he may be a well-meaning
individual with a sympathy for the sick who has
become interested in some organization or another
which overemphasizes the medical care of a cer-

tain disease; he may be a social worker, who in an
endeavor to expand his own position, is not too

careful in his approach to the physician and his

relationship to the patient; or he may be a pro-

fessional reformer—-some of whom may even have
medical degrees. All of these people know that

they can most easily sell their programs if they in-

clude medical care, and they ignore the doctor

who is to give that medical care.

It would seem to me that there is something
that we can do to protect ourselves from these

outside influences. This answer is very simple.

It is the formation of a stronger and more active

organization within the framework which we al-

ready have. Every doctor must be active in his

local society and help it to be of service in the

improving of every sort of medical care. The State

Society must be active at its level, and the Amer-
ican Medical Association must actually do those

things which we expect it to do to protect the

interests of each of us. This thinking is based on
the idea that all of the many medical societies,

aside from those which were specifically men-

tioned, should be thought of only as splinter

groups within organized medicine. Splinter groups
may have appeals along scientific lines or even
political lines to their members alone, but they
should never place themselves in a position of try-

ing to dominate or speak for organized medicine.
If you consider this statement, I think you can
see that a great deal of the chaos of our present
situation has been developed by individuals, or

splinter societies, who are not actually represent-

ing organized medicine. We must protect our-

selves against such groups.

This belief in the necessity and value of organ-
ized medicine is an old idea to all of you, but it

has raised two questions in my mind many times
in the past year. These questions are “What is the

function of a medical society and its officers?”

and second—“What is the obligation of the physi-

cian to his medical society?” I shall try to answer
these questions to you as I have answered them
to myself. As I am doing so, perhaps the answers
can be correlated with the weaknesses which I

have mentioned before.

In regard to the question relating to the activi-

ties of a medical society, its officers, and its rela-

tion to society in general, the one conclusion which
I have reached over and over again in thinking

about this problem is that in Medicine, with its

many facets, whether at the bedside, in the oper-

ating room, in the class room, in the research lab-

oratory, or even in medical organizations, the doc-

tor is the unit. By this I mean that in every in-

stance a single doctor with his qualifications of

training, judgment, ethics, curiosity, moral sense,

and so on, must eventually solve some given prob-

lem. If this is true, then each member of every
medical society is important. His opinions and
his judgments may eventually be those of the

entire group. The same may be said of ethics

or morals. They must start from the single per-

son. It would seem to me that doctors in general,

then, should be very jealous of their positions as

individuals in their communities, and this jealousy

and this right of self determination should extend
to the highest point of medical organization, what-
ever that may be.

At present one wonders if policies are not de-

veloped for the most part at the top and are ex-

tended downward, rather than started in the most
ordinary county medical society and then carried

through the chain of command to the officers of

the American Medical Association. It is proper

that an army should have a chain of command from
the general down to the lowest private, but, to me,
a democratic medical society should run in exactly

the opposite direction, namely, from the individual

doctor up through the organization to the top. It

would then follow, in my mind, that most policies

of organizations should be formulated and imple-

mented at the level on which they originally de-

velop. One of the criticisms of the New Deal, and
the reason for which many people feared it, was
the centralization of power and the rule by bu-
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reaucratic method rather than by law. One won-
ders if the very thing which most doctors voted

against in the last presidential election has not

been going on in the politics of our own medical

organizations. We must constantly watch for, and
protect ourselves against, any sort of centraliza-

tion of power, and we must be careful to avoid

the giving of power, or losing of power, to a cen-

tral organization when we ourselves might more
properly make our own decisions and carry them
through to their logical conclusions. It might even
be possible that we could reclaim some of the gen-

eral powers which we are losing or have lost. Only
the broadest policies should be determined by the

American Medical Association, and it would seem
to me that the national organization might well

withdraw from the consideration of problems in

which state societies or even geographic groups
differ from one another. Rules laid down on a

national level must be extremely flexible, rather

than rigid, and at this level only the broadest

criteria, such as the general welfare of patients

or of doctors, should be observed. These policies

should always allow for state or even local inter-

pretation. Obviously what might be applicable

to an Eastern urban center might not have any
appeal or reason in the Middle West. We know
that in the East doctoi’s feel that we are provincial,

while we, in this area, feel that medically we are

quite as capable as any other group. This same
local pride must be present in other areas over

the entire country.

I believe the same sort of reasoning must pre-

vail in the state medical organization. The State

Society should make general rules, but these must
be flexible and must allow for local interpreta-

tion. Any rule or plan which is concerned largely

with an individual doctor and his individual prac-

tice should be worked out on a local level by a

doctor and his medical peers. Courts of law recog-

nize this principle in malpractice suits, since the

general rule is that a man’s procedures are judged
largely by local standards. It is only when the

problem is of general interest to the doctors of an
entire state that the State Society should recog-

nize and attempt to solve the problem. The State

Society must be able to protect itself from attack
at a local level, but, if possible, it should use the

local organization for that protection. It follows,

then, that the local county medical society is most
important, and it should be allowed to stand alone
as much as possible. Likewise, if my belief in the
individual doctor is correct, it should follow that

he must be willing to assume his responsibility

locally and to the organized medical societies in

general. Actually and in fact, the majority of doc-

tors do this very thing.

In the Iowa State Medical Society, activity on
the various committeees has proved to be the

answer to this problem. There are more and more
medical men spending more and more time at-

tempting to solve medical and medical-social prob-

lems by working through the State Society. Dur-

ing the past year, there has not been a single

doctor called upon to do work who has failed to

signify his willingness to cooperate. There has been
some criticism because the same men have con-

tinued to work on committees or to serve as of-

ficers over a period of time, but the answer is

that a doctor becomes interested in a certain prob-

lem and so becomes willing and anxious to con-

tinue his work. The results are possibly more val-

uable because of his experience. In the appointing

of committees, I do not believe that anyone has

been purposely ignored. If certain areas or indi-

viduals have been passed by, it is largely because

their abilities have not been recognized by the

officers. It is true that a certain stability in the

organization results when men work for more
than one year on a certain committee, and the

Society benefits in still other ways from the con-

tinuing efforts of these men. Since the officers of

the Society are looking for men who are willing

and anxious to work, they won’t lose much time

in finding jobs for those who wish them.

One of the great problems of the State Society

is to keep the individual doctor informed of the

policies and activities of the state group. Efforts

have been made to include as large an amount of

material as there is space for in the state Jour-

nal, and doctors have been urged to read it. The
same can also be said for the journal of the Amer-
ican medical association, which each week has
departments of medical-political interest. We have
tried direct mailing to doctors. During the past

year the Society has attempted to poll our group
by questionnaires. This is certainly democracy
in our Society. However, it seems that only about
a third of the doctors are willing to take the time

to consider the questions and mail their answers
to the State Society. One of the most heartening

results of this questionnaire method has been the

general agreement of most doctors on a given
question. It would seem that most of us have
about the same critical and emotional reactions.

On a recent television program the editor of

the new YORK TIMES, Mr. A. H. Sulzberger, was
asked to define the duty and province of a free

press in a democracy. He replied, “The free press

is something which is written into the Constitution

of our land and which most of our people under-
stand the importance of. The chief problem ... is

to take the free press and mold it into a responsi-

ble press. By a responsible press I mean one which
gives the news objectively, presents all sides with-

out regard to any party, sect or interest, and
which, no matter what our editorial opinion may
be, admits that its news columns lie in the public

domain. The problems . . . are great because, in

my judgment, democracy can only preserve itself

if the people of the democracy are well and truly

informed. That ... is the chief responsibility of

all of the many persons helping to get out the

NEW YORK TIMES.”

One can paraphrase Mr. Sulzberger’s statement
by saying that the responsibility of a medical soci-



194 Journal of Iowa State Medical Society May, 1954

ety, if democratic, is to inform its members, and
then to reflect and activate their thinking. The
officers should attempt only to interpret and im-

plement the wishes and desires of the members,
but must not initiate the thinking for the members
of the organization.

One hears, over and over again, that the Amer-
ican Medical Association is democratic in its or-

ganization and workings. One wonders if this is

true, and perhaps you wonder whether the State

Society organization, itself, is democratic. I can
speak only from my own experience with the lat-

ter group, and in doing so, perhaps I can bring

some of my own philosophy of the organization

to you.

I believe the opinion of every member of this

organization is important and worthwhile. I be-

lieve he should be willing to express this opinion.

Ideas, plans, and even policy may have .their be-

ginnings in the thinking of one man, but without
action by the group, these benefits may be lost.

I believe the majority should rule in this organiza-
tion. There can be but few questions on which all

would agree, but in a democrary we have learned
that there is a rule by majority. I believe that

the State Society cannot possibly function as an
integrated unit unless the county societies are
functioning and are active. State Society officers

must be developed from county society officers.

There is no West Point for development of med-
ical society officers. I believe that the American
Medical Association, itself, if it is democratic in

form, must be sensitive to the wishes and desires

of any state society, just as the State Society is

sensitive to the county society below it. I believe

that the officers on any level of medical society

organization should not, and cannot, make rules

which the majority of the individual members on

that level cannot agree upon. I believe that Med-
icine can go ahead if each of us will make his own
contribution.

President Elect's Address
GERALD V. CAUGHLAN, M.D.

COUNCIL BLUFFS

A president-elect is chosen so that for a year he
may prepare himself to assume the presidency

with a good working knowledge of the operations

of the Society, with an acquaintance with all the

officers and committee members, and a general

idea of the aims and interests of the Society, so

that during his year in office as president he may
effectively lead his Society forward to higher

levels.

As the president-elect of the Iowa State Med-
ical Society, I have conscientiously striven to pre-

pare myself for the presidency. But as my term
approaches I feel inadequate to meet the many
challenges that are presented. I shall endeavor to

enumerate these, to outline my views, and in a

few cases to propose solutions to some of the

problems that are before us.

The first one has to do with the separation of

the professional services from the hospitals and
placing those services in the hands of practicing

physicians. Recently, at the request of the Iowa
Board of Medical Examiners, the Attorney Gen-
eral rendered an opinion that hospitals are cor-

porations and cannot practice medicine. In the

same opinion he stated that for a physician to

divide fees in any way, without the knowledge and
consent of the patient or his guardian, constitutes

unprofessional conduct, and a physician continu-

ing to do so after the rendition of that opinion

places his professional license in jeopardy. For
these reasons, it becomes necessary for radiol-

ogists, pathologists, anesthesiologists and physio-

therapists to enter into the practice of medicine in

these specialties on a fee basis and to perform their

services in the hospital by renting the facilities and
equipment in the hospitals so that this practice

may be carried out. The Iowa State Medical So-

ciety must now take a stand insisting that the

above-named changes be effected as soon as pos-

sible.

Another problem presenting itself is that of

the osteopath. Again an opinion of the Attorney
General is responsible for the consideration of the

osteopathic problem in Iowa, for he has ruled

that these osteopaths are legally eligible to prac-

tice in county hospitals in Iowa and no Board of

Trustees of a county hospital can bar them from
the use of hospital facilities for their patients. As
everyone knows, there has been a committee on
osteopaths in operation for two years in the Amer-
ican Medical Association, and a report was
made at the American Medical Association meet-
ing in June, 1953. No action was taken at that

time, although the Reference Committee which
considered the problem brought in majority and
minority reports. The latter favored immediate
action in recognizing the osteopaths, but the ma-
jority report prevailed, and action was deferred.

In our state a very good committee headed by Dr,

John Conner, of Nevada, has worked hard and,

among other activities, has circularized the profes-

sion in Iowa in an effort to secure the views of

individual physicians. Approximately one-third of

the questionnaires have been returned. The com-
mittee report and the poll opinions have been
reported to the House of Delegates, and the re-
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suit of its deliberations will be available shortly.

Incidentally, during the past two years three

questionnaires have been submitted to the mem-
bership of the Iowa State Medical Society regard-

ing very important questions confronting the pro-

fession. To none of these has the response rep-

resented more than 40 per cent of the membership.

Why physicians—alert, educated men—fail to vote

on important questions is a mystery to everyone at

Iowa State Medical headquarters. I would be amiss

at this time if I did not chide the members for

their indifference and failed to urge strongly that

every member take a stand on the issues involved

so that the officers and committees may have the

benefit of his counsel. There is no question that

doctors generally are well posted on civic affairs,

on local affairs and on medical affairs, but their

interest is normally in the communities in which

they live, in their homes, in their families and in

their own practices. For that reason they fre-

quently neglect the work of organized medicine.

It is most important that every doctor take an

interest in organized medicine, that he promote
organized medicine, and that he give sincere,

active support to all the activities that promote
the practice of medicine and make for good pub-

lic relations, for we need good public relations.

There is no question that on many sides there is

evidence of forces which seek to destroy the

private practice of medicine and to bring all phy-

sicians under government control. That is some-

thing we want to avoid, and it is something that

doctors should combat by increasing the good
will of the public toward the medical profession.

Another thing that has a tendency to promote
socialized medicine is the Veterans’ Administration

care of non-service-connected disability cases.

Tremendous hospitals have been built up, and
there is a move on the part of veterans’ organiza-

tions to keep them filled. It is attractive to an ex-

service man to know that he can go to a hospital

and obtain all of the medical services he needs for

his illness at no cost to himself. However, he
must be made clearly aware of the fact that if he
does so he is accepting charity, that it is actually

a dole. As Dr. McCormick, president of the Amer-
ican Medical Association, has said, there is no
place in America for two classes of people. The
veteran and the non-veteran constitute the cit-

izenry of America, and they should go forward
shoulder to shoulder with the same rights and
the same privileges. Many of the doctors here are

ex-service men. I do not think that any of them
suppose they should get special favors from the

government because of the fact that they had an

opportunity to render patriotic service during

times of stress for the nation. Certainly every cit-

izen feels an obligation toward his government,

and many of the people who were not in service

would have been if they had been eligible for serv-

ice. For that reason the physicians should encour-

age the veterans’ organizations to see the necessity

of maintaining the economy of the country, and

they should do this by joining the veterans’ or-

ganizations and attempting to influence the thought

of veterans generally, so that the taxpayers of

the country will not have to pay a tremendous

cost for the care of the non-service-connected

cases in the hospitals.

Next, let me speak for a moment of charges

that have been made regarding unethical prac-

tices. At times the medical profession is accused

of fee-splitting, unnecessary surgery and ghost

surgery. Such practices make headlines in the

newspapers, and frequently they are repeated in

magazine articles, such as appeared recently in

collier’s and the Saturday evening post. One in-

dividual specifically mentioned Iowa as being a

party to such misdeeds. I believe the great major-

ity of Iowa physicians are honest and conscien-

tious citizens. I believe that they treat their pa-

tients fairly and that they practice the Golden
Rule. I would like to see Iowa physicians take a

place in the vanguard of American medicine by

being the first state group to go on record as

agreeing to stamp out all irregular practices by

throwing their books open to inspection at any

time, so that certified public accountants can

make certain that they are not engaged in any
illegal fee-splitting. I think also that the hospitals

in the state should be able to certify that the men
who do surgery in their hospitals do not do ghost

surgery or unnecessary surgery.

Nineteen hundred fifty-five will be a legislative

year. There undoubtedly will be many legislative

problems which we will have to face. How we
meet them will depend upon our Legislative Com-
mittee, headed by Dr. Coleman. His committee

will be supported of course by the Board of

Trustees and by the officers of the Iowa State

Medical Society, and if necessity arises at any
time for support of the Iowa State Medical Soci-

ety as a whole, a special meeting will be called

of the Executive Council, or if the matter seems
important enough, the House of Delegates as a

whole will be convened.
I want especially, at this time, to speak of the

marvelous organizational work done by Dr. R. D.

Bernard during his three-year period as General
Manager of the Iowa State Medical Society. He
was most effective in reorganizing the Council and

making it active, and his work with the various

committees was outstanding. It was indeed a per-

sonal loss to me when he decided to retire at the

end of 1953. I also want to pay tribute to all of

the officers of the Society, particularly to the

Board of Trustees, for they are tireless in working

for the good of Iowa medicine. Dr. Ben Whitaker

was an outstanding president, and the retiring

president, Dr. Larimer, has been an able successor.

In conclusion I want to say that I will do every-

thing that I can to give a good administration to

the Iowa State Medical Society. We have a very

efficient staff at headquarters, headed by Don
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Taylor and Mary McCord, and I believe that we
shall have a good year. I shall be loyal to the
Society and its members, and I shall ask and
expect the loyalty of the members in doing every-

thing possible to promote medicine in the State
of Iowa and to give to the people of Iowa the
care which a fine medical profession alone can
give.

Dislocation of the Shoulder Joint and
Infracture of the Humeral Head

ROBERT W. NEWMAN, M.D.*

IOWA CITY

It is not at all surprising that Hippocrates should
have included dislocation of the shoulde'r among
the subjects about which he wrote, 1 for in his

day, as now, it undoubtedly constituted the most
frequent dislocation. Statistics available in our
present era of medicine assign to scapulo-humeral
dislocations a frequency of between 40 to 60 per
cent of all dislocations combined. Accurate statis-

tical information relative to the incidence of

shoulder joint dislocation is not available, chiefly

because of the fact that a large proportion of

these dislocations are seen and reduced under
circumstances which render them inaccessible to

statistical survey. Ordinarily the dislocation is re-

duced either immediately and on the spot by the

athletic medical attendant or trainer, or shortly

thereafter in the doctor’s office, and the case, so

far as records for statistical analysis is concerned,

is lost sight of. Should the dislocation not yield

to simple manipulative measures, or should it be
associated with certain complications, the case

may then appear at a clinic or hospital and be
entered on the records which serve as a source

for statistical information. As is true of most
statistics pertaining to ailments, those relative to

shoulder dislocations differ greatly from clinic to

clinic, and from hospital to hospital. 2 ’ 3 ’
4

’ 5i 6 All

agree that it occurs more often than any other

dislocation, but there is an extremely wide di-

vergence of opinion regarding its frequency rel-

ative to age and sex and regarding the appearance
of complications. Published statistics concerning

complications are unreliable as indices of their fre-

quency relative to the total number of disloca-

tions of this joint, if for no other reason than

that we have no accurate statistics of the incidence

of shoulder dislocation itself. Furthermore, initial

dislocations of the shoulder are occasionally ac-

companied by complications which are completely

overlooked, and of such complications, I feel quite

certain that infracture of the humeral head, or

“rim-fracture,” constitutes one of the most com-
mon.

* Professor of Orthopedic Surgery, College of Medicine,
State University of Iowa.

Historical: This complication, infracture or com-
pression fracture of the humeral head, has for

many years been associated with shoulder-joint

dislocation in medical literature. Nearly a hundred
years ago Fowler7 observed it in a number of

humeral heads collected from the various patho-

logical museums in London. Even before this,

Malgaingne8 had noted the lesion and suggested,

as was subsequently proved, that it represented

a depressed fracture oceuring at the time of the

initial dislocation. During this early period a num-
ber of reports dealing with this defect appeared
in the literature. These articles were based on
studies of humeral heads resected for treatment
of recurring dislocation of the shoulder joint. The
advent of x-rays provided a somewhat more de-

sirable method of detecting this infracture, and
reports of x-ray studies of this lesion began to

appear. It was soon found that even with the aid

of x-ray, the lesion might well be overlooked un-

less special techniques were employed. The
significant x-ray studies of this lesion by Schultz,9

in 1914, and by Pilz, 10 in 1925, failed to release

this condition from obscurity, so that it continued

to defy recognition. Though in 1929 Tavernier0

noted its presence in every case of recurring dis-

location seen by him, and in spite of the work
of Hill and Sachs,4 appearing in 1940, it has re-

mained in relative concealment.

Nature of Rim-fracture: This lesion is undoubt-
edly of great clinical significance, and those who
see and treat shoulder dislocations should be
familiar with it. It is a very frequent if not almost

constant occurrence in cases of recurrent disloca-

tion of the shoulder and in cases difficult of re-

duction and in unreduced dislocations. If it can

reliably be established that this lesion is an almost

constant accompaniment of recurring dislocation

of the shoulder, then it must be conceded that it

plays a role of greater or lesser importance in the

occurrence of this condition. The importance of

this role is difficult to assess, and it is undoubtedly

contingent upon several factors. Some author-

ities5 ’ 14> 12 ’ 13 consider it minor and think the

presence of the defect to be rare, or deny its oc-
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Fig. 1 Typical appearance of rim fracture of humeral
head. It is located on the postero-lateral aspect of the head
and encroaches upon the articular surface, rather than lat-

erally toward the tuberosity. The arm in neutral position.

currence. Others,0
’
14 - 15 ’ 16 ’ 17 ' 18 ’ 19 however, rec-

ognize it as a frequent and important condition

related to recurring dislocation of the shoulder.

This lesion is a wedge-shaped fracture depres-

sion on the postero-lateral aspect of the humeral
head. (Fig. 1) Its lateral margin is the medial

border of the greater tuberosity. Its medial mar-
gin extends varying distances on the articular

area of the head. Its long axis is roughly vertical,

i.e. parallel with the long axis of the humerus. Its

margins are usually sharp and walls steep. Usual-

ly it represents the shape of the anterior glenoid,

over which it is formed. (Fig. 2) Its size is sub-

ject to fairly wide variations, and this variability

is chiefly accommodated by the articular area, so

that the larger the defect the greater the articular

surface involved. (Fig. 3) With the patient under
anesthesia preparatory to operation for recurring

dislocation of the shoulder, this wedge-shaped de-

fect can be caused to engage the anterior glenoidal

rim, over which it snugly settles. Since this in-

fracture results from the forceful impression of

the anterior rim of the glenoid into the humeral
head, I choose to call it “rim-fracture.”

There is little reason to doubt that this lesion

results from trauma and represents an infracture

or a depression fracture of the humeral head, oc-

curring at the time of the initial dislocation of

the shoulder. Though its shape and size are sub-

ject to fairly wide variation, the manner in which
it is invariably produced makes its location con-

stant. It is always associated with anterior dis-

location of the head of the humerus, whether it

is the result of forces acting directly as, for ex-

ample, a blow over the shoulder—or forces operat-

ing indirectly through a combination of active

muscle forces and fulcrum and leverage action.

The exact mechanism of the production of the

rim-fracture is based on several different factors.

The general location of the defect on the postero-

lateral aspect of the humeral head is of course de-

termined by the fact that it is this particular

area of the humeral head which impinges or is

forced against the relatively sharp anterior glenoi-

dal rim, when the head of the humerus is in the

Fig. 2 Humeral head in position of anterior dislocation,
with rim fracture securely engaging anterior glenoidal rim.

position of anterior dislocation. The exact position

and shape of the defect is largely determined by
the detailed anatomy of the proximal end of the

humerus, and the anterior glenoidal area. The
size or extent of the defect is a direct reflection of

the magnitude of the forces acting.

X-ray Studies of Rim-fracture: If this lesion is

to be identified on the x-ray film, special views

are necessary. Routinely, we procure three views

in the AP projection, one with the arm in the

neutral or anatomic position, one with the arm
in full internal rotation and the third with it in

external rotation. It is usually best seen with the

humerus in the position of internal rotation. If it

is not visualized in any of these views, it may be

brought out with the arm in slightly more or

slightly less internal rotation, or by means of an
axial view. To obtain this view, the x-ray tube

is placed below the elbow and directed toward the

axilla, with the arm slightly abducted. The cas-

sette with film is placed over the shoulder.

X-rays of the other shoulder, particularly with

the arm in internal rotation, are frequently of

very considerable aid when used for comparison,

especially in detecting slight changes incident to

rim-fracture in the humeral head of the affected

shoulder. Its presence should always be suspected,

and it is usually signified by a flattening of the

normal, even, globular outline of the postero-

lateral aspect of the humeral head. This may be
a barely perceptible regular, straight margin, or

it may be a very obvious, wavy, irregular contour.

ACUTE ANTERIOR DISLOCATIONS

Traumatic dislocations of the shoulder are clas-

sified by different writers purely on the basis of

the position assumed by the displaced humeral
head with relation to the scapula. Of these dif-

ferent varieties we are now interested only in

the most common, that is the anterior type, which
constitutes upwards of 95 per cent of all shoulder
dislocations. Furthermore, for the purposes of the

subject of this paper, we do not consider any of

the dislocations associated with fractures other

than this specific and particular infracture of the
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humeral head. It is recognized that anterior dis-

locations are further subdivided into different

kinds, but these variations merely reflect dif-

ferences in the mechanism of the production of

the displacement of the humeral head from the

glenoid at the instant it occurred. They are largely

determined by the position of the arm, i.e., the

exact location of the humeral head in relation

to the glenoid at the time the dislocating forces

become operative. The location of the dislocated

humeral head when first seen by the medical at-

tendant is, with rare exception, subcoracoid; the

humeral head lies anterior to the glenoid margin,

just below the coracoid process. It may appear

as a subluxation, with the head riding upon the

anterior glenoidal rim, the greater tuberosity

laterally or in the intra-articular glenoidal area,

and the articular area of the head directed medial-

ly toward the scapular neck region. But regard-

less of the location of the humeral head on the

anterior glenoidal region, its position relative to

any point on the anterior edge is always approx-

imately the same, and because of certain anatom-

ical details of the anterior glenoidal rim and the

upper end of the humerus, the humeral head

tends to lock in this position^ The location and

shape of the rim-fracture is thus invariably pre-

determined. Immediately as the dislocation occurs,

stresses of considerable magnitude are brought to

bear upon the displaced head and the anterior

glenoid, stresses which result from the action of

forces in combination with or entirely independent

of the original dislocating force. It is the mag-
nitude of these forces which determines the size of

the defect.

Whatever the mechanism productive of the

ordinary uncomplicated anterior dislocation, the

humeral head finally takes the same general loca-

tion and position. My experience indicates that

anterior dislocation most commonly occurs when
strong forces suddenly act on the internally ro-

tated upper extremity, which is initially in a

position roughly midway between flexion or for-

ward elevation, and abduction or lateral eleva-

tion, the elevation being in the neighborhood of

70° to 90°. The arm, in internal rotation, imme-
diately gives way to external rotation during the

operation of the dislocating forces, and the head
assumes a position of anterior displacement as

the “pivotal position”20 is approached. Whether
the dislocating force develops from the moving
body’s suddenly meeting resistance via the out-

stretched arm, or whether it operates through sud-

den, forceful impact or pressure being brought

to bear upon the stationary body, is of no material

significance in this study. The results are the

same.

SIGNIFICANT ANATOMIC FEATURES OF THE

SCAPULO-HUMERAL JOINT

It is well that we briefly consider and attempt

to visualize what happens as the humeral head

suddenly slides into a position of anterior disloca-

tion. But first let us survey the scapulo-humeral

Fig. 3. Rim-fracture in humeral heads resected for old unreduced and irreducible dislocations of the shoulder. The humeral
shafts, cadaver specimens, have been added to facilitate orientation. A. Fresh specimen. B. Preserved specimen.
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Fig. 4 Observe the disporportion between the glenoid fossa
and the humeral head as represented by circles described
by the radii of the arcs of their articular surfaces.

joint, noting certain relevant anatomic features.

The glenoid is oval, the ratio of longitudinal axis

to the transverse being 3.5 to 2.5. Its fossa is very

shallow, and it is represented by an arc having

a radius about twice as large as that of the

humeral head. (Fig. 4) The angular value—i.e.,

the magnitude of the arc of the articulating sur-

face of the glenoid in a horizontal direction—is

about 50°, whereas the articulating area of the

humeral head, which forms nearly half of a

sphere, has an angular value of nearly 150°. (Fig.

5) This disproportion between the angular values

of the humeral head and glenoid has considerable

functional significance, for its makes possible an

extremely wide range of motion in the scapulo-

humeral joint, by virtue of the fact that the gle-

noid engages no more than about one fourth of

the articular area of the humeral head.

If the requirements for the wide, free range

of motion in the shoulder are to be adequately

satisfied, not only the osseous components of this

most interesting and unique joint, but the sup-

porting and controlling soft-tissue constituents as

well, must be constructed in accordance with these

demands. This essential requirement has been

most adequately satisfied. In fact, so efficiently

and well do the soft-tissues structures about this

joint subserve this functional necessity that it is

really remarkable how a joint which is so lax,

elastic and free-swinging is at the same time so

powerful and so well coordinated and controlled.

However, these very anatomic features which
serve so efficiently in this most essential element

of function—that of free, universal motion of

large amplitude—play a most important part in

the pathomechanics of shoulder-joint dislocation.

The shallow, almost flat fossa of the glenoid is

totally devoid of the rigid buttresses against dis-

placement which characterize the deep socket of

such an articulation as the hip joint. And, further-

more, the scapulo-humeral articulation has re-

markably frail and very lax supporting ligaments.

(Fig. 6) This joint is dependent for its integrity

almost entirely upon its surrounding muscles.

The most important of these are the so-called

shoulder-cuff muscles—the supraspinatus, the in-

fraspinatus, the teres minor and the large, power-

ful subscapularis. Their tendons of insertion in-

timately blend with each other to become in-

serted into the lesser and greater tuberosities,

forming almost a complete hood over this joint.

These myo-tendinous structures may well be

thought of as “activated ligaments” upon which

the anatomic integrity of the joint largely de-

Fig. 5. Observe the relative size of the articular areas of the humeral head and glenoid. Note that with arm in neutral posi-
tion there is only 120° of articular area available for external rotation. Tne presence of a rim-fracture will significantly re-
duce this area, and thus enhance the likelihood of recurring dislocations.
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Fig. 6-A Artist’s drawing of the capsule of the shoulder
joint, with all cuff muscles stripped.

pends. These are the myoguards of the shoulder

joint.

ANATOMIC, PHYSIOLOGIC AND PATHOLOGIC FEATURES

We might now direct our attention to several

pertinent anatomic and physiologic features of the

scapulo-humeral articulation as they affect or are

affected by anterior dislocations of the joint. Since

the integrity of this articulation is largely de-

pendent upon the supporting and controlling mus-
cles, a force applied in the proper direction—e.g.,

against the abducted and externally rotated arm
—with sufficient suddenness to catch the protect-

ing muscles off-guard might very easily cause the

humeral head to slide and rotate through an ab-

normal range of motion. The magnitude of this

range, from the utmost limit of normal to that

where dislocation may occur, is really remarkably
small. It is represented, as has already been
pointed out, by an area constituting but about
one-fourth of the articular surface of the humeral
head. (Figs. 5 and 7) Once the motion of the

humeral head has exceeded this small area, the

postero-lateral region of the humeral head at the

site of a normal anatomic groove or depression

of varying depths which sets off the greater tu-

berosity from the articulating area of the head of

the humerus (the so-called anatomic neck) will

engage the anterior rim of the glenoid. (Fig. 8)

If the dislocating force is very great, then the

proximal end of the humerus will be further dis-

placed forward on the anterior scapular neck. In

this event, the greater tuberosity may be broken
off, either as the result of a direct shearing action

of the glenoid, or as a result of combination of

this and the avulsive effect of the spinati muscles

which tenaciously hold to their bony attachment

during the operation of a combination of direct

pulsive and indirect leverage and traction forces.

Fig. 6-B Artist’s drawing of anterior capsule, the sub-
scapularis having been dissected free. Note the frailty and
paper-thinness of this structure.

If the dislocating force is just sufficient to engage
the anatomic neck over the glenoidal rim, and
just short of that necessary to fracture off the

x

Fig. 7 Relation of head of humerus to glenoid, arm in

neutral position: A. Viewed from above downward. ' B.

Viewed from in front.
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A.

B.

Fig. 8 A. Relation of head of humerus to glenoid, arm
in external rotation, showing the very small area re-
maining before anterior dislocation occurs. B. Humeral
head in position of anterior dislocation, anterior glenoidal
rim engaging anatomic neck.

Pen note

P.orjlleti

Fibered

Fig. 9 Parallel and pennate fibered muscles. Note the
relatively greater number of muscle fibers available for
contraction in the pennate type.

greater tuberosity, one of several things may hap-

pen. If there is only the minimal dislocating force,

the simple, relatively uncomplicated anterior dis-

location will most likely result, and it may either

reduce spontaneously or yield readily to proper

manipulative replacement maneuvers. This rep-

resents the type of anterior shoulder dislocation

commonly seen, and it is seldom followed by re-

curring dislocations or other complications. A
somewhat greater force will very likely drive the

relatively sharp anterior rim of the glenoid into

the vulnerable anatomic neck, fracturing the thin

cortical layer and sinking into the readily yield-

ing cancellous bone. The infracture, as already

pointed out, may be very small, represented by
a barely preceptible depression, or it may be of

such magnitude as to involve a substantial por-

tion of the articulating area of the humeral head.

Just as soon as the dislocating head slides into

the position of luxation, the natural and invariable

protective mechanisms of reflex muscle spasm or

contraction spring into action. There is contraction

of all the shoulder girdle muscles—the thoraco-

scapular, thoraco-humeral, and scapulo-humeral

muscles. Those most intimately concerned are the

powerful shoulder-cuff muscles—the supraspina-

tus, the infraspinatus, the teres minor, and the

subscapularis. This last-named muscle, the sub-

scapularis, is one of particular interest and im-

portance in this connection. It is a very large mus-
cle, having an average cross-sectional area some-
what greater than that of the other three cuff

muscles combined, 24, 25 and it is capable of de-

veloping considerably more force than these other

three cuff muscles, not only by virtue of its great-

er size, but because of the arrangement of its

muscle fibers. The subscapularis is a multipennate

muscle; i.e., its component fibers gain origin from
tendinous septa arising from several oblique bony
ridges on the scapula, as well as directly from
the intervening bone, and are directed obliquely

from these septa like “barbs on the quill of a

feather.” (Fig. 9) The muscle fibers which arise

from the sides of these septa converge partly to

the tendon of insertion which extends into their

substance and partly to other tendinous septa

which pass upward from the humerus to receive

them.

Contrary to common conception, and except

for reflex contraction induced by the local tissue

damage, the supraspinatus, infraspinatus and teres

minor are not necessarily put under very great

tension when anterior dislocation takes place.

This is accounted for by the fact that, as the

anterior dislocation occurs, the position of the

humerus is that of abduction and external rota-
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tion, which position relieves the tension and re-

laxes these three muscles by approximating the

insertions to the origins. The displaced position of

the humeral head only slightly compensates for

this lax state, taking up but a fraction of the slack

provided by the external rotation abduction posi-

tion of the humerus. On the other hand, the sites

of origin and insertion of the subscapularis behave
in a different manner. (Fig. 10) There is a diver-

gence of the humeral insertion and the scapular

origin, which serves to put the subscapularis

under increased tension. This situation is ideally

adapted to maintain the humeral head in the dis-

placed position. First, by virtue of the fact that

the fibers of subscapularis are in a near optimum
state for development of maximal contractile

force, the contraction must now be isometric;

second, the angle of application is now such that

the line of this force, or the pull of subscapularis,

will operate almost purely in the direction of

displacement.

DIAGNOSIS, PATHOLOGY AND TREATMENT

Diagnosis: Let us direct our attention briefly to

the more practical aspects of our subject. Diagno-

sis of anterior dislocation of the shoulder joint is

relatively simple. The patient leans to the affected

side with his arm internally rotated and his fore-

arm flexed, and lying across the upper abdomen
and supported in this position by his other hand.

And though this may not be apparent since rota-

tion of the scapula permits the arm to assume

an apparently normal anatomic position, the arm
is in abduction with relation to the scapula. The
normal rounded contour of the shoulder is re-

placed by a shallow hollow which causes the acro-

mion to appear unduly prominent. (Fig. 11) The
displaced head, forming an abnormal prominence
at the subcoracoid region, is readily palpable. The
length of the arm, as measured from acromion
to epicondyle, is increased. All movements in this

scapulo-humeral joint are painful and markedly
restricted.

X-ray examination is very essential, not only to

establish the diagnosis of dislocation, but to re-

veal complicating factors of the upper humerus,
which if present would change the mode of treat-

ment. Rim fracture of the humeral head should be

looked for. While its presence is not obvious or

readily apparent, especially with the humeral head
in the displaced position—rim-fracture engaging

anterior glenoidal rim—the presence of a con-

trasting, sharp, dense line traversing the postero-

lateral quadrant of the head, and/or irregularity

of contour with loss of architectural detail at this

site is diagnostic of this infracture.

Pathologic Changes: Intelligent management of

the case of shoulder-joint dislocation is predicated

not only upon a knowledge of the anatomy and

physiology of this joint, but upon an appreciation

of pathologic changes occurring at the time of

the acute dislocation. It is of the utmost impor-

tance that full and due regard be given to the

likely pathologic soft-tissue alterations. The extent

A. B.

Subscapularis Supraspinatus

c.

Fig. 10. Drawing of transverse section through shoulder joint, showing the relation of the humeral to the scapular at-

tachments of supraspinatus and subscapularis. the humerus in the position of A. Neutral, B. Simple anterior dislocation, U.

Anterior dislocation and rim-fracture. Note the relative laxity of supraspinatus.
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and type of bone and soft-tissue damage will vary

with the magnitude and direction of the dislocat-

ing force. Until recently we have had access to

extremely fragmentary information relative to the

pathologic events occuring in fresh shoulder dis-

locations. DePalma 5 recently surgically explored

18 shoulders with fresh anterior dislocations. His

observations are very enlightening and of great

practical worth. The ages of the patients ranged

from 18 to 64 years. With the exception of a minor
fracture of the anterior rim of the glenoid in

one case, injury was entirely limited to the soft

tissues. This ranged from extensive rupture of

the shoulder cuff, with the humeral head out-

side of the capsular structures in six cases, to

stretching and fine superficial tearing of the an-

terior capsular tissues in three-fourths of the re-

maining 12 cases, in which the displaced humeral
head remained intracapsular. The more severe in-

juries occurred in the older patients. His most
significant observation is that in all 12 of the

intracapsular dislocations the capsule over the

neck of the scapula was intact and the head lay in

the subscapular recess. He states: “Because of

the laxity of the capsule and the gleno-humeral
ligaments, one can apprehend how the boundaries

of the above recesses can stretch or tear readily,

if necessary, to admit the humeral head.” This

observation would seem further to establish the

fact of the incompetence and insufficiency of the

capsule and ligaments of the gleno-humeral joint

in preventing anterior dislocation. It also tends to

indicate the futility of surgical attempts to mo-
bilize and employ this capsular structure by
artificially fixing it to the anterior glenoidal rim,

as a buttress against recurring dislocation of the

shoulder.

Nicola, 26 in a similar study of 27 cases, presents

his findings in very great brevity. He found
tearing of the inferior capsule from the humerus
in 5 of the 27 cases of fresh dislocations which
he surgically explored. The remaining 22 cases

revealed tearing of the capsule from the neck of

the scapula. He made no mention of bony in-

jury.

Treatment: For effective and atraumatic han-
dling of a fresh anterior dislocation of the shoulder
joint, it is important that, insofar as possible, the

attending physician should know how the disloca-

tion occurred and whether it was associated with
minor or major violence. He should also consider
the age of the patient, for this item has very con-
siderable importance in determining treatment
and prognosis. Those dislocations occurring in

patients in the older age group, 50 and beyond,

are much more likely to be complicated by ex-

tensive tissue damage because of attiritional and
degenerative changes invariably present in the

shoulders in this age group. Furthermore, these

individuals are prone to develop the painful, stiff-

Fig. 11 Anterior dislocation of humeral head. Note the ab-
normal depression below and prominence of the acromion.

shoulder syndrome following injury to this joint,

whereas those in the late teens and in their

twenties never develop it. On the other hand,

fresh dislocation in the former group is almost

never followed by recurring dislocation. With rare

exception, it is only in the younger age groups
in which we see this complication.

When one undertakes to treat a fresh scapulo-

humeral dislocation, it is well to bear in mind
that most such dislocations are simple and un-

associated with extensive tissue damage, and that

they should reduce with ease by employment of

the proper method of reduction. It is my feeling

that most fresh shoulder dislocations, and espe-

cially those seen in vigorous young athletes, in-

itially are maintained by virtue of intense muscle
spasm or contractions. Quite frequently when this

involuntary muscle contraction has been relieved,

the shoulder will reduce spontaneously. Later,

indeed very shortly, the adjacent muscles and
other contiguous soft tissue and capsular struc-

tures become markedly swollen and inelastic as

the result of traumatic inflammatory reaction, and
the dislocation becomes more securely fixed and
more difficult of reduction. The fresh dislocation,

relieved of muscle spasm, which does not yield

to the first gentle attempt at reduction by means
of simple, properly applied maneuvers, is un-

doubtedly complicated by some lesion that may be
neither clinically nor radiographically apparent.

Major fractures having been eliminated, this

impediment to reduction may consist of extensive

soft tissue damage, such as massive avulsion of

the shoulder cuff with curtain-like interposition

of this torn structure between glenoid and hu-

meral head, and/or posterior displacement of

the long head of the biceps tendon over the head
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and over the greater tuberosity. These are com-
plications of a major nature, and an open operation

is usually necessary not only to accomplish re-

duction but to repair the extensively damaged
structures.

These extensive soft-tissue injuries have been
observed in fresh dislocations by Drs. DePalma
and Nicola and by others who have explored
shoulders for some persisting functional impair-

ment sometime after the acute or initial disloca-

tion. Though neither Dr. DePalma nor Dr. Nicola

observed rim-fracture in any of the cases of

fresh dislocation they explored, I feel that this

lesion frequently plays a very important role in

preventing reduction in those shoulder-joint dis-

locations which resist appropriate restitutional

endeavors. If the infracture is fairly large and its

presence is not known or even thought of, re-

duction maneuvers which are frequently employed
may well tend more securely to lock the rim
fracture over the glenoidal rim. In the past sev-

eral years, we have surgically treated some ten

cases of old, unreduced dislocations of the shoul-

der, in three of which it was necessary to resect

the humeral heads. All ten cases displayed the

rim-fracture, and this defect in the humeral head
was observed securely to engage the anterior

glenoidal rim. In six other such cases in which, for

one reason or another, surgical treatment was not

carried out, it could be indisputably demonstrated
in the roentgenograms that the anteior glenoidal

rim was ensconced in a rim-fracture in the dis-

placed humeral head. One case that we saw re-

cently is a medical rarity indeed: a chronic, un-

reduced posterior dislocation of the shoulder joint.

The head of the humerus was locked in the posi-

tion of posterior dislocation, a large rim-fracture

fixedly engaging the glenoidal rim. But in this

instance, the rim-fracture appeared on the an-

terior region of the head and engaged the posterior

rim of glenoid! It is my feeling that if the presence

of this defect had it been recognized and proper
reduction maneuvers employed, closed reduction

of the fresh dislocation could have been accom-
plished in that case as well as in all of the rest

of these cases. As previously indicated, I feel

that this rim-fracture is present in almost all cases

of recurring dislocations of the shoulder, and that

it plays an important role in causing this con-

dition. In somewhat over 80 cases which we have
treated by operation, it has been present in all

but one in whom it was looked for.

Complete muscular relaxation should be ob-

tained when reduction is attempted. Without it,

greater force is necessary, and the likelihood of

inflicting additional damage is great. The desir-

able state of relaxation can be achieved only by
general anesthesia, but if its use will involve

long delay in carrying out the reduction, or if

its immediate use will involve grave risks attend-

ant upon inexpertly administered anesthesia and
inaccessibility to essential facilities for meeting

the very real hazards associated with administra-

tion of general anesthesia in improperly prepared
patients, I feel that replacement of the humerus
should be attempted without it, especially in the

young individual in whom careful examination

fails to disclose evidence of complicating injuries.

The pain should be obtunded by morphine; this

will partially relieve the muscle spasm. Once the

muscle spasm has been allayed, reduction is ac-

complished by constant, even traction on the arm
in the position in which it lies. This traction may
be applied with the elbow flexed or extended,

the flexed position probably being preferable since

flexion slackens the transarticular tendon of the

long head of the biceps. This procedure alone will

accomplish reduction in most simple dislocations.

(Fig. 12-A) If the reduction is not accomplished

thus, and if muscular relaxation is complete, one

must then strongly suspect the presence of com-

plications. However, it is justifiable to proceed

Fig. 12 A. Reduction maneuvers; Traction is made in line with the long axis of the arm as it lies in the position of dislo

cation. Gentle inward and outward rotation may be added.
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further with the manipulative procedure. The
physician maintains traction with one hand, while

placing the other over the displaced humeral head
and exerting upward—forward—and outward
pressure, lifting, as it were, the luxated head from

its displaced position over the anterior glenoidal

rim and into the glenoid fossa. To this he may
add gentle rotary motions while carrying the pa-

tient’s arm into greater adduction. (Fig. 12-B) The
weight of the body in the supine position is usual-

ly adequate for counter traction. If it is insuf-

ficient, adequate counter traction may be obtained

by means of a band about the upper thorax. It

is of importance to fix the scapula as securely as

possible. In my experience, reduction in greatly

facilitated by so doing. An assistant can do this

manually by exerting pressure over this structure.

If this is not done, effective reduction maneuvers
are very materially compromised, especially in

those cases in whom complete muscular relaxa-

tion has been obtained by general anesthesia.

The scapula tends to swing freely with, and in

the direction of, each reduction maneuver.
The management of the case following reduc-

tion will differ for the different age groups. For
a patient of the younger group, the arm should

be immobilized at the side of his body in internal

rotation for not less than four weeks. His fore-

arm, flexed at the elbow and lying across his

chest, should be incorporated in the immobilizing

dressings in order to insure the maintenance of

internal rotation of the arm. At the end of this

period of immobilization active use of the arm
within the limits of pain is permitted, and pro-

gressive-resistance muscle exercises are instituted,

directed toward the development only of the ad-

ductors and internal rotators, especially the sub-

scapularis. They are continued until maximal de-

velopment of these muscles has been achieved.

This usually represents an increase in strength

over the normal predislocation strength, as deter-

mined by testing the other arm, of about 60 per

cent. This objective may be achieved in eight to

12 weeks.

In the older patients prolonged immobilization

should not be carried out. A sling to support the

arm and hold it in internal rotation is usually

adequate, but occasionally the arm may be bound
to the side for several days, especially when per-

sisting pain is prominent. Very soon gravity-free

motions of the arm should be begun. These should

be carried out within the limits of pain, and
should be continued until a good range of pain-

less motion is achieved. Progressive muscle ex-

ercises should be used as a supplement.

It is my considered opinion that the incidence of

recurring dislocations of the shoulder would be

very substantially reduced as the result of this

program of treatment. Of several hundred cases of

acute dislocation of the shoulder immobilized for

not less than four weeks after reduction, recently

reported,27 there has not been a single case of

recurring dislocation.

SUMMARY

Dislocation of the scapulo-humeral joint occurs

more frequently than all other dislocations com-
bined, and upwards of 95 percent of these are an-

terior dislocations. Elucidation of the factors

which make this joint so susceptible to luxations

is undertaken in an attempt to establish a founda-

tion for a rational and effective approach to the

management of shoulder-joint dislocations. Ac-
cordingly, certain pertinent anatomic, physiologic,

and functional features peculiar to this unique
joint are discussed.

Consideration is given to the role played by
rim-fracture, or infracture of the postero-lateral

aspect of the humeral head in shoulder joint dis-

locations. This fracture defect is an almost in-

variable accompanient of recurring dislocations of

the shoulder. The significance of its role in sim-

Fig. 12 B. Reduction maneuvers—Traction maintained the head may be lifted over anterior glenoidal rim, if adduction or
abduction is employed and the rotation is varied if necessary.
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pie, initial anterior dislocations, dislocations dif-

ficult of reduction, and in old unreduced disloca-

tions is stressed.

Brief attention is given to the treatment of acute

anterior dislocation, based on the information

above presented, and post-reduction care is dis-

cussed, and the importance of progressive-resist-

ance muscle exercises is particularly stressed.
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Nebraska Holds Third

The Nebraska State Medical Association has

just conducted the third in its annual series of

programs designed to orient seniors in the state’s

two schools of medicine to the private practices

that are open to them and to create a close asso-

ciation between them and organized medicine.

All senior medical students were guests of

the State Association at a one-day session held on
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BRITISH PATIENTS IMPATIENT

A practice like that of borrowing a neighbor’s

rifle to shoot his dog is becoming popular under
Great Britain’s socialized medicine.

Writing in the Chicago daily news, London cor-

respondent Ernie Hill says that under the British

Health Service program patients have now dis-

covered that they can sue the government if they

don’t get well. Furthermore, under the govern-
ment’s scheme for providing free legal aid, a sepa-

rate socialist institution, they can get the govern-

ment to furnish them a lawyer to handle their suit.

If they win, the government pays off. If they lose,

the court costs still have to be paid by the govern-

ment. “So have a go,” Hill says. “It’s all on the

welfare state.”

A rash of lawsuits against hospitals has broken
out under the National Health Service arrange-

ment. “Medical authorities,” he reports, “estimate

that approximately 200 such suits have been filed

during the last three years.”

"Senior Medical Day''

ical Organizations.” A motion picture, “Here’s

Health the American Way,” which depicts various

phases of medicine, was shown.
At the banquet, Dr. Bert Howard, assistant

secretary of the AMA, spoke on “The American
Medical Association, Your Colleague in Practicing

Medicine.” Later the presidents of the senior

classes in the two medical schools each made a

short response.

A large part of the program was directed toward
impressing upon these future doctors that they

will have duties and obligations throughout their

careers. They also were informed of the oppor-

tunities for medical practice that exist in Nebraska
and of the advantages of establishing themselves

in rural communities.



Duplication and Other Uncommon
Gastric Lesions

JOSEPH B. PRIESTLEY, M.D.

DES MOINES

Disease of the stomach has interested the sur-

geon for many years. The treatment of ulcer

shares with that of gastric carcinoma a prominent
position in medical literature. Consideration of

these two conditions has to a certain extent made
us less conscious of the many other less common
diseases affecting the stomach.

I thought that it might be worthwhile to

emphasize some of the more infrequent gastric

lesions because of the interesting diagnostic and
therapeutic considerations they afford, and also

to make us more constantly aware of their exist-

ence. To illustrate these points, I have chosen a

few cases upon whom I have operated since the

war.

DUPLICATION OF THE STOMACH

In January, 1947, B. H., a girl aged 9 years, was
hospitalized for three months because of anemia.

Afterwards she went to school, but easy fatigue,

chronic tiredness and weakness limited her activi-

ties. Twenty-six months later she entered Blank

Hospital, having grown four inches but not having

gained a pound. She complained of having had ab-

Fig. 1. Film of the stomach showing scar of previous ex-
ploration, resembling prepyloric carcinoma.

dominal pain for three weeks. This became acute

shortly before admission and was associated with
a visible abdominal mass, nausea, vomiting and
sweating. On admission, she appeared very pale.

The blood pressure registered 130/80 and pulse

160. The abdomen presented a dome-like mass
seven to nine centimeters in diameter in the left

upper quadrant. The blood contained 2,380,000 red

blood cells and 4.6 grams hemoglobin per cubic

centimeter. Barium outlined a normal colon, dur-

ing which time the mass was unchanged. Surgery
was deferred, and several transfusions were ad-

ministered. The next day the mass was absent,

and the abdominal pain was minimal. More trans-

fusions were given. The following morning at

6:30 a.m. abdominal pain recommenced, and at

7 : 00 a.m. the same mass had recurred. An enema
given at this time produced a dark bloody stool,

the first gross blood observed from the gastro-

intestinal tract. Another transfusion was given,

making a total of 1700 cubic centimeters of whole
blood administered since admission. Surgery was
then undertaken.

At operation (4-2-49) a mass approximately 9

centimeters in diameter was encountered in the

mesentery of the small intestine. Aspiration re-

vealed bloody fluid. The wall was thick and ap-

peared to consist of muscle tissue. The mass was
opened and much old clotted blood expressed. An
exploring finger in the mass passed into what
appeared to be a cystic area in the mesentery of

the small intestine. Because the patient’s condi-

tion was poor, the abdomen was closed with drain-

age. She convalesced without incident. After she
had had a chance to build up, she was re-explored
two weeks later (4-18-49). The muscular cystic

area was excised. The pathologist described this

tissue as a thick layer of smooth muscle resem-
bling stomach. An ulcer on the posterior aspect of

this sac-like structure was the apparent source
of bleeding. At the lower portion of this dupli-

cated stomach was a partially duplicated jejunum
which ran in the mesentery and eventually opened
into the terminal ileum. The area resected in-

cluded 31 centimeters of small intestine. Her con-
valescence was uneventful. She has since devel-

oped into a normal young lady and has had no
further trouble.

In summary, it may be said this little girl had
a duplicated stomach containing a bleeding ulcer,

with partial duplication of the small intestine

which terminated in a communication with the

207



208 Journal of Iowa State Medical Society May, 1954

Fig. 2. Roentgen film of Menetrier’s disease, showing
greater-curvature deformity.

Fig. 3. Gastric neurofibroma with ulceration, resembling
leiomyoma.

lower ileum about one-half centimeter in diam-
eter. Pathological examination of the removed
specimen substantiated this diagnosis.

Duplications may occur almost anywhere along
the alimentary tract, but the colon and stomach
constitute the more common sites. The treatment,
of course, is removal of the duplicated portion.

GASTRIC SCAR

On 4-6-49 Mr. C. O’B., aged 59 years, was hos-

pitalized after having suffered an acute gastro-

intestinal hemorrhage. At operation the stomach
and duodenum appeared and felt normal. Upon
the opening of the stomach, finger exploration gave
negative results. Closure was performed with a

double layer of catgut. A portion of the jejunum
containing a large diverticulum was resected be-

cause it was thought this was the site of the hem-
orrhage. Pathologic examination of the diverticu-

lum revealed a lymphangioma. The patient left

the hospital in good condition.

On 4-30-50, one year later, this patient was re-

admitted to the hospital because of headache and
sinus trouble. The diagnosis on a roentgen film

of his stomach (Fig. 1) was “cauliflower-type

neoplasm of stomach and old duodenal ulcer.”

He gradually became worse, developing neuro-
logic signs, and it was thought he had a meta-
static brain lesion from carcinoma of the stomach.
On 7-10-50 postmortem examination revealed

a right occipitofrontal glioma. The stomach and
duodenum were normal.

I recite this case history to emphasize that the

scar resulting from open exploration of the stom-

ach may at some later time be mistaken for malig-

nancy on roentgen examination.

menetrier's disease

Miss F. N., aged 36 years, first seen in March,

1949, had suffered abdominal pain for four years.

Recently the pain had become more severe, asso-

ciated with nocturnal vomiting, persistent, epi-

gastric, and with no ulcer features. In his inter-

pretation of the Roentgen examination (Fig. 2),

the radiologist said, “The hypertrophy of the

rugae of the stomach appears slightly greater than

on previous examination two months ago. Some
of the rugae have almost a polypoid appearance,

particularly in the middle of the greater curvature.

There is one area where a fleck of barium re-

mains, suggesting an ulcer. There is no obstruc-

tion. The duodenal bulb appears normal.” Gastros-

copy indicated that the rugae on the greater cur-

vature were much enlarged and edematous.

Exploration was decided upon because of the

persistent abdominal pain, severe weight loss, and
the Roentgen suggestion of gastric ulcer. Car-

cinoma of the stomach was suspected. The entire

stomach appeared thickened and edematous, un-

like anything I had seen. A subtotal gastric re-

section was performed, even though no definite

isolated lesion was demonstrable after the stom-

ach had been opened and explored with the finger.

I would like to quote excerpts of the pathol-



Vol. XLIV, No. 5 Journal of Iowa State Medical Society 209

Fig. 4. Lymphosarcoma of stomach.

ogist's report of the removed surgical specimen:

“Approximately the proximal one-half exhibits

abnormally prominent rugae with numerous foci

of submucosal hemorrhages; the latter may per-

haps represent the result of surgical trauma. The
lower one-half of the specimen presents a smooth,
finely pebbled mucosal surface without rugose

pattern. . . . The submucosa exhibits an extensive

edematous change with wide separation of all

cellular, acellular and vascular elements. . . . There
is a distinct infiltration of neutrophilic leukocytes

about the bases of the mucus-secreting glands at

the junction of the mucus and gastric glands.”

This case represents a condition first described

in 1888 by Menetrier, and occasionally reported in

the literature since. All patients seem to have gas-

tric distress with some ulcer features. Vomiting
and pyloric obstruction are reported. Hypopro-
teinemia has been a constant finding. Balfour re-

ported a case with cure following total gastrec-

tomy, and advocates this procedure.

GASTRIC NEUROFIBROMA

On 7-26-51, Mr. C. H., aged 72 years, complained
of bloating, flatulence, and right epigastric pain
with ulcer features. He suffered several epi-

sodes of melena. Roentgen examination (Fig. 3)

disclosed a polypoid neoplasm on the posterior

wall of the stomach above the angle suggestive of

leiomyoma. Gastric resection performed 7-31-51

was uneventful. He left the hospital nine days
later. The pathologist diagnosed gastric ulcer at

the site of gastric neurofibroma.

The stomach may occasionally be the site of

most any benign tumor, such as an osteoma, chon-

droma, dermoid cyst, myxoma, aberrant pancre-

atic tissue, adenomyoma, lipoma, fibroma, etc.

Neurofibroma is uncommon. Rost, in 1942, found

three gastric neurofibromas in 250,000 admissions.

They may be asymptomatic for long periods or

may cause severe hemorrhage or the “weeping”

type of bleeding.

I cite this case to exemplify the uncommon be-

nign gastric neoplasm.

GASTRIC LYMPHOSARCOMA

On 2-10-51 a professional man, aged 66 years,

related to me a gastric history of 18 months dura-

tion, which at first responded well to an ulcer

regime. During the past few months, however, he

stated, this treatment afforded him progressively

less relief. The epigastric pain bore less relation

to the intake of food, and he began to lose weight.

We entertained the diagnosis of gastric carcinoma,

and thought our diagnosis corroborated by his

x-ray films (Fig. 4). Exploration was advised, even
though the lesion appeared inoperable.

At operation, on 2-15-51, an extensive malig-

nancy of the stomach, obviously inoperable, pre-

sented itself. One of the numerous large isolated

nodes was taken for biopsy. This proved to be
lymphosarcoma, which of course is very radio-

Fig 5. Lymphosarcoma of stomach after Roentgen treat-
ment.
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sensitive. Following roentgen therapy phenomenal
improvement resulted. Subsequent films have
shown considerable improvement in his stomach.
When last seen several weeks ago he complained
of no pain or dyspepsia, and actively pursued his

customary occupation. Fig. 5 shows his stomach
on 12-27-52.

I relate this story to emphasize the great im-
portance of abdominal exploration under certain

circumstances and to urge the frequent use of

biopsy.

gastric hodgkin’s disease

Mrs. E. L., aged 64 years, was hospitalized be-

cause of temperature ranging to 102 degrees, epi-

gastric pain, secondary anemia, positive roentgen
evidence of gallstones and a questionable lesion

of the stomach (Fig. 6). She had suffered an
atypical dyspepsia for several years. A diagnosis

was made of cholelithiasis and an undetermined
gastric lesion.

Abdominal exploration on 10-5-48 revealed gall-

stones, with many enlarged glands in the gastro-

colic omentum. An extensive lesion involved

the stomach and extended to the gastric cardia.

Frozen section of an enlarged gland was reported

as Hodgkin’s disease. Fixed section confirmed this

diagnosis. Cholecystectomy was performed, and
roentgen therapy administered afterward. This

patient again exemplifies the immense value of

frozen section.

Atlee, in 1951, reported the 32nd case in which
this disease could be removed by gastric resection.

It has been stated that only in 10 per cent of cases

is the disease so localized.

LEUKEMIC INFILTRATION OF STOMACH

On 4-18-51, examination of Mr. C. T. (Fig. 7)

suggested gastric carcinoma both fluoroscopically

and on the films. Further study disclosed this

patient suffered from a chronic leukemia. Leu-

Fig. 6. Gastric Hodgkin’s disease.

Fig. 7. Leukemic infiltration of stomach.

kemic infiltration of the stomach was thereupon

assumed and roentgen therapy begun. His gastric

symptoms improved, as did the appearance of his

stomach in a roentgenogram taken seven weeks
later (Fig. 8).

These last two patients illustrate gastric lesions

resulting from systemic disease. Gastric lues and
gastric tuberculosis likewise fall into this category.

As a general rule this group benefits most from
treatment of the general condition, rather than

from gastric surgery.

PYLORIC OBSTRUCTION FROM INGESTION OF LYE

On 9-25-52 Mrs. A. M„ aged 39 years, was ad-

mitted to Iowa Methodist Hospital in a depressed

state, with the history of having taken lye the day

before. The vomitus contained bloody material,

and gastric lavage produced a black fluid. Under
treatment she recovered nicely from her depres-

sion, but one month later she developed a pyloric

obstruction (Fig. 9). At operation, the gas-

tric wall was thick and edematous. The py-

loric end of the stomach appeared almost com-

pletely obstructed. The resected specimen showed
a subacute inflammation with ulceration. Later

an esophageal stricture developed requiring retro-

grade dilation. At present her health appears

good.

Esophageal stricture commonly follows lye in-

gestion, but pyloric obstruction occurs much less

frequently. In this case we attributed it to the fact
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Fig. 8. Improvement in leukemic gastric infiltration seven
weeks after Roentgen therapy.

that lye ingestion was not suspected for some
hours, so that no doubt a considerable quantity

of lye remained in the stomach for some time be-

fore institution of gastric lavage.

Fig. 9. Pyloric obstruction following lye ingestion.

RETICULO SARCOMA PROLAPSING THROUGH PYLORUS

Mrs. M. C. complained of abdominal pain and
vomiting of three days’ duration, preceded by a

period of atypical dyspepsia. Fig. 10 shows her

Fig. 10. Reticulo sarcoma of stomach prolapsing through the pylorus.
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stomach after ingestion of the contrast media.

On 9-16-53 exploration revealed a tumor of the

stomach prolapsing through the pylorus. A distal

portion of the stomach was resected. The pa-

thologist reported: “The anterior wall of the

stomach is occupied by a rounded tumor bulging

markedly into the lumen of the stomach. ... It is

a rounded, rather well circumscribed, rather soft

structure. . . . The neoplasm is found to lie in the

submucosa. . . . The tumor is partly covered by

slightly thinned out, intact gastric mucosa. ... It

is the site of edema and hemorrhage. . . . Many of

the cells present stellate patterns and seem to give

off fibrils which connect contiguous cells with

each other. . . . The neuclei of such cells are often

ovoid or enlongated. . . . Seldom is a mitotic figure

encountered. . . . Reticulosarcoma, grade 1, of the

stomach.”

The patient represents a rare gastric lesion and
illustrates how at times gastric lesions like the

mucosa itself may prolapse into the pylorus.

HYPERTROPHIC GASTRITIS

In November, 1953, Miss W. G., aged 63 years,

related a history of vague abdominal pains and an
atypical dyspepsia of several months’ duration.

She suffered no nausea or vomiting. Her appetite

remained good. She experienced no weight loss.

Examinations of the blood and urine were normal.

Roentgen examination indicated a marked de-

formity on the greater curvature of the stomach,
diagnosed as an extensive malignancy. In addition

she had a pelvic tumor. Gastric exploration was
advised, but refused.

On readmission 2-10-54, she complained of feel-

ing no better. She had developed pains in her legs

which disturbed her sleep. Examinations of the

blood and urine remained normal. The dyspepsia

had lessened. Her complaint shifted more to the

lower abdomen. There had been no loss of weight.

Slide 11 shows the barium outline of the stomach
at this time. The roentgenologist changed his diag-

nosis to hypertrophic gastritis, since the film at

this time showed no change from the film taken
three months previously. Considering her general

physical condition, this seemed reasonable.

Accordingly, on 2-14-54 her pelvic tumor, which
proved to be leiomyomata of the uterus, was re-

moved. At this time exploration of the stomach
revealed no tumor, thus substantiating the roent-

gen diagnosis of hypertrophic gastritis.

I show this slide to indicate how easily one may
mistake hypertrophic gastritis for gastric malig-

nancy.

CONCLUSIONS

Many different conditions may involve the

stomach. A good general work-up of the patient

brings to light systemic conditions. Frozen section

offers great assistance in directing surgical judg-

ment at the time of operation. Abdominal explora-

tion must never be overlooked as a means, under
many circumstances, not only of establishing the

diagnosis with certainty but also of instituting the

correct treatment.
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Magnetic Extraction of Gastric

Foreign Bodies

L. B. WILLIAMS, M.D.

MAQUOKETA

The use of magnetism in the removal of certain

foreign bodies was first suggested and used by
Chevalier Jackson 1 ' 2 in the external application

of magnetic force during the bronchoscopic ex-

traction of a steel jacketed bullet. The first re-

ported removal of a foreign body by the peroral

route with a magnet was by Silber et al.3 They
removed a small padlock from a patient’s stomach
by means of a small cylindrical magnet made of

Alnico. Alnico is an alloy of aluminum, nickel, co-

balt and iron which is capable of being highly

magnetized and will lift 25 times its own weight.

It is manufactured by the General Electric Co.

and is specifically designated as “cast Alnico-V.’’

Subsequently, Equen4
’ 3

<
6 > 7 ’ 8 devised an in-

strument for the magnetic extraction of foreign

bodies from the stomach and a smaller model for

intratracheal and intrabronchial use. For use in

the upper intestinal tract, an Alnico magnet 3.5

cm. in length and 0.5 cm. in diameter is fixed to a

size 12F Levin tube with a metallic stylet in the

tube to increase maneuverability. A small opening
in the tube at the magnet end allows the inflation

of the stomach by air, which increases the like-

lihood of contacting the foreign body with the

magnet.

Recently, I extracted a gastric foreign body
with a locally improvised magnet, and I believe

the case may be of interest to many physicians

who are confronted with a similar problem and do
not have access to a special extraction magnet.
W. V., a two-year-old girl, swallowed a bobby

pin at approximately 3 P.M. A flat plate of the

abdomen at 4 P.M. revealed the foreign body in

the gastric fundus. (Fig. 1) The possibility of

magnetic extraction was immediately considered,

but none of the special instruments described
above were available. A local auto repair shop
was able to provide a nearly ideal magnet, how-
ever. Auto men commonly use a small magnet to

extract lost screws, nuts, etc., from inaccessible

places, a common type of magnet being the “small

pick-up” made by Snap-On Tool Corporation,

Kenosha, Wisconsin. It comprises an Alnico mag-
net on a hinged handle, the magnetic portion

consisting of a rod 0.7 cm. in diameter and 6.5

cm. in length, with the actual Alnico magnet com-
prising 1 cm. at the tip. (Fig. 2) It is advertised

as being capable of picking up 8 ounces. The

magnetic rod was removed from the handle and
tied securely to a size 14F urethral catheter. It

was passed into the stomach at approximately 5

P.M. and, on the second attempt, a bobby pin

measuring 5 cm. was extracted. No fluroscope was
employed nor was anesthesia or pre-medication

given. The child was immediately discharged, ate

a good meal and has since been entirely well.

DISCUSSION

The magnetic extraction of foreign bodies from
the stomach is a relatively recent approach to the

problem, but has proved to be a simple and harm-
less method. Hart9 reported 6 cases of simple re-

moval. Equen4 reported removal of a nail from
the duodenum and several cases of extraction

of open safety pins. 5 If an open safety pin is

encountered in the lower esophagus, for example,

the point will almost always be up. The pin is

drawn into the stomach by the magnet and, after

inflation of the stomach, the pin is “juggled”

under fluroscopic control until it is attached to the

magnet by the spring end and withdrawn. The
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trailing point causes no damage to the esophagus.
The limitation of this method is that the foreign

body must have magnetic attraction, but, accord-

ing to Equen, only about 10 per cent of foreign

bodies in both the GI and respiratory tract are of

this nature. It is common knowledge that a great

majority of small foreign bodies will pass in the

stool in a few days without apparent difficulty

or harm. Yet the magnetic extraction is a simple

procedure and spares the persons involved many
hours or days of watchful waiting and multiple

x-rays, the problem being resolved in a few min-
utes after diagnosis. There is always a possibility

of perforation or obstruction by any foreign body,

especially in the region of the pylorus and duo-

denum, where the fixed angulations prevent the

passage of an especially long object such as a

bobby pin. The trans-abdominal removal of a

foreign body from the retroperitoneal duodenum
can be a formidable procedure, both in finding the

foreign body and in its actual removal.

It is noted that no anesthesia or pre-medication

was used in this case, it being my opinion that

there may be more momentary discomfort during
the procedure but the patient is entirely alert to

protect the respiratory tract from invasion either

by vomitus or by the foreign body.

SUMMARY

1. The subject of magnetic extraction of foreign

bodies from the stomach is discussed and the

literature reviewed.

2. A case of removal of a bobby pin from a

child’s stomach by a locally improvised magnet
is reported.

3. It is suggested that magnetic extraction be at-

tempted in every case of magnetic foreign body
of the stomach, especially if the particle is ex-

ceptionally long or sharp.
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SALT AND WATER IMPORTANT
IN PRE-MENSTRUAL TENSION

Studies in recent years have shown that relief

of pre-menstrual tension, a relatively benign con-

dition, can be obtained with simple diuretic meas-
ures, according to an article in the April issue of

the diuretic review, a publication supported by
Lakeside Laboratories, Inc., of Milwaukee. The
paper presents a development based on the hy-

pothesis of the late Dr. Robert T. Frank that

hormonal imbalance, a disturbance of the proper

ratio between the estrogen produced by the ovar-

ian follicles and the progesterone produced by
the corpus luteum, is responsible for the occur-

rence of edema.
Subsequent investigation, the article says, has

revealed secondary effects on the secretion of

adrenal hormones affecting salt and water reten-

tion and the secretion of the anti-diuretic hormone
by the posterior pituitary.



Should Mothers Be Permitted to Remain

With Their Children in the Hospital?

WALTER M. BLOCK, M.D.

CEDAR RAPIDS

Whether mothers should be allowed to stay

with their children in the hospital is a question

which doctors and nurses alike have tacitly tried

to avoid for too long a time. For years, this dis-

pute has also been a bone of contention between
the medical profession and the public, and many
verbal battles have been fought over it in doctors’

offices and hospital corridors.

Because an adequate answer is certainly over-

due, an attempt to find a solution to this urgent

problem is herewith presented.

Some hospital authorities are decidedly against

“having mothers around." In the effort to secure

maximum efficiency for the performance of nurs-

ing duties, they undoubtedly have good reasons

for this point of view. Yet, any physician dealing

with children should be ever conscious of the

emotional aspects of hospitalization. Pondering di-

agnostic and therapeutic considerations, the at-

tending physician all too often does not give suf-

ficient, if any, thought to the psychologic trauma
he may inflict on the child about to be hospital-

ized. There are, of course, marked differences in

the way a child responds to hospitalization, de-

pending mainly on his age, his emotional makeup
and the adequacy of his preparation for the im-

pending experience. The greatest problem is gen-

erally created by the preschool-aged child suf-

fering from an acute illness which requires sud-

den hospitalization. Have we, really, in the past

shown adequate understanding or given sufficient

consideration to the magnitude of the problem?
Ever more clearly, pediatricians are realizing the

impact of emotional trauma on a child’s health

and recovery power. Although admittedly not for

all, being hospitalized is at best a disturbing expe-

rience for many children, especially if surgery has

to be performed.

Personally an advocate of liberalizing present

hospital rules, I have undertaken a survey in or-

der to find out what pediatricians over the coun-

try think about the problem. A questionnaire was
sent to 71 large and small pediatric departments

selected at random from the AMA’s list of

hospitals approved for pediatric residents’ train-

ing. The letters were addressed to the respective

Chiefs of Service. Fifty-nine replies were re-

ceived.

PROBLEMS INVOLVED

The difficulties involved in letting mothers stay

in the hospital are fully realized. Chiefly, they

seem to be as follows:

1. Most hospitals do not have adequate facilities

—i.e., private rooms—to accommodate mothers. To
permit them to stay in an open ward is well nigh

impossible.

Suggested Solution: when the building or re-

modeling of a hospital is planned, provisions

should be made in the pediatric department for

at least one or two private and two or three 2-bed

rooms, with sufficient space to accommodate
mothers.

2. If one particular mother is allowed to stay,

the mothers of all the other children will probably
demand the same privilege.

Suggested Solution: If, by means of an extensive

educational campaign, the cooperation of the pub-
lic can be secured, parents will come to under-

stand that actually only few children need their

mothers with them at all times. Parents must be
informed that very few hospitals have enough
space to permit a considerable number of mothers
to stay, and that the few available facilities must
be reserved for those patients whose separation

from their mothers would, in the opinion of the

doctor, be definitely detrimental to the child’s re-

covery.

3. Some mothers are too demanding and may
make life difficult for the nurses.

Suggested Solution: Mothers who may prove too

demanding or temperamentally unsuited to stay

should have their staying-in privileges withdrawn.
Instructions should be given in advance, warning
parents that the hospital always reserves the

right to cancel staying-in privileges. Such a clause

may very likely prove educational, too, by keep-

ing otherwise demanding mothers from requesting

too much of the nurses.

4. Some mothers are emotionally unsuited to

remain with their children; consequently, such a

patient is better off without the mother’s presence.

Suggested Solution: same as for No. 3.

5. Last, but not least, we should be honest

enough to admit that hospital authorities and
physicians alike would hear some criticism if

mothers were aware of everything that may hap-

pen to children in a hospital. On the other hand,

I believe a great deal of improvement in the care

of hospitalized children might take place if all

attending personel were aware that the critical

eyes of an anxious mother watched their every
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step. Few people realize what it means to parents

to turn their child over to a hospital and to a

group of total strangers.

There is little doubt that changes in traditional

hospital rules are in order. Most pediatricians

seem to be of that opinion, if one may judge from
the comments made on the questionnaires. Many
of the nation’s outstanding child specialists have
offered their advice liberally, and the writer is

most grateful for it.

QUESTIONNAIRE

Question

Yes
Answers*
No Qualified

1. Do you have a fixed rule
in your department that
mothers are not allowed to
stay with their children (un-
less child is critically ill) ?

28
(37)

20 9 1

2. Do you find it a handicap
to good nursing and smooth
hospital routine if the mother
is permitted to stay?

20
(21)

23
(26)

ll 2

3. Do you think the mother
who stays with her child is

much help to the nurses by
feeding her child, caring for
his elimination, etc.?

30
(34)

11 123

4. Do you feel it a psy-
chological trauma to a child
to be left alone in the hos-
pital without his or her
mother?

30
(41)

9

(10)
124

5. If you had the facilities,
would you advise to have the
mother stay with her child in
the hospital?

30
(33)

12
(13)

13 5

* Figures in parentheses ( ) indicate total number of
answers, after qualified answers have been properly clas-
sified.

1. “Yes, but not in private rooms” (5 instances)
2. “No, only sometimes” (3 instances)

"Depends on mother” (7 instances) Added to neither
“yes” nor “no” column.

3. “Sometimes” (8 instances) Added to neither “yes” nor
“no” column.

4. “Yes, but only at first” (1 instance)
“Sometimes” (9 instances) Added to neither column.
“Not if mother allowed to visit 10 a.m. to 6 p.m.” (1

instance) v

5. "Sometimes” (5 instances) Added to neither column.
“Individual selection advised” (3 instances) Added to
neither column.

DISCUSSION OF REPLIES

A large majority of the answers received stress

the need for “greater flexibility of existing hos-

pital rules.” Many of the doctors expressed the

opinion that decisions about mothers’ being per-

mitted to stay in should be handled on an in-

dividual basis. Others make a plea for a more
understanding attitude towards mothers on the

part of hospital staffs. A great many pediatricians

believe that mothers could be helpful in perform-

ing minor nursing chores, but a working agree-

ment should be arranged beforehand, instructing

the mothers which tasks they may perform and
what duties must be left to the nurses.

There were a few replies which stated that “at-

tentions expected” and “unreasonable demands”

from the mother might delay rather than expedite

nursing care of the patient. One hospital expe-

rienced difficulties with mothers’ wandering from
room to room, exchanging toys and even food

trays.

Among the many replies received, I would like

to quote from a few to demonstrate the need for

a re-evaluation of the problems of hospitalized

children.

Dr. Charles A. Janeway and his staff, at the

Children’s Hospital in Boston, have recently con-

ducted a study pertaining to the problem at hand.

They advocate flexibility of rules. “With many
children,” Dr. Janeway writes, “having mothers
stay is important, with others it is not, and with

some it is definitely bad.” In planning a new hos-

pital, Dr. Janeway would like to see provisions

made for mothers to stay with their children.

Dr. Hulda E. Thelander, from the Children’s

Hospital in San Francisco, states she has studied

the problem for quite some time. If the child is

very upset, the mother is allowed to stay for long

periods of time. Often, also, if mother and nurse

agree it would help the child if the mother were
to stay, it is arranged. Dr. Thelander then writes:

“The question largely solves itself if the nurses

and doctors get imbued with a little humanitar-

ianism towards mothers and children.”

Of interest are the opinions expressed by Dr.

Benjamin M. Spock, from the University of Pitts-

burgh. The extensive comment Dr. Spock was
kind enough to supply contains one note empha-
sizing a readily overlooked fact which often

neither doctors nor nurses are aware of, namely,

that there can be a marked reaction to hospitaliza-

tion after the child has returned home. Dr. Spock
writes: “.

. . Two-year olds often show extreme

separation anxiety—not while in the hospital, but

on going home.” He says further, “Infants six

to twelve months of age wither most rapidly when
deprived grossly of a maternal type of attention.

Institutionalized infants become apathetic and of-

ten malnourished, and their development quo-

tients plummet when they are deprived of all

affection.” It also is his opinion that “.
. . on a

theoretical basis, there is always some degree of

trauma from the separation involved in hospital-

ization, but it may be slight or severe, and . . .

psychologically it would be preferable in a ma-
jority of cases to have the parents live in.”

Dr. Russell J. Blattner, of Baylor University,

believes that “.
. . the mother-child relationship

is extremely important in child care. However, the

parent must not be allowed to intei'fere with ef-

fective therapy of such a patient. Individual dif-

ferences in the care of certain patients might arise,

but in general I think the parents are a definite

benefit to the child who is hospitalized.”

Representative of many answers received to

question No. 1 is the reply of Elaine Franke, R.N.,
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pediatric supervisor at Blank Memorial Hospital,

Des Moines, Iowa (Chief of Service: Dr. L. F.

Hill). Her answer is, “Yes, we do have fixed

rules against staying-in, but . . . we allow many
exceptions to this rule, and most parents co-

operate readily.”

evaluation of problem and suggestion

FOR ITS SOLUTION

There evolves from the replies received the gen-

eral impression that many pediatricians would like

to have facilities for mothers’ staying, if indicated,

but that lack of space does not permit them to

do so.

There is also prevalent a misguided belief that

once we let the barriers down and permitted

mothers to stay with their children when in-

dicated, hospitals would be turned into “hotels.”

Such a fear seems quite unfounded. It is not our

intention to advocate that the mother should re-

main with her child in every instance. Most chil-

dren adjust themselves very well to the expe-

rience of hospitalization: a few even enjoy it.

Present rigid rules should be cast aside for the

benefit just of those relatively few children who
suffer unduly under separation from their

mothers. It is a well-known fact that some chil

dren even require sedation just to keep them
from crying excessively.

The expert advice elicited through the question-

naires seems to suggest the following compromise

solutions:

1. Rigid hospital rules of “absolutely no stay-

ing-in permitted” should be entirely abandoned
in favor of flexible rules, allowing individual

decisions.

2. Mothers should be permitted to stay with

their children through the process of being admit-

ted; they then should be allowed to remain at the

child’s bedside for an hour or so, until the child

gets acquainted with the strange, new surround-

ings and the people caring for him.

3. There rarely is need for mothers to stay over-

night, but if this too seems indicated, a cot should

be provided in a private or semi-private room.

4. Visiting hours should be liberalized. Mothers
should be allowed to visit in the morning and
afternoon and fathers should be permitted to see

their children in the early evening, after working
hours.

5. If possible, facilities should be created to

allow the mother to stay in, provided the attend-

ing physician and the pediatric supervisor feel

that her doing so would prevent undue suffering

and excessive crying or other emotional strain on
the child which cannot otherwise be controlled.

This holds true especially for postoperative cases

and for apprehensive, sensitive, irritable and rest-

less children.

6. The mother’s suitability as a candidate for

staying-in should be evaluated jointly by the at-

tending doctor and the floor supervisor.

7.

Last, but possibly most important, is the plan-

ning for a well-organized educational campaign.

The public will have to be taught first to under-

stand the aim and purpose of such a program. It

is therefore suggested that a pamphlet be handed

to the mother upon admission of her child, and

that she be asked to read it immediately. Such a

pamphlet should not merely point out hospital

rules and regulations, as has been the custom in

the past, but instead should attempt to gain the

mother’s confidence and cooperation from the very

beginning. (Suggestion for such a pamphlet at

the end of this paper). Such a pamphlet should

receive widest possible distribution to disseminate

knowledge about the significance of a liberalized

hospital program in a given community. Such

pamphlets could well be placed in every doctor’s

waiting room.

AN APPEAL TO THE NURSES

This discussion could hardly be complete with-

out a few words addressed to the nursing pro-

fession in particular. Without the nurses’ full co-

operation, any improvement of existing conditions

is unfeasable.

Every nurse who is assigned to a pediatric de-

partment should show a genuine interest in every

single patient and must be willing to exercise un-

ending patience with the child and his parents.

Success can be achieved only if parents are never

considered a “nuisance” and if the nurse tries

to imagine that the patient she is caring for is

her own child.

Most encouraging is a report in the March, 1951,

issue of Hospitals on the experience of a small

hospital in a rural area of New York State. Al-

though the plan of letting mothers stay with their

children had always met with the opposition of

the nursing staff, it nevertheless was decided to

give it a trial. It turned out to be a great success,

resulting in the floor supervisor’s full approval

and her ecstatic remark: “What a source of com-
fort to the children!”

An article written by a nurse*, is most hearten-

ing to anybody concerned with the welfare of

hospitalized children. Quoted in her paper is this

remark of an English physician: “If frequent

visits are of advantage to adults, how much more
are they to children separated from their parents

and in strange new surroundings, often with very

little love and sympathy and a longing for the

sight of familiar faces.”

The author points out in her article that nurses

have a golden opportunity to teach the receptive

mother how best to care for her child—an op-

portunity, she states, which nurses previously

have not taken advantage of. Advocating a better

parent-nurse relationship, she admits that a child’s
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need for his parents is very individual, but also

states that “few of us are truly aware of the

mental agony of these children.” Separation of

parent and child, the writer points out, comes
about normally in a process of growing up, of

weaning, but the advisability of a sudden and
forced separation when the child is ill might be
questioned.

It therefore seems advisable for the medical

society of a given community to take steps in

order to revise existing rules pertaining to the

pediatric department of their local hospitals, in

accordance with the individual needs and facilities.

Following is a suggestion for a pamphlet to be
given to the mother upon hospitalization of her
child.

WE WELCOME YOU and your child to our
hospital family. Do not feel that we are taking

your child away from you; we are merely giving

him what your doctor thinks he now needs most,

namely, medical supervision and expert nursing

care. This you cannot provide, although we realize

that nobody can quite take your place.

Most youngsters adjust themselves quite well to

the hospital. You may not know this, but we ask
that you trust our experience gained by observing

thousands of children. They seem relieved as soon
as they see all the other children alone in their

beds.

A great deal of study has gone into the prob-

lem of whether you should stay with your child

or not. Let your doctor, in whom you have placed

your full confidence
,
together with the supervisor

of the children’s department, make the decision.

* Marion Stevens. R.N., B.S.; Am. Journal of Nursing,
49:233. (April) 1949.

Then accept it willingly, as having been made
with the best interest of your child in mind. Many
children are better off let alone. Some do need
their mothers around.

If we feel that you should stay with your child

and have permitted you to do so, please comply
unhesitatingly and cheerfully whenever the nurse

asks you to leave the child’s room for a while.

Children will readily play up to their mother’s

emotions by crying excessively when slightly

hurt, as may be necessary when doctors and
nurses must obtain a blood test, give injections or

perform other essential procedures. At such times,

the youngster is generally better off left alone

with the nurse or doctor.

Do not ask the nurses for special favors. They
will care for your child to the best of their ability.

Often a patient may have to wait his turn while

a more seriously ill child receives the staff’s im-

mediate attention. Please, stop to think before you
condemn a nurse as being “slow,” and do not

forget that there still is a considerable shortage of

nurses in the country.

This hospital reserves at all times the right to

withdraw previously granted staying-in privileges,

if the attending physician feels the child would
be better off if left alone.

For the benefit of your child, visiting hours

have been liberalized and you may visit your child

between the hours of and If, be-

cause of his working hours, the child’s father can-

not come to see the child during these hours, he

may visit in the evening from to

Thank you for your cooperation.

Hospital

Superintendent

State University of Iowa College of Medicine

Clinical Pathologic Conference

March

SUMMARY OF CLINICAL FINDINGS

A 34-year-old white woman, a known diabetic

since 1944, was admitted to the University Hos-
pitals on March 3, 1953, with a history of gen-
eralized edema, dyspnea, and cough since October,

1952. She had been treated at home with mer-
curial diuretics, low-salt diet, and bedrest with-

out any appreciable change in weight. Later,

hemoptysis, epistaxis, menorrhagia, and metor-
rhagia developed. Ten days prior to admission, the

patient was admitted to a local hospial with
symptoms suggestive of an upper-respiratory in-

, 1954

fection. Three days before admission she de-

veloped drowsiness, polydipsia, and polyuria.

There were also some nausea and vomiting.

Prior to the onset of the present illness, the

patient had controlled her diabetes on 35 units of

PZI and 25 units of NPH. However, several days

before admission this was reduced to 12 units of

NPH.
The patient had had the usual childhood dis-

eases and was otherwise well until March, 1944,

when diabetes mellitus became manifest. In June,

1944, a ruptured tubal pregnancy was followed by
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a hemolytic staphylococcal septicemia, and a

severe anemia developed. Achlorhydria, atrophic

gastritis, and macrocytosis were found, but there

was no reticulocytosis following the injection of

liver. Blood transfusions were given, and the

patient was discharged. In March, 1945, the pa-

tient was seen again at the University Hospitals

with a severe anemia. A diagnosis of pernicious

anemia was made after a reticulocytosis of 24 per

cent following the administration of liver extract.

Physical examination revealed the blood pres-

sure to be 160/80 mm. Hg., pulse 90 per minute,

respirations 28, and temperature 100° F. The pa-

tient was drowsy and appeared chronically ill.

There was a “fruity” odor to the breath. General-

ized pallor, ecchymoses, and “pitting” anasarca

were conspicuous. She responded coherently to

questions. The fundi revealed numerous hemor-

rhages of all shapes, plus exudates and sclerotic

vascular changes. Bullous myringitis was seen on

the left. There was decreased resonance and there

were decreased breath sounds, with increased

vocal fremitus over the right lower chest, poste-

riorly. The heart was enlarged 2 cm. to the left

of the mid-clavicular line. A systolic murmur was
heard at the base of the heart. Ascites was dem-
onstrable in the abdomen.
Laboratory findings: Urinalysis revealed the

specific gravity to be 1.022, albumin 4 plus, ace-

tone 4 plus, sugar 4 plus, and microscopic nega-

tive. Hemoglobin was 7.6 grams per 100 ml.; red

blood count was 2.84 per cu. mm.; white blood

count was 26,600 per cu. mm. Sedimentation

rate was 134, hematocrit 25 per cent, platelet

count 2,000 per cu. mm., and reticulocytes were

7.5 per cent. COo combining power was 24 volumes
per cent, blood sugar was 744 mg. per cent, blood

urea nitrogen was 35 mgm. per cent and creatinine

was 2.4 mg. per cent. Total plasma proteins were
4.70 gm. per 100 ml., albumin 1.97, and globulin

2.73. A chest x-ray revealed a blunting of the

right costophrenic angle and infiltration of the

right middle and lower lung fields. Sputum cul-

tures revealed Beta hemolytic streptococci and
aerobacter aerogenes. Acid-fast studies for he-

molytic staphylococcus aureus were negative. An
electrocardiogram was normal.

The patient was treated with insulin, 150 units

a day, and intravenous fluids. S.R. penicillin,

400,000 units twice daily, was given for two days,

then aureomycin, 500 mg. every 6 hours for a

week, and after that, aqueous penicillin, 1,000,-

000 units every 6 hours, and streptomycin, IV2
gms. twice daily. Mercurial diuretics were used
sparingly.

After 24 hours, the diabetes was under mod-
erately good control and the patient was given

whole blood and serum albumin, with some loss

of edema. The oral body temperature remained
above 101° F., and the cough became productive

of chocolate-colored sputum. A thoracentesis re-

moved 1000 ml. of straw-colored fluid having a

specific gravity of 1.020. Chest x-rays showed a

“breakdown” of the pneumonic lesion. The blood

urea nitrogen and creatinine continued to rise,

being 42 mg. per cent and 3 mg. per cent, respec-

tively, two days before death. The patient died

on March 18, 1953.

CLINICAL DISCUSSION

Dr. Robert C. Hardin, Internal Medicine: This

34-year-old lady had been known to have diabetes

for approximately nine years before her admis-

sion. Five months before she came here, she had
developed generalized edema and, shortly after

that, a cough. She had been treated at home with

mercurial diuretics, low-salt diet, and bedrest,

without any appreciable change in the edema.
Later on in the course of this illness, there de-

veloped hemoptysis, nosebleed, and vaginal bleed-

ing. Ten days before coming to us, she had been
admitted to a hospital in her home community
for symptoms suggestive of an upper-respiratory

infection, and after this admission she had de-

veloped drowsiness, polydipsia, polyuria, and
vomiting. We gather that this diabetic had de-

veloped some complications leading to edema,

such as kidney disease or heart failure, and that

she had developed an infection, together with

diabetic acidosis. Her regimen for the control of

diabetes had consisted of 60 units of insulin daily,

split between a long-acting and an intermediate-

acting insulin. There is no mention as to what her

dietary regimen was. Several days before coming
to the hospital here, her total insulin dosage

had been dropped to 12 units of intermediate-

acting insulin.

We are led to the speculation that she might
have had kidney disease due to diabetes, since

these people often develop a need for less insulin

or at least a less apparent need for insulin be-

cause of a high renal threshold. In going through
the woman’s past medical history we find a rather

complicated situation. She had been well until

diabetes developed and had, in fact, progressed

nicely after the onset of this disease until she

became pregnant. Hers apparently was a tubal

pregnancy, and it was followed by a severe in-

fection, known to have been hemolytic staphylo-

coccal septicemia. Following this, severe anemia
also developed. She was found to have atrophic

gastritis and achlorhydria; and macrocytosis was
found. I assume that this discovery was made
during a study of the peripheral blood. She was
given blood transfusions, apparently brought to

a near normal blood picture and discharged. Ap-
proximately eight months later, she was again

admitted to this hospital with a severe anemia.

At that time a diagnosis of pernicious anemia
was made, apparently on the response to the in-

jection of liver with a satisfactory reticulocytosis.

The person who handed me this protocol for dis-

cussion has penned a marginal note which, I think,

gives me one piece of information which you do
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not have, “From that time until her final admission

to this hospital, she had received regular doses of

liver extract.” I assume that those doses were of

the size ordinarily expected to control pernicious

anemia.

The physical examination here showed a systolic

elevation of 160 and a diastolic pressure of 80.

She was breathing rapidly and had a slight eleva-

tion of temperature. She was drowsy, and there

was an acetone odor to her breath. She was pale,

had pitting edema and had ecchymoses apparently

scattered over the body, but she did respond to

questioning. Therefore, we would say that she

might well have been in diabetic acidosis. Cer-

tainly she was not in diabetic coma. Examination
of the fundi showed a mixed retinitis, with the

hemorrhages, exudates, and vessel changes which
one would ordinarily expect to find in a, diabetic

with some hypertension. A middle-ear infection

was present. The chest was abnormal.
The physical signs listed here don’t fit each

other well. “There was decreased resonance and
decreased breath sounds,” (I guess that means
that they were decreased in volume)

,
and “in-

creased vocal fremitus over the right lower
chest—.” These do not go together unless we as-

sume that the patient had a pneumonic lesion,

with increased density overlaid by a certain

amount—exactly the right amount—of fluid to pro-

duce these findings. The heart was slightly en-

larged, and systolic murmurs could be heard.

There was ascites.

The laboratory findings are also interesting.

The specific gravity of the urine was within nor-

mal rage. Albuminuria and glycosuria of marked
degree were present. Acetone was also noted in

the urine. Her marked anemia was a little sur-

prising, since she had had what we assume was
adequate treatment. A leukocytosis was present

and, surprisingly, a thrombocytopenia. These find-

ings perhaps are not surprising in view of the fact

that in her history and physical examination there

was evidence of a bleeding tendency. One wonders
why she had a thrombocytopenia. One expects

that people who have uremia will tend to bleed,

and we learn later on in the protocol that she

did have a moderate uremia. Such people do not

have thrombocytopenia. Thrombocytopenia is

seen, however, in uncontrolled pernicious anemia,

the degree of platelet lack being proportional to

the severity of the anemia. She was acidotic, with

a C0 2 combining power of 24. The blood sugar

was markedly elevated, and, as we have said, the

urea nitrogen and creatinine were elevated. She
had a low total serum protein and a reversal of

the albumin-globulin ratio. Summarizing the ev-

idence, I think we could say at this point that

the patient had diabetes, that she had kidney dis-

ease, persumably upon the basis of her diabetes,

and that she had kidney failure. There is no
evidence in the protocol that the edema was
due to heart failure. X-ray films of the chest re-

vealed a blunting of the right costophrenic angle,

which would be taken, I believe, to mean that

she had fluid in the chest and also an infiltration

in the right lower lung field. Sputum cultures re-

vealed Beta hemolytic streptococci and aerobacter

aerogenes. I’m not sure whether it revealed he-

molytic staphylococcus aureus or not, but ap-

parently there were no tubercle bacilli.

I should like us to see the films at this point.

Dr. Stephen A. Forbes, Radiology: A chest film

on the day of admission shows areas of consolida-

tion adjacent to the lower border of the right

hilum and in the right upper lobe. There is a

faint radiolucency in the center of a latter con-

solidation, suggesting a breakdown within it.

Nothing is present to suggest infiltration or con-

solidation in the left lung. There is nothing re-

markable in the size or shape of the heart. There
is subcutaneous edema over the chest.

Dr. Hardin: How about the diaphragm on the

other side?

Dr. Forbes: The diaphragm is normal in posi-

tion. Both costophrenic angles are clear. There

is no evidence of fluid at either base at this time.

A lateral film shows the lower area of consolida-

tion in the region of the right middle lobe. The
upper area seen on the PA film is demonstrated

in the right upper lobe. The area of suspected

breakdown is not as well demonstrated as on the

PA film.

A second examination was made two days later,

and that film shows a definite blunting of the

right costophrenic angle. This may be the film to

which the protocol refers. To prove the presence

of fluid without tapping the chest, a lateral

decubitus film of the chest may be taken with

the patient lying on the side in which fluid is

suspected. The x-ray film is placed against the

anterior chest wall, and the x-ray tube is at a

right angle posterior to the patient. This film

shows a hazy increase in density along the periph-

ery of the entire right lung field and indicates

considerable fluid in the right pleural space.

Dr. Hardin: The patient was treated with fluids,

insulin, and glucose for her acidosis and apparent-

ly was rather easily brought under satisfactory

management and control. She was given anti-

biotics, but apparently this part of the treatment

was not considered satisfactory, since shortly it

was changed and then changed again to much
larger doses of penicillin and streptomycin. Di-

uretics were given sparingly because, I suppose,

of the kidney disease. She finally coughed up

some “chocolate” colored sputum; I suppose the

chocolate refers to old blood, such as is coughed

up from lung abscesses, particularly those in the

lower part of the lung. Thoracentesis was done,

and 1000 cc. of exudate was removed. The blood

urea nitrogen and creatinine continued to rise, and

the patient died on the 15th day of her hospital-

ization.

I think that there are several things that can be
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said about this patient. First of all, I might hazard

the diagnosis now. She had diabetes mellitus, and
she had a macrocytic anemia, which we may call

pernicious anemia. I believe that she had a lung

abscess and that she had kidney disease on the

basis of degeneration due to or accompanying di-

abetes. Whether or not this was Kimmelstiel-Wil-

son’s disease or arteriosclerotic kidney disease is

difficult to say—impossible, I believe, clinically.

But if one had to choose, one would choose Kim-
melstiel-Wilson’s disease.

A lung abscess in a diabetic brings up several

questions. These people are known to be sus-

ceptible to tuberculosis, but the x-ray films are

not those ordinarily associated with that disease. I

would guess that this was probably a pyogenic

abscess on the basis of pneumonia. One cannot

rule out the bizarre types of lung abscesses due
to right-sided endocarditis or metastatic neoplasm,

but there is nothing in the protocol to lead one

to those diagnoses.

There are some peculiar things about this pa-

tient, however, that I think need to be mentioned.

These relate to the combination in a single pa-

tient of pernicious anemia and diabetes. This is

not a commonly encountered combination, but it

does occur occasionally. I think that there are

some things that are worth speculating about,

and that one of them is the relationship of perni-

cous anemia to the development of degenerative

lesions in the diabetic. The characteristic vascular

degenerative lesions occur in the retina and in

the kidneys; and these are—in the beginning, at

least—small capillary aneurysms. They are usual-

ly seen in patients who have had diabetes for a

rather protracted period of time, the average time

for clinical appearance being 13V2 years. In this

patient, who developed severe degenerations in

less than nine years, we have to say that certainly

they developed in less time than average.

If one goes to some of the experimental work
that has been done in the field, one finds some
interesting correlations concerning vitamin B
metabolism and the appearance of degenerative

disease. Retinal capillary aneurysms are noted in

patients who receive ACTH and cortisone,

whether or not these patients have diabetes. It

is also known clinically that degenerative changes
in the eye grounds of a diabetic are often first

seen during pregnancy. Experimental work has

demonstrated that rabbits given ACTH or cor-

tisone for long enough periods of time will de-

velop these same capillary aneurysms, both in

the retina and in the kidney. It is known further,

that if diabetics without retinopathy are tested

with the Thome test for adrenal function, patients

without retinopathy show a hypofunction of the

adrenal but those with retinopathy show more
than normal function. All of this is rather tenuous
evidence, but it points to a relationship between
adrenal hyperfunction and the appearance of de-

generative disease. The second point in this

speculation is that various vitamins of the B com-
plex are known to be intimately related with

metabolism of carbohydrates and the formation of

steroids in the body. For instance, from clinical

experience (it is empirical) we know that some
diabetics who are given large doses of vitamin

B-complex are able to get along on much smaller

doses of insulin than they would otherwise re-

quire. The question of B-12 metabolism in diabetic

retinitis or kidney disease has also been studied,

and it has been shown that animals receiving

cortisone will excrete a large amount of the test

dose of vitamin B-12 given to them. Now, if a

relationship exists between retinitis and adrenal

hyperfunction and if there is greater excretion

of Vitamin B-12 when there is adrenal hyperfunc-

tion, then the diabetic patient with retinitis should

excrete a larger amount of a test dose of B-12.

This hypothesis has been tested, and the phenom-
enon has been found to occur, but unfortunately it

does not happen universally. Not all patients with

retinitis will excrete the larger part of doses of

B-12. However, if an animal is made vitamin B-12

deficient by being given a deficient diet and then

challenged with ACTH or cortisone, this animal
will develop retinal lesions. This animal is nor-

mal so far as carbohydrate metabolism is con-

cerned. It would seem, then, that there is a cross-

roads where adrenal steroid formation and action,

vitamin B metabolism, and the pathogenesis of the

vascular degenerative lesions of the diabetic meet.

How would we relate this possibility to the pa-

tient? Well, here I am indulging in pure specula-

tion, but I think it is interesting to note that this

patient was not in trouble until she became preg-

nant. Pregnancy is marked by hyperactivity of

the adrenal. However, this patient’s pregnancy,
being tubal, was extremely short in duration.

Afterwards, however, she had a severe infection

and acidosis, so that perhaps she was in a stress

situation. We do know that she developed vascular

lesions much earlier than the average. We might
speculate as to whether or not at this time, when
she was short of B-12 in the tissues at least (as

was clinically evident because she developed mac-
rocytic anemia which later responded to B-12)

and when she may have developed hyperfunction

of the adrenal, she may not have started develop-

ing vascular lesions, and hence that they made
their appearance clinically at an earlier time than

one would usually expect. Then, we turn this

very useful speculation around and say that after

she had developed kidney lesions she was unable
to retain B-12 and excreted it. Hence, in spite of the

fact that she had what we assume to have been
adequate treatment for her anemia, she came in-

to this hospital anemic. Thus with this specula-

tion, one can wriggle around and explain some
of the things which seem to be strange. One is

the early development of her vascular lesions;

and a second is the failure of her anemia to re-

spond to what should have been adequate treat-
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ment. All of this, of course, rests upon the di-

agnosis originally made. Not wishing to be accused
of throwing up a smoke screen, I would like to

repeat the diagnosis—diabetes mellitus with de-

generative disease of the kidney—probably Kim-
melstiel-Wilson’s disease—pernicious anemia, and
lung abscess.

Dr. Jack M. Layton, Pathology

:

An x-ray film

was taken before the autopsy was begun, and I

will have Dr. Forbes show that to you at this

time.

Dr. Forbes: This film, taken after the tho-

racentesis mentioned by Dr. Hardin, shows numer-
ous fluid levels in the right hemithorax. There is

partial collapse of the right lung. The upper lobe

is still partly expanded, and throughout it, there

are mottled areas of radiolucency which seem to

signify areas of breakdown—multiple honey-
combed areas within the consolidated lobe. Tire

left lung field still remains clear.

Dr. Layton: At autopsy the body tissues were
edematous, 400 ml. of ascitic fluid being present in

the abdominal cavity, 800 ml. of fluid remaining
in the right pleural cavity, and 300 ml. in the

left. The lower lobe and middle lobe of the right

lung were collapsed. In the right upper lobe, an
abscess 3.5 cm. in diameter contained greenish-

yellow, foul-smelling, semi-fluid material; and it

was surrounded by rather extensive necrotizing

pneumonitis. Severe, necrotizing, sloughing ulcera-

tion was present in the trachea; and in some areas

there was actually destruction of the tracheal

cartileges by this inflammatory process. Each
lung was of approximately normal weight, so that

there was no appreciable amount of edema fluid

in the lungs. The spleen was enlarged to about
twice normal size, and it contained an organizing

infarct and some scattered calcified tubercles.

The liver was slightly enlarged and also had some
scattered tubercles in it. The mucosa of the stom-

ach and the esophagus were pale and atrophic, al-

though the microscopic sections were not especial-

ly striking in this regard. The pancreas was small-

er than normal, but the usual architectural pat-

tern was discerned. Aldehyde fuchsin staining of

the pancreas, following permanganate oxidation,

revealed essentially complete degranulation of the

beta cells of the islands of Langerhans. Both
kidneys were enlarged, the right weighing about

250 grams and the left about 300 grams. The cor-

tical architecture was somewhat obscured, but
there was no evidence of abscess, necrotizing

papillitis, or neoplasm. Microscopic examination
revealed severe renal arteriolosclerosis with mod-
erately well-advanced intercapillary glomerulo-

sclerosis. The structural changes encompass both

the peculiar spherical hyaline masses in the cen-

tral portion of the glomerular lobules described

by Kimmelstiel and Wilson, and the diffuse inter-

capillary sclerosis described by Bell. Frequently

a glomerulus shows both nodular and diffuse le-

sions. There is also severe hyaline thickening of

the glomerular afferent arterioles. Variable de-

grees of tubular degeneration occur.

Candida albicans was cultivated from the lung

abscess, the wall of the tracheal ulceration, and
the splenic infarct. Staining by the periodic acid-

Schiff method demonstrated C. albicans in the

tissues, too. E. coli and beta hemolytic Streptococci

were cultivated from the lung abscess, and he-

molytic Staphylococcus aureus from the spleen.

In most instances Candida infections are su-

perficial and mild, and the organism is frequently

found as a secondary invader in pathological pro-

cesses initiated by other pathogenic organisms or

neoplasm. Yeast-like fungi, particularly C. al-

bicans, have been identified, however, as the pri-

mary causative agents of mycotic infections of the

skin and nails, bronchitis, pulmonary infections,

thrush, vaginitis, mycotic endocarditis, meningitis,

and generalized systemic infections.

Because C. albicans is found commonly in the

mouth and in the tracheobronchial tree, one is

always a little reluctant to assign a causative role

to it. In this particular case, the organism was
found in association with the extremely necrotiz-

ing lesions in the trachea, in the tissues compris-

ing the wall of the lung abscess, and in the splenic

infarct. We consider this case to represent an in-

stance of visceral moniliasis which developed in

a woman who had diabetes mellitus.

Dr. William B. Bean, Internal Medicine: Was
the stomach normal? Was there any atrophic

gastritis?

Dr. Layton: The prosector noted that the stom-

ach mucosa and esophageal mucosa were pale

and atrophic, but the sections are not particularly

striking in that regard.

Dr. Robert L. Jackson
,

Pediatrics: Was there

any relationship between the fungus infection and
the use of antibiotics?

Dr. Layton: In this particular case I believe that

there was very little, because, so far as I can de-

termine, the first- x-ray films that Dr. Forbes

showed us were taken before she had had anti-

biotics; and apparently she had the lung abscess

then. I believe that diabetes mellitus was more of

a predisposing factor to the Candida infection in

this particular case. But the point which Dr. Jack-

son raises is an important one. Since the advent

of antibiotic therapy, especially with the broad

spectrum antibiotics, there has been an increase

in the number of cases in which moniliasis has

complicated the primary disease. This has also

been true of other mycoses. We have had at least

one other case recently in which a Candida spe-

cies, not C. albicans but probably C. tropicalis,

which is said to be non-pathogenic in the human
host, was the causative agent for pulmonary ab-

scess in a patient receiving intensive broad-

spectrum antibiotic therapy.

Dr. Hardin: Were there any changes in the ad-

renals?
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Dr. Layton: No significant anatomical abnormal-

ity was noted.

anatomical diagnoses

Moniliasis due to Candida albicans involving

right lung, trachea, and spleen.

Diabetes mellitus with:

a) degranulation of beta cells and partial hy-

alinization of islands of Langerhans.

b) arteriolonephrosclerosis, severe.

c) intercapillary glomerulosclerosis, nodular
and diffuse types (Kimmelstiel-Wilson-Bell dis-

ease) .

Old, healed, calcified miliary lesions (probably

tuberculous) involving liver, spleen, kidneys, and
hilar lymph nodes.

Infarct, organizing, spleen.

Nodular goiter with degenerative changes.

Cardiac hypertrophy.

Fibrosis of mitral valve leaflets.

Dilatation, right ventricle of heart.

Dr. Charles D. May, Pediatrics: I would just like

to supplement Dr. Hardin's speculation concerning

the anemia. Inasmuch as the metabolism of vita-

min B-12 and folic acid appears to be the same
in infants and children as it is in adults, I pre-

sume that this is permissable. One must recall

that a megaloblastic marrow is more specifically

a revelation of a deficiency of folic acid or its de-

rivatives than of a deficiency of vitamin B-12. In

pregnancy and in severe infections, one may have
a deficiency of folic acid and megaloblastic ane-

mia, and in pregnancy this anemia is character-

istically unresponsive to vitamin B-12. Likewise,

in some of the infections it may be unresponsive.

So it is conceivable that this individual had the

folic acid deficiency found in megaloblastic anemia
of pregnancy and failed to respond to vitamin

B-12 on that account. Subsequently, she reaccum-
mulated folic acid compounds in her liver, as one
does characteristically following the delivery of

the fetus. The megaloblastic anemia of pregnancy
is a self-limited disease and will correct itself as

the compounds reaecummulate. Subsequently, if

vitamin B-12 were given, it would be possible

for it to be effective in influencing the marrow if

she had truly pernicious anemia as well.

In a patient with pernicious anemia, if one
blocks the action of the folic acid compounds with

an antagonist such as aminopterin, one cannot
then relieve the megaloblastosis of pernicious ane-

mia with vitamin B-12. One must have adequate
stores of active forms of folic acid before vitamin

B-12 can be effective in relieving the megalo-

blastosis. I think some such simultaneous defi-

ciency of folic acid and of B-12 in this individual,

with subsequent reaccummulation of folic acid

later on, would have accounted for the sequence
of events in this patient.

We do not know, of course, how vitamin B-12

influences the metabolism of folic acid compounds

so that it can be effective in pernicious anemia.
In the experimental animal, pure deficiency of

vitamin B-12 does not lead to megaloblastic

anemia.

Dr. Henry E. Hamilton
,
Internal Medicine: Has

it been shown that folic acid deficiency is truly

the responsible factor in anemia of infections?

Dr. May: Occasionally in the course of infec-

tions, a megaloblastic anemia will develop. The
term “anemia of infection” refers not to a megalo-
blastic reaction in the marrow, but to a rather

nondescript type of anemia. In the presence of

infection this is not influenced by any of the

known hemopoetic agents. Infection can cause
marked depletion of folic acid compounds in the

liver. In the experimental animal it is possible to

produce a megaloblastic type of anemia with in-

fection, but this is not to be confused with the

problem to which Wintrobe and Cartwright* have
devoted themselves, namely the ill-defined anemia
of infection.

* Cartwright, G. E., and Wintrobe, M.M.: Anemia of In-
fection, Advances in Internal Medicine ed. by Wm. Dock and
J. Snapper, 5:165-226, (Chicago. The Year Book Publishers,
1952).

SAN FRANCISCO AND HONOLULU PLANE
TRIP

The Chicago Medical Society offers an all-air

transportation plan to the AMA San Francisco
meeting and a tour of the Hawaiian Islands after-

ward. The trip will leave Chicago, by DC6, at

noon on Sunday, June 20, and flying non-stop,
will reach San Francisco the same day. It will

leave at midnight June 25 from there to Hono-
lulu. Following a tour of the islands by air and
limousine, the party will return to the plane at

midnight July 4, stop only at San Francisco on
the return flight, and reach Chicago on July 5.

A few reservations are still available. Those
interested are invited to correspond with Elmer
V. McCarthy, M.D., Transportation Chairman,
Chicago Medical Society, 86 East Randolph Street,

Chicago 1, Illinois.

HYDROCARBONS MAY CAUSE LUNG CANCER

Study of cancer-producing hydrocarbons in ur-

ban atmosphere and of their possible connection
with lung malignancies is urged by Dr. Paul Kotin
et al., of Los Angeles, in the February issue of

ARCHIVES OF INDUSTRIAL HYGIENE AND OCCUPATIONAL
MEDICINE.

About half of the mice whose skin Dr. Kotin
painted either with chemicals removed from the

Los Angeles air or directly from motor exhaust
products developed tumors after a year and a

quarter, and in half or more of the cases, he
proved that the tumors were malignant. None of

the mice in his control groups developed tumors.
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A NEW OFFICIAL YEAR STARTS

New officers have been installed and new com-

mittees will be charged with carrying on the work
of the Society for another year. Gone, probably

forever, are the days when an annual meeting was
a cut and dried affair with no momentous question

facing the profession. For more years than we
like to think of, there have been important and
often vexing problems confronting us on which
some sort of policy must be established. There has

been no “status quo.” Rather, the Society has had
the responsibility of guiding the profession care-

fully and conscientiously toward harbors of better

medical care for the people, easier methods of

payment for medical care, improved physician-

patient understanding, higher medical standards,

and better distribution of medical service.

The past 15 years have witnessed the outstand-

ing and gratifying growth of Blue Cross and Blue
Shield; the depletion for four years of the medical

manpower of the state by the armed services of

our country; the unselfish and unstinted service

during that period of those doctors not eligible

for military service; the construction of many new
county hospitals; the loss of two deans of our Col-

lege of Medicine; the cooperation of the Dean’s
Committee during several trying years; the pro-

curement of Dr. Norman B. Nelson, the new head
of the College, whom we all heartily welcome to

Iowa; the initiation of the preceptor system; the

shift in emphasis from specialized medicine to

general practice; and last but not least, the con-

stant danger or threat of governmental entry into

the field of medical practice. All of these things

have intruded as extraneous factors into the con-
cerns of practitioners of medicine.

Just as the United States can no longer exist as
an isolated nation, unconcerned with matters
affecting the rest of the world, so can the individ-

ual physician no longer practice medicine without
some consideration of economic and sociologic

problems. In the past 15 years, the membership of

the State Society has remained very close to 2,500

physicians. In 1939 we had nine standing commit-
tees with 35 members, ten special committees of

43 members, and two committees of the Council
with nine members, making a total of 87 physi-
cians, exclusive of officers, working on State Soci-

ety affairs.

In 1944 we had nine standing committees with
35 members, ten special committees with 43 mem-
bers, and four Council committees with 17 mem-
bers, for a total of 95 physicians. That was a war
year, when we might have expected less activity,

but a glance at the record will show that those
were functioning groups.

In 1949 we had six standing committees with 25

members, and 11 special committees with 67 mem-
bers, for a total of 92 workers.

As we start our new official year, we have
again nine standing committees, with 19 subcom-
mittees including about 135 members, and eight

special committees of 33 members, for a total of

168 physicians, exclusive of officers.

Each year, as a new president has assumed of-

fice he has given much thought to the problems
confronting the profession at that particular time
and has endeavored to secure the help of physi-

cians willing to serve as committee members. It is

noteworthy that for the most part, physicians

accepting appointment on committees have sacri-

ficed their time to attend meetings and to work
on Society projects when requested. Special grat-

itude is due to the men who have traveled from
the far corners of the state, in good weather and
bad, for that purpose. Comprising, as they do,

about six per cent of the Society’s membership,
they have carried the load for their colleagues.

They have lent every effort to publicize what
they have tried to do so that all members would
know the problems and be able to arrive at

solutions in the business sessions of the Society

and its component county societies.

We stand where we are today because of the

time, the thought, the work, and the effort of

those who have gone before us. Our progress in

the future will be determined by the same will-

ingness of spirit and the same loyal devotion of

those now called upon to serve. Surprisingly few
men have accepted office in the Society with per-

sonal enhancement as an objective. Almost with-

out exception, they have accepted the responsi-

bilities and worked steadfastly for the benefit of

the profession.

Each year in April a president relinquishes the

reins of office; each year a new president assumes
the burden and the honor, for both burden and
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honor it is. To our retiring leader we should ex-

press our appreciation and gratitude; and to the

incoming one we should extend our cooperation

and understanding. Both merit these considera-

tions.

THE GENERAL PRACTITIONER

At long last, the general practitioner is again

coming into his own. There has been an increasing

awareness of the need for family physicians to

provide continuity of medical care. At the same
time, developments in social and behavior fields

have called attention to the need for care of the

patient as an individual whose personal problems

sometimes are the result and at other times are

one of the causes of his physical disorder. Physical

and mental disorders infrequently have a single

cause, and almost never a single remedy. Not just

a specific pathogen, but psychological, social and
genetic factors must be considered. It therefore

follows that preventive medicine is an important

factor in total care. Because of his close contact

with patients, the family physician is in the best

position to practice medicine from this preventive

viewpoint.

The physician of today must be aware not only

of the latest advances in therapeutic medicine but

of the facilities for diagnosis and treatment which
can be made available for patients’ social ills. For
that purpose, each member of the Society is being

furnished a copy of a handbook of resources

available to physicians, from which he can get

information on the many voluntary and official

agencies that specialize in the alleviation of such

difficulties.

New emphasis is now being placed upon the

preparation of general practitioners. Our own med-
ical school and teaching hospitals have established

general practice residencies and have organized

special student training programs. Senior students

have been given opportunities for preceptorship

training during the summer months. Students are

being taught to regard patients as individuals,

rather than as cases of particular diseases. Thus
the physician-patient relationship is being digni-

fied.

As the concept of providing total medical care

evolves, the family physician, as the coordinating

member of a practicing team, is enabled to make
his greatest contribution to the practice of med-
icine.

OBLIGATIONS

Doctors have many obligations, and they all too

often forget some of them in their pursuance of

the practice of medicine. After the work day is

through, there is but little time for them to fulfill

their family obligations—that of being good
fathers and husbands. There is little time for a

doctor to be a good citizen by aiding in some com-
munity endeavor. There is little time for him to

satisfy his obligation to himself—to keep his body
and mind up to par through participation in some
active form of enjoyment—some hobby, if we may
use that shop worn term. Finally, he has little

time to spare in fulfillment of his obligation to

the profession—that of keeping up with medical

progress, by study and attendance at medical

meetings.

We doctors owe it to our profession (and to

ourselves) to attend at least one high quality

medical meeting per year. This meeting should be

of state, regional or national caliber. Attendance
at these meetings serves to shake us out of the

complacency engendered by everyday practice.

At the meetings we realize that other men are

doing things to promote medical progress while

we sap the benefits of their labor. We realize once

more that these doctors are thinking way ahead
of us—that we have been asleep and that we had
better do a little studying on our own when we
get home. Our eyes are opened when we become
cognizant once again that medicine is not as simple

as we had believed.

Attendance at meetings affords opportunities

for getting reacquainted with old friends and
teachers—of widening our vista by absorbing their

ideas. And in addition, practical and philosophic

discussion with old friends is pleasure beyond
measure.

Finally, when we go away to a meeting we get

away from “the cares that be.” We are able to

think more sanely about problems besetting us at

home—problems which we can neither think clear-

ly about nor solve when we are in the thick of

practice.

Let’s make a resolution to attend one good
state, regional, or national meeting a year!

THE DIAGNOSIS OF PIN WORMS

Pin worm infection (Enterobius vermicularis) is

very common in children. The reported incidence

varies from 1 to 100 per cent. This tremendous
variation in incidence is due to several factors.

First, the highest incidence is usually based on
institutional surveys in orphanages or hospitals

for the feeble minded. Studies based on the gen-

eral pediatric population show a much lower inci-

dence. Second, the worms do not usually appear

in the stool, and diagnosis depends on finding the

eggs after they have been deposited on the peri-

anal skin by gravid worms. This oviposition usu-

ally occurs at night. The peculiarity of the worms
in making their exit from the gastrointestinal

tract to lay their eggs around the anus is re-

sponsible for the usual symptoms such as itching

and irritation around the anus and perineum.

Third, the diagnostic procedures for pin worms
have not been as satisfactory as one would like

them to be.

One of the common ways of establishing the

diagnosis is for the mother of the child to see the
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female worms about the anus of the child. These
worms, although small, are visible to the naked
eye. They are most likely to be seen if looked for

after the children have gone to bed. Occasionally,

the worms may be found in the children’s sleeping

garments. Male worms are never seen, for they

are too small to be visible except through a mag-
nifying lens.

The laboratory procedures most commonly used

in diagnosis are the swab techniques of Hall and
Graham. The first swab used was the cellophane

one. A piece of cellophane was wrapped around
a glass rod and held in place with a rubber band.

This cellophane swab was then used to rub over

the perianal and perineal areas. The cellophane

was then removed, spread over a glass slide and
examined microscopically for ova. An improve-

ment on this method was that of placing a piece

of Scotch tape over a tongue blade with1 the ad-

hesive surface outward. The tape was held in

place with the fingers and the penianal and peri-

neal skin swabbed thoroughly. The cellophane

was then placed on a glass slide and examined
microscopically. These methods did not lend them-
selves to concentration of the material. In some
cases, concentration is not necessary, for the in-

fection may be heavy, with numerous eggs pres-

ent. In others, however, there are only a few
worms, with few ova present. The number of

worms recovered from an infected patient during
treatment may vary from 1 to 4,958.

Recently, a new technique has been developed
by Markey which is simple and permits concen-

tration of the material. In this technique, cotton-

tipped applicators are dipped into a warm mix-
ture of one part vaseline and three parts paraffin.

The paraffin solidifies on cooling. These swabs
are used to swab the perianal skin, and the swab
should also be inserted into the rectum for approx-
imately one-fourth inch. It is then dropped into

a test tube containing 4 to 5 cc. of xylol, which
dissolves the paraffin and vaseline. The tube is

then centrifuged and the sediment examined
microscopically. A recent survey on Iowa children

in a pediatric health center for low income fam-
ilies revealed an incidence of 24 per cent, using

this method.

Several examinations should be performed be-

fore the patient is declared negative, for multiple

examinations will yield a higher incidence of

positives, because of the periodicity of the infec-

tion which results from the life cycle of the worm.
The interval between ingestion of eggs and their

appearance on the perianal skin is variously given
as from 15 to 28 days. Eggs will appear for a

period of about one week, and it is during this

time that reinfection occurs. After that week, once
again examinations may be negative for eggs
until the new generation of worms reaches matu-
rity. This cyclic naure, however, tends to be lost

in well established infections. Thus, it is recom-
mended that weekly examinations for a period of

six to seven weeks be carried out.

Another way of making the diagnosis is to find

the worms in sections of surgically removed ap-

pendices. Schenken and Moss in 1942 reported a
series of appendices in which the appendiceal con-
tent was examined by concentration techniques.
On white females, ages 5 to 9, there was an inci-

dence of 72.4 per cent.

There is good evidence now that pin worm
infection is responsible for 5 to 10 per cent of the
cases of acute appendicitis in children.

After treatment, follow-up examinations should
be performed. Reinfection is very common, and
the drugs available for treatment are not always
effective. There are several new drugs, however,
that are much better than those which have been
available in the past.

EDUCATIONAL FUND NEEDS ADDITIONAL
MONEY

Applications for loans from the Educational
Fund of the Iowa State Medical Society are con-
siderably exceeding expectations, and in conse-
quence, additional contributions or investments
from doctors and from other interested people are
being urgently sought. When, a little over two
years ago, the G.I. Bill expired, many of the
students in medical school had to look elsewhere
for money with which to finance the completion
of their work, or to set up their practices after

they got their licenses. They have composed the

bulk of the applicants, but there have also been
numerous requests from interns and residents.

Loans are made at five per cent interest, and
when the borrower is unable to furnish collateral,

the Fund achieves security by taking out a term
insurance policy on him. Borrowers agree to en-

gage in general practice for a minimum of three

years, preferably in Iowa, and to begin repayment
no later than the start of their third year in

practice.

Those who put money into the fund have two
alternatives. They may give the money outright,

in which case they have the satisfaction of deter-

mining the use of some of the funds that the gov-

ernment would otherwise take from them in taxes;

or they may invest it in the Fund at four per cent

interest, repayable in ten years.

The directors of the Fund are appreciative of

the cooperation which their fellow members of

the Iowa State Medical Society are giving them,

and they wish to make special acknowledgment
of the contributions made by The Picker X-ray
Company, of Sioux City, and Professional Man-
agement, Inc., of Waterloo.

A.M.A. ANNUAL MEETING

San Francisco, June 21-25, 1954.
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NATIONAL HEARING WEEK

The week of May 2-8 has been designated by

the American Hearing Society as National Hear-

ing Week to bring to the attention of the public

the medical, rehabilitative and welfare needs of

hard-of-hearing individuals and to urge conserva-

tion measures for all other people. It is estimated

that approximately one out of every ten adults

and one out of every twenty children have hearing

defects ranging from slight to total deafness.

The Des Moines Hearing Society, a chapter of

the national organization, is interested in being a

source of public information on the subject and

in helping to organize conservation programs. The
Society is equipped and staffed for the following

sorts of work: (1) administering hearing tests

and submitting results to physicians for diagnostic

interpretation; (2) counseling patients on the sel-

ection of hearing aids; (3) instructing patients in

lip-reading, a skill that they should learn, whether

or not they have been fitted with hearing aids;

(4) instructing patients in the maximal use of

their hearing aids; (5) auditory training, by

means of which children who have not heard be-

fore or adults who have been hard of hearing for

many years learn or relearn to recognize speech

sounds; and (6) providing recreation for patients

whose handicap has engendered an attitude of

distrust, suspicion, or unwillingness to associate

socially with the people around them.

The Society is anxious to cooperate with phy-

sicians, and very greatly prefers that referrals

come directly from doctors.

BETTER CASE-FINDING MAY NOT HAVE
CAUSED RISE IN LUNG-CANCER

MORTALITY FIGURES

“Today one can fairly say that cancer of the

lung exists as a pandemic disease in North Amer-
ica and the industrialized countries of northwest

Europe,” Dr. Harold F. Dorn, chief of the Office

of Biometry of the National Institute of Health,

Bethesda, Maryland, told the convention of the

Industrial Medical Association, on April 29.

The mortality rate for white males, adjusted

for changes in age distribution, increased 1,800

per cent during the 36 years between 1914 and

1950. If one were to conclude that all of that

increase reflected no more than improvements in

case-finding, Dr. Dorn said, one would have to

suppose that physicians at the start of the period

were able to make correct diagnoses in no more
than four per cent of the cases.

The relative increase, he pointed out, has been
four times greater for males than for females, and
it is unreasonable to suppose that physicians are

able to diagnose lung cancer more easily in one

sex than in the other.

NORTHWEST IOWA MEDICAL SOCIETY IS

REORGANIZED

Physicians from Alton, George, Hartley, Hawar-
den, Inwood, Orange City, Paullina, Sanborn, Shel-

don, Sibley and Sutherland met at the Community
Memorial Hospital in Sheldon on March 10 to

reorganize the Northwest Iowa Medical Society

and to elect officers. Dr. L. J. Sweeney, of San-

born, was chosen president, Dr. L. H. Mattice, of

Sheldon, secretary-treasurer, and Drs. John Lav-

ender, of George, F. M. Rizzo, of Sibley, and E. B.

Grossman, of Orange City, vice-presidents.

Before the war, physicians from the four north-

west counties of Iowa were in the custom of meet-

ing regularly to hear addresses by prominent

guest speakers.

Dr. R. N. Larimer, of Sioux City, president of

the Iowa State Medical Society, was the guest of

honor and spoke informally to the 23 doctors in

attendance.

TRI-COUNTY MEETING

The Wayne County Medical Society was host

to Decatur and Lucas county physicians at a

dinner meeting held on April 1 at Humeston. The
program had been arranged by Dr. R. C. Guteh,

of Chariton, chairman of the Subcommittee on

Veterans’ Affairs of the Iowa State Medical Soci-

ety, and Dr. L. B. Calbreath, of Humeston, pre-

sided.

The major subject discussed was the AMA’s
campaign to eliminate the treatment of non-serv-

ice-connected ailments at V.A. facilities. Dr. Gutch
outlined the work of his subcommittee, and Dr.

Fred Sternagel, of West Des Moines, chairman of

the Committee on Medical Service, described the

campaign plans of the AMA. Donald L. Taylor,

of Des Moines, Executive Secretary, gave a short

talk on the major projects in which the State Soci-

ety is now engaged.

G.P. ACADEMY MAKES IOWA SCHOLARSHIP
AWARD

Gerald J. Van Leeuwen, a senior medical student

at the State University of Iowa, has been granted

a $1,000 award by the American Academy of Gen-
eral Practice, it was announced during the Acad-
emy’s annual meeting in Cleveland. He is to re-

ceive the money when he begins his general-

practice residency in July, 1955.

A board, headed by Dr. Eugene Scheldrup, asso-

ciate professor of anatomy at S.U.I., chose Mr.
Van Leeuwen on the basis of his scholastic rec-

ord. The scholarships are awarded to students in

each of ten states, and two alternates are also

named.
Mr. Van Leeuwen came to the University from

Hull, Iowa. He is now married and makes his

home in Iowa City.
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President’s Page

Another year dawns for the Iowa State Med-

ical Society. It will be a momentous year, for

many important .problems must be met. They

can be solved only by an organized, interested

Society.

Every member should make this his best year

by reading the journals and other publications

having to do with the organizational side of

medicine, by answering all mail from official

sources, by attendance at county and state med-

ical meetings, by accepting office and committee

assignments, and by doing everything that he

can to promote good will toward the medical

profession.

This is our goal for 1954-1955. Shall we meet

it?



BLUE CROSS

Highlights of Blue Cross-Blue Shield National Conference

of Plans, New York, April 4-8, 7954

Dr Louis A. Bauer of New York, former president of AMA, was appointed for a three year term

by AMA on the Blue Shield Commission. Each year for the next two years AMA will appoint a

representative to serve on this national Blue Shield body so that by 1956 organized medicine will

have three representatives on the Commission.

The 1954 Conference was attended by 484 delegates representing Blue Cross and Blue Shield

Plans throughout the United States, Canada, and Puerto Rico.

Annual Conference representatives from 78 Blue Shield Plans studied and endorsed the basic objec-

tives of the President's message to Congress on health insurance matters. The Plans recognize and

appreciate the sincere intent of President Eisenhower’s Administration to make adequate health cover-

age available to more people by “encouraging and stimulating the expansion of voluntary health pro-

grams.”

The Blue Shield Plans gave careful consideration to the Administration’s reinsurance proposal and

came to the conclusion that it may well be unnecessary with respect to Blue Shield Plans for the fol-

lowing reasons:

1. Blue Shield Plans have demonstrated their ability to stand on their own feet financially.

2. Since their inception, Blue Shield Plans have been underwritten and hence, in fact, reinsured

by the physicians who sponsor them.

3. In but a few short years, Blue Shield Plans have made remarkable progress in both the exten-

sion of enrollment and the extension of benefits. They now have an enrollment of over 29 million

people. Having come through the early critical period, there is no reason to expect that they will now

need to rely upon anything other than their own proven resources as they continue to expand their

operations in accordance with the reasonable expectations of the public.

The Blue Shield national advertising campaign is getting underway. Ads will appear in Life, Look

and Saturday Evening Post. Seventy-four per cent of the Plans are contributing to this national pro-

gram to tell the story of voluntary medical-surgical prepayment sponsored by the medical profession

of America.

Blue Shield Monthly Statistics

Claims Paid March 1954 $409,115.55

Number of Claims 12,885

Enrollment April 1, 1954 439,640
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THE JOURNAL BOOK SHELF

BOOKS RECEIVED
A DOCTOR TALKS TO WOMEN, by Samuel R. Meaker, M.D..

(New York, Simon & Schuster, 1954. $3.95).

THE HEPATIC CIRCULATION AND PORTAL HYPERTEN-
SION, by Charles G. Child, 111, M.D. (Philadelphia. W. B.
Saunders Company, 1954. $12.00).

RECONSTRUCTIVE SURGERY OF THE EYELIDS, by Wendell
L. Hughes, M.D. (St. Louis, The C. V. Mosby Company,
1954. $8.50).

THE 1953-1954 YEAR BOOK OF ORTHOPEDICS & TRAU-
MATIC SURGERY, by Edward L. Compere. M.D. (Chi-
cago, The Year Book Publishers, 1953-54. $6.00).

BOOK REVIEWS .

The Chest, A Handbook of Roentgen Diagnosis, by
Leo G. Rigler, Second Edition, (Chicago, The Year
Book Publishers, 1954. $8.00).

This is one of a series of referenced handbooks on
Roentgen diagnosis. Those acquainted with the previ-

ous edition (1946) already know its use as a handy
reference. The inclusion in this volume of the later

advances in bronchography and vascular disorders in-

creases its value considerably. Like the other hand-

books, descriptive material is placed opposite the re-

productions of the x-ray films, making for easy use.

Its greatest use will be to the student, general prac-

titioner and those particularly interested in x-ray study

of the chest .—Noble W. Irving, M.D.

Lectures on the Thyroid, by J. H. Means, M.D., (Cam-
bridge, Mass., Harvard University Press, 1954. $3.00)

.

This little book is, as the title indicates, a series of

five lectures on the thyroid that were given on unre-

lated occasions by an authority of renown. Dr. Means
has long been recognized as a teacher in this field, and
his illustrated lectures are worth reading.

The titles of the five lectures are as follows: (1)

The Integrative Action of the Endocrine System, (2)

The Thyroid Hormone, (3) The Use of Hormones,
Drugs, and Radiations in the Management of Thyroid
Diseases, (4) Clues to the Etiology of Graves’ Disease,

and (5) The Need for Iodine. Each lecture has a

bibliography for anyone interested in the special

topic .—Arthur G. Lueck, M.D.

Yearbook of Obstetrics and Gynecology—1953-1954

Series, by J. P. Greenhill, M.D., (Chicago, The Year
Book Publishers, Inc. $6.00).

The familiar “yearbook” pattern is followed in a

collection of abstracts of the more important articles

in the field appearing in the world literature from
July, 1952, to July, 1953, and is the immediate sequel

to the 1952 volume. The articles abstracted include all

phases of obstetrics and gynecology.

The abstracts are concise, the relatively few illustra-

tions and diagrams are instructive, and the editorial

comment by Dr. Greenhill is pertinent, enlightening,

and authoritative.

The yearbook presents a most compact review of

current trends and is well worth the reading time of

anyone practicing obstetrics and gynecology .—Richard

M. Moore, M.D.

Thoracic Surgery, by Richard H. Sweet, M.D., Second
Edition, (Philadelphia, Saunders, 1954. $10.00).

This second edition of a book first published in

1950 contains but few striking additions to, or altera-

tions of, the original edition.

The book is primarily one of technics of thoracic

surgery. For that reason, the material is presented on
a regional anatomy basis, from the chest wall to the

heart and mediastinum. No discussion of the clinical

features, diagnosis, and pathology of the various sur-

gical chest diseases, such as bronchogenic carcinoma,
lung abscess, mediastinal lesions, etc. is included. The
limitations of the book in this regard can be high-

lighted by the fact that not a single reproduction of a

chest x-ray (the “Eveready Lamp” of the chest physi-

cian) is contained within its covers. However, these

limitations are clearly indicated by the author in his

original preface, and repeated in the text.

The many illustrations, both of anatomy and of

surgical procedures, are very satisfactory; and two
three-dimensional diagrams of the segments of the

lung, redrawn in the second edition, are extraordi-

narily clear representations of a complex anatomical

arrangement.

The technical information is presented very ably,

and in considerable detail, as illustrated by eleven

pages devoted solely to the names and pictures of the

instruments used in this field of surgery.

The book is based upon the concept that “any prop-

erly qualified surgeon” can become a thoracic sur-

geon by learning the techniques of that specialty.

Whatever the merits of this concept, the book is of

definite value to those who do surgery, and holds lit-

tle of interest for others .—Daniel F. Crowley, Jr., M.D.

The Allergic Child: A Help and Guide to Parents, by
Harry Swartz, M.D., (New York, Coward-McCann,
Inc., 1954. $3.95).

This work is primarily designed as a guide to the

bewildered parents of allergic children. The early

chapters answer such common questions as what
allergy is; when allergy begins in the child; and how
allergy presents itself. Further discussion concerns

the physician’s approach to allergic states, and the

aids parents must give their children. Included are

explanations of various physical and medical aids

which are available to the allergic individual and a

glossary of terms the allergist uses.

This book would be of great value to the parent

if it were used in the manner for which I am sure

it was written, i.e. as a help to the parent along with

the guidance and advice of the physician. But its

purpose would be lost if laymen should use it as a

means of self-diagnosis and self-treatment.—M. E.

Alberts, M.D.
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HOW TO BE A GOOD PRECEPTOR

In a few weeks the junior medical students will

be starting their preceptorships with over 100

private practitioners in the state. The doctor se-

lected to serve as a preceptor should feel hon-

ored, but he should recognize that he has the re-

sponsibility of being a teacher for a month. Every
one of those 100 has what these students want
and need—things the staff of a medical school

find difficult doing under the ordinary college cur-

riculum.

To help the preceptors do a better job through
understanding what is expected of them, the Com-
mission on Education of the American Academy
of General Practice has formulated a list of the

“Elements of a Good Preceptorship” to serve as a

guide. This list is as follows:

1. Help the medical student learn about general

practice by letting the student observe to begin

with (most patients do not object if the student’s

status is explained), and by discussing the case

and its implications later.

2. Help the student to understand the rationale

of treating colds, headaches, backaches, boils and
other common minor ailments. As mutual confi-

dence is established, let the student diagnose and
give his proposed treatment for checking.

3. Help the student in methods of greeting pa-

tients, of questioning, of listening, of examining,

of discussing fees.

4. Address the student as “Doctor.” It helps his

ego considerably. It may take as long as a month
before the student will offer an opinion, and fre-

quently, for fear of being wrong, he will hesitate

in expressing any firm opinion. Accepting him as

a near-doctor creates a very friendly atmosphere.
The student also appreciates a day off a week and
some week-ends to himself.

5. Permit the student to make a follow-up call

by himself after he has made a dozen or so house
calls with you. Most students are ready for a solo

call by that time, though the final decision about
it must rest upon the preceptor’s judgment. Some
students have even made an initial call success-

fully. Results of the call must be reported to the

preceptor for checking.

6. Permit the student to accept some responsi-

bility. Most of them will do it well. Frequently,
the student can make afternoon or evening hos-
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pital rounds, attend to night emergency cases until

the doctor arrives, can check on intravenous pro-

cedures, or can suture minor lacerations.

7. Discuss with the student costs of entering

practice and methods of financing the practice.

Students are naturally interested in such prob-

lems and are usually quite naive about fees,

ethics, consultations, and, in fact, all types of

professional relationships.

8. Show the student how much reliance can

safely be placed in drug salesmen. The preceptor

can present only his personal point of view on
this matter, but that can be of great help to the

student.

9. Let the student learn to apply his junior-year

surgical course work by serving as first assistant

in surgery. By so doing, he can obtain further

practice in such diverse areas as the correct

method of putting on gloves, proper aseptic tech-

nique, correct approximation of tissues, tying of

surgical knots, handling of organs, and getting the

feel of a living, anesthetized human body.

10. In sum, give the student the opportunity to

do things, though always with supervision at hand.

The over-all importance of the preceptorship lies

in the fact that the student has some patients

of his own for the first time, examines them, diag-

noses their ailments (using laboratory and x-ray
facilities as needed), and follows them through
his preceptorship period in the home, the office,

and the hospital. He assesses fees, charging the

patients regular office-call rates to see him, just as

they would have to pay any practicing physician.

Of great importance, too, are negative items
contributing to a good preceptorship.

1. The student should not be left alone to try

to cope with even the most innocuous of practices.

An afternoon off, much less a week, with the doc-

tor beyond normal phoning distance invites disas-

ter for the entire program.
2. Observe the rules of your state concerning

remuneration of the student. The preceptee is a
student as much as if he were in classes. Payment
of any sum not set up by the program in your
state creates intense dissatisfaction among stu-

dents not so paid.

3. In discussing finances, be sure that net income
is made clear, if gross, clinic, and hospital income
is mentioned.

(Continued on page 233)

i



STATE DEPARTMENT OF
(&L—

COMMISSIONER

HEALTH

POLIOMYELITIS VACCINE FIELD TRIAL STUDY

On Monday, March 15, representatives from the

three Iowa counties (Linn, Scott and Woodbury),
which had been given final approval as Iowa areas

for the poliomyelitis vaccine field-test programs,
met at the State Department of Health, in Des
Moines to give further consideration to the program
in their counties. The Iowa State Medical Society

gave its approval of the program in December, 1953.

The county medical societies of the nine Iowa coun-

ties with populations of 50,000 or over which were
given original consideration as field trial areas

gave their approval in December, 1953 or in Janu-
ary, 1954. The three counties expressed a pref-

erence for the Placebo controlled type of project,

wherein children from first, second and third

grades would be used as test groups. One half of

those volunteering will obtain the vaccine. The oth-

er half will be given a harmless material that ap-

pears identical with the poliomyelitis vaccine. No
one in Iowa will know which child receives which
substance until sometime after the inoculations

have been completed.

The program to be carried out must have the

approval and support of the local county medical
groups, the school officials and all local health

officials. It must be organized through the schools

and very preferably done at a time when school is

in session. Request forms must be signed by par-

ents before any child will be included in the test

program. Five weeks (the time between the first

and third injections) will be needed, once the pro-

gram swings into action. Another factor, and one
of definite importance, is the need for completing
the vaccinations before the time for expected sea-

sonal increase of poliomyelitis arrives.

Since these three counties, with a combined
population of 320,475, contain 12.1 per cent of the

state’s population, they should yield a large

enough test series of volunteers to be of a definite

statistical significance. Situated in three distinct

areas of the state and in different trade areas, they
also represent differing possibilities of poliomy-
elitis incidence for 1954.

Popula- Children in Grades 1-3 inclusive in
tion of public, private & parochial schools

County County 1st 2nd 3rd GRAND
grade grade grade TOTAL TOTAL

Linn 109,379 2,374 1,795 1,806 5,975
Scott 105,426 3,127 1,940 1,862 6,929
Woodbury 105,670 2,517 1,736 1,965 6,218 19.122

These figures are those obtained from the office

of the Iowa State Department of Public Instruc-

tion for the school year 1952-1953.

The vaccine to be tested is Salk’s material. It is

not an egg preparation. It is chemically killed and
contains substances which, when injected, produce
protective antibodies effective for all three strains

of the poliomyelitis virus. The Salk vaccine, pro-

duced and sponsored by the National Foundation
for Infantile Paralysis, will be available in 1954

only in those counties participating in the field

trials and only to those children volunteering. In

other words, poliomyelitis vaccine is as yet not

available commercially. It is available only for in-

vestigational use “on a controlled basis.”

The vaccine will be given by local physicians

who volunteer their services. Each child is to re-

ceive three injections. The schedule of injections

is as follows: the second is given one week after

the first; the third follows four weeks after the

second. Each injection is lcc of the vaccine. Chil-

dren who have had an attack of poliomyelitis may
be given the vaccine, since an attack of poliomy-
elitis produces immunity only to the strain of the

organism producing the attack.

The Salk vaccine to be used will have been
tested in three different laboratories—the com-
mercial laboratory where it is processed, Dr.

Salk’s own laboratory and the National Institutes

of Health Laboratories. Any vaccine that does not

pass all tests satisfactorily is automatically dis-

carded. This is a process routinely used in testing

any biologic material before its use is permitted.

The three Iowa counties are planning to start

their vaccine program the week of April 19.

RHEUMATIC FEVER AND HEART DISEASE

It is now well established that the heart is dam-
aged to a greater or lesser degree by every attack

of rheumatic fever. This damage is generally per-

manent and serious; and although this damage
may not be so great when conditions are favorable,

yet severe and fatal cases occur with sufficient

frequency to give to rheumatic fever an important

role in the causation of heart disease. Ninety per

cent of all heart disease in patients under 30 years

of age is caused by rheumatic fever. While rheu-

matic fever is much less frequent after 50 years

of age, it does occur, and then has a higher death
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rate. Rheumatic fever causes a special form of

valvular heart disease called stenosis, or narrow-

ing of the aortic valve. When this condition is

found, it is evidence of the patient’s having suf-

fered one or more bouts of rheumatic fever.

Rheumatic fever is grouped with the strepto-

coccal infections, and usually begins with a sore

throat, as an acute tonsillitis or acute pharyngitis.

This may subside under proper treatment in eight

to ten days, with disappearance of fever and other

signs of illness. A week later the fever may return

with painful swelling of the joints, muscular
pains and other signs indicating an attack of rheu-

matic fever. This may subside in one or two
weeks, or may continue for many weeks.

Forty per cent of all cases experience a recur-

rence. The heart damage may not be evident in the

first attack, but generally is recognized after a

recurrence.

Through the use of new remedies such as pen-

icillin, the acute onset is shortened, and rheumatic
fever is often overlooked.

Rheumatic fever occurs in several forms. One of

its major types is chorea or St. Vitus dance, which
is rare under two years and after 30, being most
frequent between eight and fifteen years. Another
less frequent form occurs as painful hard swell-

ings, called rheumatic nodes, appearing under the

surface of the long bones.

In an extensive survey made by the U. S. Pub-
lic Health Service a few years ago, 30 per cent of

cases of rheumatic fever resulted in heart disease,

and 16 per cent in chorea.

Unfortunately, there is no adequate method for

the prevention of the first attack of rheumatic
fever. Prompt attention by a physician may dis-

tinctly limit or shorten the initial sore throat or

the rheumatic fever attack.

The disease has been noted more frequently in

crowded households, and in the larger rather

than the smaller cities. Impaired nutrition and
unsanitary environment are factors to be con-

sidered.

During the war period, large groups of military

personnel were given a form a preventive treat-

ment consisting of small daily doses of penicillin

for a year or longer following recovery from the

acute sore throat or rheumatic fever, with prac-

tically no recurrences developing during that

period of preventive treatment.

Rest and prompt medical attention are of utmost
importance. If rheumatic fever can be controlled,

heart disease in the young adult will eventually
disappear.

ANNUAL RENEWAL OF LICENSE

According to law (Section 147.10, Code of 1950

as amended), every license to practice medicine
expires on June 30 of each year, and furthermore,
the law requires that application for renewal, on
the prescribed form and accompanied by the $3

fee, must be made at least thirty days prior to

that date.

Each year, the State Department of Health noti-

fies each licensee of the expiration of his license

and provides him a blank for his renewal applica-

tion. All changes of address must be forwarded
to the State Department of Health promptly, so

that those notifications and blanks may not be
delayed in reaching the licensees.

HOW TO BE A GOOD PRECEPTOR

(Continued from page 231

)

Do not let students sign prescriptions or write

unconfirmed orders. While students are capable of

doing a great deal, they are still learning to prac-

tice medicine, and are neither legally nor educa-
tionally ready for the complete actuality.

5. Every student should be informed of the

perils of returning to general practice after only
one year of hospital training. The Academy of

General Practice recommends at least a one-year
residency in general practice after the internship.

We hope these rules, added to those furnished
by the University of Iowa, will clarify understand-
ing of the preceptor-student relationship. We sin-

cerely desire this program to be successful in

Iowa, as it has been elsewhere. It can be of ines-

timable value to a student, and it furnishes the

general practitioner a fresh view of medical educa-
tion.

Last, but not least, one hour of formal credit

is given to Academy members for each week they
have these students.

MORBIDITY REPORT

Disease
Mar.
1954

Feb.
1954

Mar.
1953

Most cases reported
from these counties

Diphtheria . .

.

1 1 1 Chickasaw
Scarlet Fever 361 243 256 Clinton, Mahaska, Polk,

Typhoid Fever 0 0 1

Warren

Smallpox . . . . 0 0 0

Measles 1,102 665 1,872 Cerro Gordo, Clayton, Har-

Whooping
Cough 9 28 9

rison. Pottawattamie

Buena Vista, Clinton

Brucellosis . .

.

13 18 21 Scattered—1 to a county
Chickenpox . . 1.140 1,003 706 Allamakee. Des Moines,

Meningococcus
Meningitis . 3 5 2

Dubuque, Linn

Linn, Mahaska, Shelby

Mumps 773 513 202 Des Moines, Pottawattamie.

Poliomyelitis 4 9 2

Story

Delaware 1, Keokuk 1,

Rabies
in Animals. . 23 25 20

Story 2 (1 paralytic,
3 unspecified)

Scattered 1 or 2 to a county

Infectious
Hepatitis . . . 483 445 144 Boone, Lee, Scott, Webster

Tuberculosis 59 55 71 For the state

Gonorrhea 52 55 64 For the state

Syphilis 129 112 194 For the state

Histoplasmosis 1 0 0 Poweshiek
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NINTH NATIONAL RURAL HEALTH
CONFERENCE

This year the National Rural Health Conference
was held in Dallas, Texas, March 4-6. This con-

ference is sponsored by the AMA and a meeting
together of leaders of Rural organizations, Health
Educators and medical doctors. As your President-

Elect it was a real privilege to attend all the con-

ferences. On the morning of March 4 at seven thirty

I left Sioux City via air and at two thirty p.m.

of the same day I was in the conference in time

for the opening session. It isn’t difficult to under-

stand why national conferences are becoming
more numerous and why world problems have
become our country’s problems when such great

distances can be covered in such a short space
of time.

The program theme was “Let’s Put More ‘U’

in Community.” Presentations of subjects outlined

in the program were given by men and women
who are specialists in their respective fields of

study and each presentation was followed by a

discussion period devoted to area problems.
“Arousing Community Interest in Better Health
Facilities,” “The You in Nutrition,” “Health Insur-

ance—What, How and Why,” “Soil, Civilization

and Our Health,” etc., were some of the subjects

followed. There were many questions for panel
members to solve, but, as far as I could see, every
problem revolved around the “Education of the

Individual.”

Perhaps the outstanding event of the meetings
occurred on the last day at the luncheon for spe-

cial guests in the beautiful Sky Room of Hotel
Baker, with our National Auxiliary President,

Mrs. Leo Schaefer, of Salina, Kansas, and Dr. Ed-
ward McCormick, of Toledo, Ohio, the National

President of the American Medical Association,

as guest speakers. Mrs. Schaefer stressed the need
for more safety education due to rising death rate

and crippling of our people and tremendous eco-

nomic losses—all due to carelessness and igno-

rance. Dr. McCormick said that the progress of

medicine in America during the past 25 years was
almost inconceivable. In reference to the Salk
vaccine he stated that the AMA is anticipating an
end of Polio. In regard to cancer Dr. McCormick
added, “I feel we shall see the end of cancer in

five or six years. Hundreds of thousands of cancer
cases are being cured through radiation, radical

surgery, and the use of isotopes—means which a

man would have been called crazy had he at-

tempted to use them a few years ago.” He stated

also that the AMA, along with the National Foun-
dation for Medical Education, last year put more
than $10,000,000 into medical schools to avoid the

threat of federal subsidizing of medical education.

“Only 20 per cent of the funds required to operate

medical schools comes from tuition,” he asserted.

In conclusion, I wish to express by appreciation

for the honor of representing the Auxiliary and to

thank the Trustees of the Iowa State Medical So-

ciety and the others who made this trip possible

for me.
The 1955 National Health Conference will be

held in Milwaukee, Wisconsin.

Mrs. Lester Hegg
President-Elect

REQUESTS FROM THE AMA
With the approval of the American Medical

Association, the Board of Directors of the Woman’s
Auxiliary is recommending that all Auxiliary

members as individuals, should support two impor-

tant projects being promoted by (1) The National

Foundation for Infantile Paralysis and (2) The
American Heritage Foundation:

VACCINE VALIDITY STUDY

Sponsored by the National Foundation for Infan-

tile Paralysis

A nationwide study to determine the effective-

ness of a polio vaccine in preventing paralytic

polio got underway in one or more southern states

(approximately 200 counties) during the week of

February 8, 1954, and will end June 1, 1954. Dur-
ing that time 500,000 to 1,000,000 school children

of the second grade will have taken part in this

study. Participation will be on a voluntary basis,

provided that the child’s parents or legal guardians

consent. The study will be conducted by the Na-
tional Foundation with local health officers in

charge. Local physicians will administer the injec-

tions.

Volunteers from the National Foundation’s 3,100

chapters, covering every county in the United

States, will help in organizing and manning the

study in local areas. Auxiliary members were

234
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called upon to assist in this project in this capac-

ity. As stated above, the American Medical Asso-

ciation feels that Auxiliary members can make
a very worthwhile contribution to this important

and meritorious project by participating as indi-

viduals on a local level with the groups who are

serving as volunteers in this study.

CRUSADE FOR FREEDOM

Adopted and promoted by the American Heritage

Foundation

The Crusade for Freedom is the officially adopt-

ed program of the American Heritage Foundation

for the year 1953-54. Its objective is to act as a

public information agency and principal fund

raiser for the National Committee for a Free
Europe, Inc. Through Radio Free Europe and
other facilities, the public funds raised by the Cru-

sade will be used to conduct programs of hope,

aid, encouragement and information to and on be-

half of the captive countries of Eastern Europe.

Radio Free Europe programs are sent behind the

Iron Curtain . . . and they get there. They are de-

signed to refute Communist lies and to bolster the

morale of the oppressed citizens. By making these

broadcasts possible, The Crusade for Freedom
gives every American the opportunity and privi-

lege of participating in what the American Her-

itage Foundation regards as one of the most excit-

ing, inspiring and successful offensives being con-

ducted anywhere.
The Crusade for Freedom program got under

way in February, 1954, and the AMA advisory

council to the Woman’s Auxiliary approved of the

participation of the Auxiliary in this notable and
outstanding project. As an organization, the Auxil-

iary can assist in the educational aspect of the

program. As individuals, Auxiliary members can
contribute in a financial way.
The American Heritage Foundation is a non-

partisan, non-political educational organization

functioning in the interests of a higher level of

citizenship throughout the United States. It spon-

sored the famous Freedom Train and the recent

non-partisan Register and Vote Campaign. A
board of trustees, consisting of leaders in fields

of labor, industry and education, heads the Foun-
dation. Henry Ford II is chairman of the Board of

Trustees, and Thomas D’Arcy Brophy is the Foun-
dation president. It has the wholehearted support
of President Eisenhower, who is a former trustee.

Members who desire to receive material for a

Speakers Bureau or for circulation in their com-
munities may write to Crusade for Freedom, 345
E. 46th Street, New York 17, New York.

WHO ANNUAL REPORT STRESSES FINANCIAL
DIFFICULTIES

The World Health Organization’s annual report
for 1953, noting the completion of five years of

activity, cites “extremely serious and prolonged

financial crises” during the year. Despite them,

however, WHO claims these accomplishments: (1)

assistance to 74 countries in over 330 health proj-

ects, (2) widening of communicable disease pro-

grams that include malarial control in 21 nations,

(3) examination of 15 million persons and treat-

ment of 4 million of these for yaws or venereal

infections, and (4) assistance to 24 countries in

starting or extending tuberculosis control projects.

WHO also granted 894 fellowships to health work-

ers for advanced study abroad in addition to local

or regional training seminars. World Health Day,

marking the formation of WHO, will be observed

April 7. The annual report is available at $1.25

a copy at Columbia University Press, 2960 Broad-

way, New York 27, N. Y.

IOWA HOSPITALS APPROVED FOR
TREATMENT OF CANCER PATIENTS

An article appearing in the January woman’s
home companion entitled “How You Can Double
Your Chances Against Cancer” has been de-

nounced by Dr. E. G. Zimmerer, Iowa commis-
sioner of health and chairman of the professional

education committee of the Iowa division of the

American Cancer Society.

In a letter to hospital administrators and chiefs

of staffs of Iowa hospitals, Dr. Zimmerer says the

article “is so misleading as to require some clarifica-

tion. From its list of ‘Four Star Hospitals’ it would
appear that Iowa has no hospitals competent to

treat cancer patients. This is wholly untrue and is

the result of the ridiculous criteria set up for in-

clusion in the list which omits not only Iowa hos-

pitals but such well known institutions as the

Mayo Clinic, the Lahey Clinic, Billings Memorial
Hospital and others.

“There are in the state nine tumor clinics ap-

proved by the American College of Surgeons,” Dr.

Zimmerer continues. “Eleven hospitals in the state

are approved by the same organization for resi-

dencies, of which there are 260, some being two
and three year residencies, Eleven hospitals also,

not always the same ones, are approved for interne

training by the American Medical Association and
92 internships are available though only 59, or 63

per cent, were filled as of September 1, 1953. Un-
fortunately, no institution offers an organized

course for graduate training in surgery, though
there is post graduate training in seven other

specialties. This is the crux of the matter. We can-

not agree that only a teaching hospital has facili-

ties for the diagnosis and treatment of malignancy.
“Iowa has well distributed hospitals with com-

petent, even superior, professional personnel with

excellent pathological services and adequate facili-

ties for radiology, radium treatment, radioactive

isotopes and every modality found useful in cancer

therapy. Yet these are omitted from the ‘Four Star

List' because they do not offer postgraduate train-

ing in surgery.
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“It is unfortunate,” concludes the commissioner,
“that the self-styled science writer can set himself

up as a judge of surgical competency and hospital

standards. The publisher of such articles should be
held accountable for disseminating inaccurate in-

formation.”

An additional protest against the magazine ar-

ticle was issued by Dr. Norman B. Nelson, dean
of the State University of Iowa college of med-
icine. He stated, “The people of Iowa should be
reassured against the implications of this article.

There are numerous fine hospitals in Iowa which
are doing a fine job of cancer diagnosis and treat-

ment.”

—

new horizons, Winter, 1954.

NATIONAL CONVENTION

The thirty-first annual convention of the Wom-
an’s Auxiliary to the American Medical Associa-

tion will be held at the Hotel Fairmont in San
Francisco, California, June 21 to 25, 1954. Regis-

tration and national committee meetings will start

on Sunday, June 20.

A tea honoring Mrs. Leo J. Schaefer, president,

and Mrs. George Turner, president-elect, will be
held on Monday, June 21. All doctors’ wives are

cordially invited to attend.

If you have not already done so, you are urged
to make hotel reservation immediately. All reser-

vations are handled through the AMA Housing
Bureau, 200 Civic Auditorium, San Francisco,

California. Be sure to say that you are a member
of the Woman’s Auxiliary, for if you do, your res-

ervation will receive special consideration. A list

of hotels, with rate and a reservation blank, will

be found in current issues of the journal, a.m.a.

LOST

A number of seasoned, well-loved members of

the Auxiliary who seem to classify themselves as

“old members” (the rest of us do not feel that way
about them). These gracious experienced women
have been straying away for several years.

Will anyone having any knowledge of these

ladies please help them to return to the “fold,” as

we feel we have lost some valuable assets to our
organization.

A large reward of good fellowship and friend-

ship is offered for their return.

COUNTY AUXILIARY ACTIVITIES

Allamakee

At the home of Mrs. Milton Kiesau, of Postville,

Iowa, on March 31, 1954, a Woman’s Auxiliary to

the Allamakee County Medical Society was organ-

ized. Greetings were extended by Mrs. Kiesau,

organization chairman appointed by the Alla-

makee Medical Society, and she introduced the

state officers who were guests. The following

members and guests signed the guest book: Mes-
dames R. R. Jeffries, Donald Dohnalek, Alice

Rominger, J. W. Myers, Milton Kiesau, J. W.
Thornton, F. W. Kiesau, G. W. Tapper, V. G. Ket-

tlecamp, H. H. Wolf, Edward B. Hoeven, L. E.

Hegg, C. H. Flynn, E. A. Larsen.

The following officers, in addition to Mrs. Kie-

sau, were duly installed by Mrs. Charles H. Flynn,

of Clarinda, state organization chairman: Vice-

president, Mrs. Thornton, of Lansing, and Sec.-

Treas., Mrs. Rominger, of Waukon.
Mrs. Edward B. Hoeven, state president, gave a

very informative talk on the general work of the

auxiliary using as her theme, “Why a County
Auxiliary? and What your dues buy.”

Mrs. Larsen talked on the future nurses’ clubs

and the nurse loan fund. All members and guests

joined in a round table discussion later and many
questions were asked and answered.

Dallas-Guthrie

The Dallas-Guthrie Auxiliary met in Guthrie

Center March 18, 1954. The State President, Mrs.

Edward B. Hoeven, was present and gave the ad-

dress. She stressed the value of today’s health in

public relations, and said that the county exhibits

at the Annual Meeting should impress the 75 per

cent of the doctors in the state who do not realize

the importance of the Auxiliary. She urged doc-

tors’ wives to use their influence to change the

thinking of people in regard to health and medical

check-ups. The Educational Fund is a major issue

in the profession now and should be adequately

supported. The Dallas-Guthrie Auxiliary contrib-

uted $5.00. Delegate and alternate to the Annual
Meeting are to be Mrs. E. T. Warren, Stuart, and
Mrs. A. G. Felter, Van Meter.

Mrs. C. E. Porter

Grundy

On April 1, 1954, at the home of Mrs. H. V.

Kahler a Woman’s Auxiliary to the Grundy
County Medical Society was organized. Mrs. Ed-

ward B. Hoeven, state president of the Woman’s
Auxiliary to the Iowa State Medical Society and
Mrs. Charles H. Flynn, first vice president and
organization chairman, were guests. Mrs. Hoeven
discussed the activities of the woman’s auxiliary

and how much benefit an active county auxiliary

can be to the state auxiliary. Mrs. Flynn talked

about how the county auxiliary can correlate the

work of the organization chairman and also dis-

cussed future nurses’ clubs.

Grundy County was well represented at this

meeting and the following officers were duly in-

stalled by Mi’s. Charles Flynn: President, Mrs.

L. E. Frink, of Reinbeck; Vice-president, Mrs.

Kahler, and Sec.-Treas., Mrs. G. R. Gould, of Con-

rad. After the installation of officers, a very lovely

tea was served.
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GERM-DISEASE MORTALITY DECLINES

The great progress made in recent years in the

control of infectious diseases is demonstrated in

the annual report of the Institute of Life Insurance

on mortality experience among life insurance pol-

icyholders. The group of individuals is a somewhat
selected one, but the figures are none the less in-

teresting.

The chief infectious diseases, including tubercu-

losis, pneumonia, influenza, and the communica-
ble diseases of childhood, set a record low rate in

1935, accounting for fewer than 6 per cent of all

policyholder deaths. Immediately after the turn of

the century, these germ diseases accounted for

more than 25 per cent of all deaths and even ten

years ago, were responsible for 12 per cent of all

deaths.

“Because the germ diseases took such a large

toll at the younger ages, this saving of lives added
materially to the longevity of policyholders,” the

Institute said. “What this means in actual lives

saved may be seen by applying the death rates

of 40 to 50 years ago to last year’s policyholder

population. Had the death rate from infectious dis-

eases of the early 1900s still applied, there would
have been between 300,000 to 350,000 more pol-

icyholder deaths.”

The over-all death rate among the nation’s 90,-

000,000 life insurance policyholders was 6.4 per
1,000 in 1953, the same figure as the year before.

It was only slightly above the all-time low of

6.3 per 1,000, recorded in 1949 and 1950 and com-
pares with 7.5 per 1,000 ten years ago.

During the past year, the ordinary death rate

declined slightly, while the industrial death rate

held at practically the same level. Among ordinary
policyholders, both heart disease and cancer
showed a slight reduction in death rate, while
both showed a slight increase among industrial

policyholders. The latter represent a group having
somewhat lower average incomes, since they are
people who pay premiums weekly to collectors.

Among both types of policyholders, deaths from
tuberculosis showed a further decline to a new
low, one-fifth to one-fourth below last year’s pre-
vious low. In the case of ordinary life insurance
policyholders the rate was .042 per 1,000—or less

than 7/10 of 1 per cent of all deaths. This repre-
sents an 80 per cent decline in just ten years.
Deaths due to pneumonia and influenza showed

a slight increase in 1953, due to a mild epidemic
at the start of the year; the death rate from these
combined causes was still about half that of ten
years ago.

Accidental deaths declined, especially those from
home and industrial accidents.

Heart disease, including the entire range of

diseases associated with the heart and arteries,

showed a lower death rate among ordinary pol-

icyholders, but a slightly higher rate among indus-
trial policyholders. With the rapid decrease in

hazard from infectious diseases in recent years,
heart disease has assumed increasing importance.

in 1953 accounting for well over half of all policy-

holder deaths. To aid in the search for the causes

and treatment of this group of diseases, the life in-

surance companies have set up the Life Insurance

Medical Research Fund, to which they have al-

ready contributed more than $6,000,000.

CANCER SOCIETY AWARDS NURSE
SCHOLARSHIPS

A group of 50 young women from 41 Iowa coun-

ties have been selected from 103 applicants in

statewide competition as winners of three-year

nurses’ scholarships awarded by the Iowa division

of the American Cancer Society. No more than 3

are residents of any one county. The awards grant

tuition, fees, books and uniforms for three years

of nurses’ training (but not to exceed $500), be-

ginning this fall, at any accredited school of nurs-

ing in Iowa chosen by the recipients.

Primary considerations in the selections were;

rank in the upper third of class scholastically; sat-

isfactory results in pre-nursing tests and accept-

ance by accredited Iowa nursing school; need of

financial assistance; and personal qualities essen-

tial to becoming a good nurse as attested by char-

acter references. In accepting the scholarships all

must agree to finish their training unless prevent-

ed by sickness, not to marry while in training,

and to practice their profession in Iowa for two
years immediately following their graduation.

First in the nation to set up such a program, the

Iowa division now has 137 nurse trainees from 67

counties attending 23 nursing schools in Iowa. In

addition, 79 nurses granted scholarships in 1949

and 1950 have graduated, and are now practicing

their profession in Iowa. Aimed at relieving the

critical nursing shortage in Iowa, the scholarships

are part of a long range program to expand the

Society’s service for needy cancer patients.

SPEAKERS' BUREAU SCHEDULES
RADIO

WOI—Thursday at 11: 15 a.m.

“Time Out”
May 6 First Aid
May 13 Getting Along With People
May 20 Restful Moments

“Keeping Your Baby Well”

May 27 You and Your Baby

WSUI—Tuesday at 11:45 a.m.

“Main Street Medicine”

May 4 Medical Research Foundation
May 11 Community Health Survey
May 18 School Health
May 25 Four Year Medical School

Television broadcasts will be resumed in the fall.



COUNTY SOCIETIES

MEETINGS

Black Hawk

At the April 20 meeting of the Black Hawk
County Medical Society, Dr. Noble W. Irving, Des
Moines radiologist, spoke on cancer.

Calhoun

Ten members of the Calhoun County Medical

Society met in Manson on March 4, to hear a

talk by Dr. Charles Baker, a Fort Dodge pedia-

trician, on the subject “The Well Baby.”

Dallas-Guthrie

On March 18, Dr. Harold Marguilese, of Council

Bluffs, spoke to the Dallas-Guthrie Society on

“Clinical and Physiological Considerations in Em-
physema.”

Des Moines

Dr. Norris J. Heckel, clinical professor of urol-

ogy at the University of Illinois, addressed the

April 13 meeting of the Des Moines County Med-
ical Society at Hotel Burlington on the subject

“Diagnosis and Differential Diagnosis of the Gen-

ito-Urinary System.”

Henry

Dr. K. R. Kingsbury, of Ottumwa, gave the sci-

entific talk at a meeting of the Henry County
Medical Society, in Mt. Pleasant, on March 19.

Johnson

Dr. Elmer L. DeGowin, professor of internal

medicine at S.U.I., addressed the April 7 meeting

of the Johnson County Medical Society on “Treat-

ment of Thyrotoxicosis With Radio-Iodine.”

and a practicing proctologist in Omaha, addressed

the Linn County Medical Society on March 11,

about “The Diagnosis and Treatment of Anal

Rectal Lesions.”

Polk

At the March 17 meeting of the Polk County
Medical Society, Dr. James A. Clifton, associate

professor of medicine, Dr. Frank E. Coburn, asso-

ciate professor of psychiatry, and Dr. R. T. Tid-

rick, professor and head of the Department of

Surgery, of S.U.I., participated in a panel discus-

sion on acute ulcerative colitis. Dr. Daniel A.

Glomset, of Des Moines, was moderator.

Sac

Dr. Dwayne Howard, of Sioux City, was guest

speaker at the monthly meeting of the Sac County

Medical Society held at the Park Hotel in Sac

City on March 11. He spoke on the use of radio-

active gold in the treatment of certain forms of

prostatic cancer.

Scott

At the Outing Club in Davenport, on April 6,

the Scott County Medical Society heard Dr. W. C.

Keettel, professor of obstetrics and gynecology at

S.U.I., discuss “The Problem of Infertility.”

DEATHS

Dr. Francis William Hobart, 49, of Lake City,

died suddenly of a heart attack at his home on

March 11.

Dr. Charles E. Lovett, 70, who practiced at Line-

ville until his retirement about a year ago, died

of a heart attack on March 15, at Weatherford,

Oklahoma, while on his way home from Califor-

nia.

Dr. Jesse Eugene Russ, 69, died in a hospital at

Rochester, Minnesota, on April 5. He had prac-

ticed in Rake for 41 years.
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Dr. Louis E. Moon, associate professor of sur-

gery at the Creighton University Medical School
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Ulcerative Colitis

Smoothage and Bulk in Correcting Constipation

To initiate the normal defecation reflex,

the “smoothage" and bulk of Metamucil® provide

the needed gentle rectal distention.

Once the habit of constipation has been estab-

lished, due to any of a large number of causes, it

becomes a major problem. Self-medication with

irritant or chemical laxatives, or repeated enemas,

usually causes a decreased, sluggish defecation

reflex and may result in its complete loss.

Rectal distention is a vital factor in initiating

the normal defecation reflex, and sufficient bulk

is thus of obvious importance in restoring this

reflex. Metamucil provides this bulk in the form

of a smooth, nonirritating, soft, hydrophilic col-

loid which gently distends the rectum and initiates

the desire to evacuate. Metamucil demands ex-

tra fluid, imparting even greater smoothage to

the intestinal contents.

It is indicated in chronic constipation of

various types—including distal colon stasis of the

“irritable colon” syndrome, the atonic colon fol-

lowing abdominal operations, repressions of def-

ecation after anorectal surgery and in special con-

ditions such as the management of a permanent

ileostomy. Metamucil is the highly refined mucil-

loid of Plantago ovata (50%), a seed of the psyl-

lium group, combined with dextrose (50%) as a

dispersing agent.

The average adult dose is one rounded tea-

spoonful of Metamucil powder in a glass of cool

water, milk or fruit juice, followed by an addi-

tional glass of fluid if indicated.

Metamucil is supplied in containers of 4, 8 and

16 ounces. It is accepted by the Council on

Pharmacy and Chemistry of the American Med-

ical Association. G. D. Searle & Co., Research

in the Service of Medicine.
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The Month in Washington

These spring days are growing into weeks that

really count in Congress. Unless a bill deals with

an emergency, it had better be well on its way
through committees by now or its chances of enact-

ment will fade rapidly as summer approaches.

For good or evil, a large amount of health legis-

lation is well advanced, and if Congress holds to

an average pace, several bills affecting the medical

profession are likely to become law in the next

month or so. Here is the situation in brief:

Medical Deductions. Legislation to increase the

amount deducted from taxable income for medical

expenses is a part of the omnibus tax revision bill

which cleared the House early and by a wide mar-
gin, but ran into some delay on the Senate side.

This bill, with the medical deduction liberalization

intact, should reach the White House in plenty

of time.

Hill-Burton Expansion. A move to make impor-

tant changes in this bill developed in the Senate
Labor and Welfare Committee, after the House
had passed its version with some amendments.
American Hospital Association proposed that the

rather complicated House legislation be scrapped,

and instead that the Hill-Burton Act be amended
to (a) include rehabilitation centers and nursing

homes, and (b) place a high priority on hospitals

for the chronically ill. The AHA idea immediately
attracted support in and out of the committee. The
new approach meant inevitable, but probably not

fatal, delays.

Reinsurance. This proposal, once hailed as the

keystone of the Eisenhower administration’s health

program, continued to encounter opposition. At
one stage, of all the national associations to testify

on reinsurance only American Hospital Associa-

tion was giving it unqualified support. American
Medical Association, the U. S. Chamber of Com-
merce, and national spokesmen for the insurance

industry took about the same position: (1) Rein-

surance alone cannot make uninsurable risks in-

surable. (2) The threat of federal control of med-
icine is inherent in any program that would bring

the federal government in such close contact with
medical practice. Dr. David B. Allman, represent-

ing the AMA at the House hearings, emphasized
that the association would welcome and co-operate

in any movement carrying real promise of pro-

moting voluntary health insurance.

Health Grants. This is an administration plan
to do away with the present categorical grants for

identified projects, such as venereal disease con-

trol, and to substitute funds earmarked for three

general purposes, (a) to maintain present pro-

grams, (b) to initiate new programs or to expand
existing ones, and (c) to finance public or private

experimental or pilot programs of national or

HEARING is their business!

These are the Audiovox Hearing Aid Dealers
who serve you in IOWA. Audiovox dealers are
chosen for their competence and their interest
in your patients’ hearing problems.

McClenahan Hearing Aid Service
404 Union Arcade
Davenport, Iowa
Tel: 6-3033

Iowa Audiophone Company
611 Fleming Building
6th and Walnut Streets
Des Moines, Iowa
Tel: 4-2622

Universal Hearing Aid Utilities
Whetstone Building
Iowa City, Iowa
Tel: Iowa City 7108

Reed Audiphone Company
250 Orpheum Electric Building
Sioux City, Iowa
Tel: 56412

Dr. John H. Lepper
28 First Street, S. E.

Mason City, Iowa

Professional Hearing Service
319 Barker Building
Omaha 2, Nebraska
Tel: HA-7849

Roland Optical Dispensary
509 National Bank of S. D. Building
Sioux Falls, South Dakota
Tel: 2-5721

Perkins Hearing Service
McGregor,
Iowa

Hartig Drug Company
730 Main Street

Dubuque, Iowa

audivox
TRADE -MARK
SUCCESSOR TO

Western E/ecrric
HEARING AID DIVISION
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pedigree
Only a flawless pedigree— a long and illus-

trious ancestry of purebreds— can produce
a champion show dog.

Onlyaudivox in the hearing aid field can trace an an-

cestry that includes both Western Electric and Bell Tel-

ephone Laboratories, audivox lineage springs from

the pioneer experiments of Dr. Alexander Graham Bell,

which were furthered by the development of the hearing

aid at Bell Telephone Laboratories, brought to fruition

by Western Electric and audivox engineers.

Pedigreed in its field, audivox successor to Western

Electric Hearing Aid Division, brings the boon of better

hearing, and its enrichment of living, to thousands. With

the magical modern transistor, with scientific hearing

measurement and scientific instrument-fitting, serviced

by a nation-wide network of professionally-skilled deal-

ers, audivox moves forward today in a proud tradition.

Audivox new oll-tronsistor

model 71 hearing aid

Alexander
Graham
Bell

VOX
Successor to MlSfe/Tf £feCJTlC Hearing Aid Division

TO THE DOCTOR: Send your patient with a hear-
ing problem to a career Audivox and Micronic
dealer, chosen for his interest, integrity and abil-

ity. There is such an Audivox dealer in every
major city from coast to coast.
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BLOOD DIAGNOSTIC REAGENTS
30-102

—

Blood Grouping Scrum (Set Anti-A and Anti-B),
2 cc. of each Set $2.00

30-105

—

Blood Grouping Serum (Set Anti-A and Anti-B).
5 cc. of each Set 4.50

35-605—Anti-A, B (Group O) Blood Grouping Serum,
5 cc Each 2.50

32-102—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 2 cc Each 3.25

32-105

—

Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100

—

Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050

—

Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

saero iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City, Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

SECLUSION MATERNITY

Write lor information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

FAIRMOUNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

regional significance. In both committees the ques-

tion was whether to group the first and second
type grants together, with the state health author-

ities deciding how to divide up the federal money
among old and new projects. Funds for the third

type grant—experimental—would be completely
controlled by the surgeon general. One suggestion

is to require approval of the state health officer

for any experimental (type three) grant in his

state. Another is to eliminate the third type grants

altogether, letting the National Institutes of Health
handle public health as well as other medical re-

search grants.

Social Security. American Medical Association,

American Dental Association and a number of

other national groups are fighting vigorously to

prevent compulsory extension of Old Age and
Survivors Insurance to physicians, dentists and
most other self-employed. Instead, they want the

privilege of deferring income tax payments on that

part of earnings placed in restricted annuities

—

the Jenkins-Keogh plan. AMA also feels that

there is no need for the bill’s provision that pen-

sion rights be frozen during periods when the

worker has been medically determined to be dis-

abled. A better suggestion, the Association main-
tains, is to base pension rates on the 10 best

working years, thus virtually eliminating the need
for the controversial medical examinations. Pros-

pects are good that social security will be extend-

ed, either with or without these changes.

Vocational Rehabilitation. Generally, Senate wit-

nesses favor the administration’s proposal to ex-

pand the federal-state programs, providing U. S.

grants aren’t cut. However, with no House bill

introduced as of this writing, there is some doubt
that, even if the Senate clears the measure, the

House can find time to deal with it.

Doctor Draft Amendment. This bill, an out-

growth of the Peress case, swept through the Sen-

ate without objection. It may be law by the time

this is published. It would amend the Doctor Draft

act to permit the services to keep on duty as an
enlisted man, assigned to professional tasks, any-

one called under the Doctor Draft act whose loy-

alty is questioned. Defense Department has prom-
ised to investigate such cases immediately, so that

the man can be cleared promptly and offered a

commission or discharged. The discharge would
state that action was taken on loyalty grounds.

DOCTORS IN AA TO MEET

The fifth annual meeting of doctors in Alcoholics

Anonymous is to convene at the Mayflower Hotel,

Akron, Ohio, May 14-16, 1954. The group started

as a gathering of men from western New York
State, but last year’s meeting was attended by
men from places as distant as Florida and Colo-

rado. For information and reservations, address:

Doctors, Mayflower Hotel, Akron, Ohio.
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RAPID ABSORPTION—MAXIMUM THERAPEUTIC EFFECT

or with 1/3 glass of milk.

The clinical effectiveness of different

brands of mephenesin tablets depends on

their rate of absorption. A mephenesin

tablet that disintegrates slowly is ab-

sorbed slowly. The resulting low blood

levels may never produce a maximum thera-

peutic effect. Results with such a tablet

are usually poor.

Tolserol Tablets are a result of extensive

study and are formulated to disintegrate

rapidly for fast absorption, thus main-

taining optimum blood levels.

Tolserol
(Squibb Mephenesin)

Complete information on the use of Tolserol in muscle spasm

of rheumatic disorders, in neurologic disorders and in acute

alcoholism is available from the Professional Service Department,

Squibb, 745 Fifth Avenue, New York 22, N. Y.

Squibb



PERSONALS

Dr. Chris E. Schrock, a diplomate of the Ameri-
can Board of Internal Medicine, has opened an
office for the practice of his specialty in Iowa City.

Following graduation from the College of Med-
icine at S.U.I., two years of service in the Navy,
and a residency at his aima mater, Dr. Schrock
has practiced at Waverly and at Sioux City.

At the end of May, Dr. John Beebe, who has

practiced in Mt. Pleasant for the past six and a

half years, will leave for Seattle, to begin a resi-

dency in orthopedics at the University of Wash-
ington.

Dr. M. F. Joynt, of Marcus, and Dr. R. J.

Joynt, of LeMars, left home on March 20 for a

trip to Ireland which they planned would last

about a month. In England, they planned to visit

Dr. R. J. Joynt, Jr., who is interning at a hospital

near London.

Dr. Jay S. Benton has joined Dr. D. F. Miller

in the practice of medicine and surgery at Wil-

liamsburg. Dr. Benton received his M.D. degree

at Baylor University, in 1949, and has had a year

each of residency training in general practice and
surgery, in addition to his internship, and a year

and a half of Army service.

Dr. John Lesiak, who has practiced at Tripoli

during the past year, is to be an associate of Dr.

J. E. Whitmire, at Sumner. Dr. Whitmire recently

completed a new clinic building.

The LeMars Clinic has announced that Dr.

Sherman E. Lindell, a 1953 graduate of the med-
ical school at Northwestern University now intern-

ing at Iowa Methodist Hospital, in Des Moines,

will join the Clinic staff sometime in July.

Dr. Richard Mitchell, a diplomate of the Amer-
ican Board of Pediatrics, has entered into practice

with Dr. Carl A. Hansen at Waterloo. Dr. Mitchell

is an alumnus of the College of Medicine at S.U.I.

and has done resident work in his specialty at

Children’s Hospital, Akron, Ohio, and at Iowa
City.

Dr. Vernon Weikel has moved from LeMars to

Sioux City, where he will be associated with Dr.
Max Wainwright, of Morningside.

While on a vacation trip in Florida, Dr. D. M.
Lierle, head of the otolaryngology department of

S.U.I. suffered multiple fractures of the forearm
in an automobile accident on April 3. His arm was
crushed between his car and a passing truck.

Dr. John J. Gleeson, of Vail, suffered a broken
knee in an automobile collision on a gravel road
north of Maple River, on April 3.

Dr. Robert Alberti, a pediatrician, has joined the

staff of Mercy Hospital, Oskaloosa. He graduated
from the College of Medicine at S.U.I. in 1948,

and since then has interned in Spokane, Washing-
ton, held residencies at Omaha and Detroit, prac-

ticed briefly at Traverse City, Michigan, and
served a tour of duty in the Air Force.

Dr. Philip G. Couchman and his wife, Dr. Mary
Couchman, have announced they will start prac-

tice in May at Mount Pleasant. Both are gradu-

ates of the Medical School at Yale and held one-

year residency appointments at Raymond Blank
Memorial Hospital, in Des Moines. Dr. Philip

Couchman has had training and a year of military

experience in psychiatry, and his wife has been

director of the county health department at Man-
hattan, Kansas, for the past six months.

Drs. Marvin Burleson, Frank Larsen, H. H. Ker-

sten, E. F. Beeli, E. M. Kersten, Fred Knowles and

Walter Fiesler, all of Fort Dodge, presented the

scientific program at the spring meeting of the Iowa

Clinical Surgical Society there on April 3. The
Society has been organized for about 50 years,

and its membership includes about 60 surgeons

from all parts of the state.

At the annual joint meeting of the Iowa Tuber-

culosis and Health Association, the Iowa Heart

Association and the Iowa Trudeau Society, held

in Des Moines on April 14 and 15, Dr. Gaylord

Anderson, director of the School of Public Health

at the University of Minnesota and past-president

of the American Public Health Association, spoke

XXII
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THE RETREAT HOSPITAL
Des Moines, Iowa

Established 1905 Cottage Plan

A hospital for the study
,
care and treatment of

mental ,
emotional

,
personality and habit disorders

Facilities available for Acute Psychiatric Conditions
Geriatrics and Alcoholism

HERBERT C. MERILLAT, M.D., Medical Director

S. U. WYKOFF, M.D., Associate Psychiatrist

MARTIN J. KRAKAUER, Psychologist

SYDNEY L. MACMULLEN, Administrator

PAUL T. CASH, M.D., Psychiatrist

SIDNEY L. SANDS, M.D., Psychiatrist

HOWARD V. TURNER, M.D., Psychiatrist

HERBERT W. VETTER, Asst. Administrator

2801 Woodland Ave. Phone 5-2121

THE KEELEY INSTITUTE
DWIGHT, ILLINOIS

One Wing of the Lodge

We invite your inquiry

Specialists in the

Treatment of Alcoholic Addiction

Treatment of the “problem drinker’’ is more than a

sobering-up process; it is a rehabilitative procedure which

must be tailored to the needs of the individual.

Years of intensive research and specialized clinical experi-

ence enable us to follow through in all phases of modern

restorative treatment—gradual withdrawal, physical

rehabilitation, re-orientation and re-education.

You may refer female as well as male patients

—we are also equipped to care for narcotic

or barbiturate addiction. Moderate rates

;

treatment period sometimes shortened

to just two weeks.

Registered by the American Medical Assn.

Member of the American Hospital Assn.
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THE NORBURY
SANATORIUM
Established 1901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician

HENRY A. DOLLEAR, M.D.. Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

on “Public Health: An Investment, Not an Ex-
penditure,’’ Dr. William B. Bean, head of the De-
partment of Internal Medicine at S.U.I. spoke at

the dinner session, and four members of the Uni-
versity’s Cardiovascular Laboratory participated

in a discussion of rheumatic fever.

Dr. Ada Dunner has opened an office for the

private practice of psychiatry in Des Moines. Until

1951, she was chief psychiatrist at the Des Moines
V.A. Center’s mental hygiene clinic, and since

then has been on the staff of the Meninger Clinic,

in Topeka, Kansas. She is to serve as consultant
in psychiatry to the Iowa Children’s Home Society

and Family Service-Travelers’ Aid, in Des Moines.

Dr. E. J. Ridenour has announced his intention

of maintaining offices and daily office hours here-

after in both Readlyn and Dunkerton.

Early in May, Dr. Arthur Steindler, distinguished-

service professor emeritus at the S.U.I. College

of Medicine, will be installed as an honorary
fellow of the Royal College of Surgeons, in Lon-
don. While there, Dr. Steindler will address the

orthopedic section of the British Medical Associ-

ation and the student body of the medical school

at Cardiff, Wales. Besides, he intends visiting

medical centers on the continent before returning

home.

Dr. George H. Powers, of Shenandoah, has

been recalled to service with the Navy, effective

May 1. He will re-enter service with the rank of

lieutenant, senior grade, and expects to be sent

to Guam.

Dr. William B. Bean, head of internal medicine,

and Dr. Alson E. Braley, head of ophthalmology

at S.U.I., attended the Dallas Southern Clinical

Society’s spring conference, in Dallas, Texas,

March 15-18.

Dr. F. J. Swift, Jr., of Maquoketa, after 23 years

as a radio “ham," has made a gift of his short-wave

apparatus to the state of Iowa. Some of the equip-

ment is to be set up in Maquoketa for use in civil

defense work. Dr. Swift says he no longer has

time to pursue his pastime.

Dr. Robert L. Jackson, S.U.I. professor of pedi-

atrics, will become professor and head of pediat-

rics at the University of Missouri’s new four-year

school of medicine on September 1. One of the

things that Dr. Jackson anticipates doing is to

help set up a two-year residency program in gen-

eral practice there.
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in

arthritis

and allied

disorders

Rapid Relief of Pain

usually within a few days

Greater Freedom
and Ease of Movement
functional improvement in a significant

percentage of cases

No Development of Tolerance

even when administered over

a prolonged period

BUTAZOLIDIN
(brand of phenylbutazone)

Its usefulness and efficacy substantiated by numerous published reports,

Butazolidin has received the Seal of Acceptance of the Council on

Pharmacy and Chemistry of the American Medical Association for use in:

• Gouty Arthritis • Rheumatoid Arthritis

• Psoriatic Arthritis • Rheumatoid Spondylitis

• Painful Shoulder (including peritendinitis, capsulitis, bursitis and acute arthritis)

Since Butazolidin is a potent agent, patients for therapy should be selected

with care; dosage should be judiciously controlled; and the patient should be regularly

observed so that treatment may be discontinued at the first sign of toxic reaction.

Descriptive literature available on request.

Butazolidin® (brand of phenylbutazone), coated tablets of 100 mg.

CEIGY PHARMACEUTICALS
Division of Geigy Chemical Corporation

220 Church Street, New York 13, N.Y.
In Canada: Geigy Pharmaceuticals, Montreal 357
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Locum Tenens
Available

Several young physicians are anxious to

serve as locum tenens during the summer
months. Any physician wishing someone to

take over his practice temporarily is asked to

list himself with the Physician Placement

Bureau.

The Bureau also wishes to find openings for

the following specialists desiring a location in

Iowa.

14 Surgeons

7 internists

4 obstetricians and gynecologists

1 radiologist

2 dermatologists

4 urologists

5 pediatricians

3 orthopedists

I olotogist

M embers who know of locations for any of these

young physicians are asked to write the Physician

Placement Bureau, Miss Mary L. McCord, 529 36th

Street, Des Moines 12.

For twenty years . .

.

we have constantly endeavored to serve

\l/ the medical profession with . .

.

better products for
better birth control

Cooper Creme
no finer name
in contraceptives

active Ingredients

Tnoxymethylene .04%
Sodium Oleate 0 67%

Whittaker Laboratories, Inc.

Peekskill, New York
FREE

Please send: Full Size $1.50 Combination Package

Free—Cooper Creme/Dosimeter.

Name jM.D.

Address.

City Zone State.

MORTALITY IN HEART AILMENTS STUDIED

New evidence on the importance of heredity as

a factor in heart disease is brought to light by a

massive study just completed by the Society of

Actuaries. It was found that policyholders who
in their application for life insurance reported
two or more deaths from heart and allied condi-

tions under age 60 in their immediate family ex-

perienced a higher than average mortality.

This study, the most comprehensive of its kind,

deals very largely with the mortality among pol-

icyholders known to have had physical impair-

ments at the time life insurance was issued to

them. Comparison with a similar survey in 1929

shows that in general longevity has improved ma-
terially for persons with physical impairments.

Among other significant findings of the current

study was additional evidence that certain types

of heart murmurs are quite harmless, particularly

“inconstant apical murmurs” or “systolic pulmonic
murmurs.” On the other hand, several types of

heart murmurs have just as clearly been shown to

be associated with rheumatic heart disease at the

younger ages and with arteriosclerotic heart dis-

ease at the older ages. While the longevity of per-

sons with these diseases has improved over the

years, it remains considerably shorter than that

of normal persons. Persons with the more serious

heart murmurs usually die of heart disease but,

surprisingly among persons with certain types of

heart murmurs, some excess mortality from can-

cer was also found.

The study confirms the findings of previous in-

vestigations that a rapid pulse rate, from 90 to 100

per minute, under certain circumstances is asso-

ciated with somewhat higher than average mortal-

ity. This is especially likely to be so when such

a rapid pulse is accompanied by a slight degree of

overweight, hypertension, or other minor impair-

ments.

Persons who have had a nervous breakdown or

who had been diagnosed as psychoneurotic, were
found to have experienced only slightly higher

than average mortality. Persons with a history of

migraine experienced normal death rates.

Favorable mortality was also found among per-

sons with a history of cerebral concussion, indi-

cating that those who have had a concussion with-

out suffering any residual impairment are not sub-

ject to any extra mortality. Persons who had had
a skull fracture were found to have moderately
higher mortality.

The complete study, prepared in consultation

with the Association of Life Insurance Medical

Directors, will be off the press within a few weeks.

Covering the experience under 725,000 policies for

the 15-year period 1935-1950, this survey sheds

much light on the prognoses for many diseases and

impairments, particularly those falling in the broad

region between good health and disease. This is

an area that can seldom be studied in clinical medi-

cine and never on so large a scale.
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CHLOR-TRIMETON
REPETAB
assures 8-12 hours’ sustained

relief in hay fever

Inner core still intact 2Vs hours after inges- At 4Vi hours disintegration of cores well
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ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of April 10, 1954

Ackerman, J. H., Clarksville

(Atlanta, Georgia) Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames
Bogle, W. C., Marion

(Great Lakes, 111.) Lt., U.S.N.R.

Braatelien, N. T., Des Moines
(Rock Island, 111.) 1st Lt., U.S.A.F.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Cline, H. L., Iowa City
(Denver, Colorado) A.U.S.

Couchman, P. G., Des Moines
(Ft. Riley, Kansas) 1st Lt., U.S.A.F.

Daut, R. V., Davenport
(Westover Field, Massachusetts) Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City

(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(DeRidder, Louisiana) Capt., A.U.S.

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, John E., Shenandoah
(MacDill A.F.B., Tampa, Florida) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Randolph A.F.B., Texas) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck
(U.S.A.H., Ft. Riley, Kansas)

Hickman, D. M., Indianola
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Isham, R. B., Osage U.S.N.R.

Iwen, G. W., Iowa City

Jenkins, H. F., Ogden
(Randolph A.F.B., Texas) U.S.A.F.

Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.

Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Raleigh, North Carolina) 1st Lt., U.S.A.F.

Koptik, George Jr., Garwin
Kruse, R. H., Conrad

(Pearl Harbor, T. H.) Lt., U.S.N.R.
Kuehn, W. G., Clarinda

(A.P.O. San Francisco, Calif.) Lt., U.S.N.R.
Kuehnle, G. R., Dubuque

(Baton Rouge, La.)

Kurth, R. J., Waterloo
(Minneapolis, Minn.) Capt., U.S.A.F.

Larson, Erling, Jr., Des Moines
(Indianapolis, Indiana) Lt., U.S.N.R.

Lawler, Matthew P., Des Moines
(Corona, California) U.S.N.

Lee, R. W., Burlington
Leiter, E. R. K., Des Moines

(Bangor, Me.) Capt., U.S.A.F.
McMahon, A. E., Jr., Des Moines

(Omaha, Nebraska) U.S.N.R.
Martins, J. K., Waterloo

(Bayonne, N. J.) Lt., U.S.N.R.
Maxwell, J. R., Iowa City
(Camp Stoneman. California) 1st. Lt., A.U.S.

Middleton. W. H.. Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(Topeka, Kan.) 1st Lt., U.S.A.F.

Paul, R. E., Des Moines
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Puntenney, A. W., Boone
(Portsmouth, Va.) Lt., U.S.N.R.

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,

Seattle)

Saunders, R. J., Colfax
(APO San Francisco, Calif.) 1st. Lt., U.S.A.F.

Schlichtemeier, E. O., Peterson
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.

Shuldberg, Arthur, Des Moines
(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.

Sinton, D. W.. Iowa City
(Colorado Springs, Colorado) A.U.S.

Smith, C. B., Iowa City
(Bowling Green, Ky.) Capt., A.U.S.

Sphonheimer, L. N., Donnellson
(Mountain Home AFB, Idaho) ....1st Lt., U.S.A.F.

Stivers, T. W., Des Moines
(Hutchinson, Kansas) Lt. (jg) U.S.N.R.

Sugioka, Kenneth, Iowa City

(Long Island, N. Y.) A.U.S.

Theilen, E. O., Iowa City
(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) .... Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Troxel, J. F., Cedar Rapids
(APO New York, N. Y.) 1st Lt., A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H„ Ottumwa
(Jamaica, N. Y.) U.S.N.R.

(Continued on page xxx)
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients

Shock Therapy Hydrotherapy
Occupational Therapy

COMPETENT STAFF

MILWAUKEE SANITARIUM
Wauwatosa, Wisconsin

(Chicago Office—1509 Marshall Field Annex
Bldg., 25 East Washington St.—Wednesday,

1-3 P.M. Phone: Central 6-1162)

Maintaining the highest standards since 1884,

the Milwaukee Sanitarium continues to stand
for all that is best in the contemporary care
and treatment of nervous disorders. Photo-
graphs and particulars sent on request.

Josef A. Kindwall, M.D.
Carroll W. Osgood. M.D.

William T. Kradwell, M.D.
Benjamin A. Ruskin, M.D.

Lewis Danziger, M.D.
Russell C. Morrison, M.D.
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YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.
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LIMB OR LIMBS FROM ACCIDENTAL INJURY
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(Bethesda, Maryland) Lt., U.S.N.R.

Walston, J. H., Graettinger

(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.
Westly, J. S., Mason City

(F.P.O., New York City) Lt., U.S.N.R.

•Wilkins, D. S., Iowa City

(APO San Francisco, Calif.) Capt., A.U.S.

Wilson, Robert G., Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Young, R. A., Clarion

(Ft. Sam Houston, Tex.) Capt., A.U.S.
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MEDICAL RESERVISTS TO RECEIVE CREDITS
FOR ATTENDANCE AT AMA SECTION

MEETING

Reserve retirement point credits may be earned
by Reserve Medical Corps officers on inactive

duty who attend the sessions of the Section on
Military Medicine during the annual meeting of

the American Medical Association, June 23-25,

1954, in San Francisco, California.

This authorization covers eligible physicians

who are Medical Corps officers of the U. S. Army,
Navy and Air Force Reserves. Point credits will

be awarded eligible Reserve officers on the basis

of one for each day of attendance, provided ses-

sions attended total more than two hours.

Scientific presentations for the 3-day assembly
of specific interest to civilian practitioners will be
discussed by military medical authorities. They
include the initial care of the severely wounded,
arterial grafts in military surgery, retinal burns
produced by atomic flash, a new rapid test for

determining antibiotic treatment, and the medical
experiences of physicians who were Communist
prisoners in North Korea.

Reserve officers will be required to register for

each day’s session with their respective service

and properly authenticated reports of attendance
will be forwarded to the cognizant Reserve report-

ing unit to assure creditation.

ROCKY MOUNTAIN CANCER CONFERENCE

The Eighth Annual Rocky Mountain Cancer
Conference will be held in Denver, on July 14-15,

at the Shirley-Savoy Hotel. Joint sponsors are the

Colorado State Medical Society and the Colorado
Division of the American Cancer Society, and
there is no registration fee. Eight guest speakers

will discuss radiology, dermatology, surgery, urol-

ogy, pathology, internal medicine and gynecology.
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The Current Treatment of Peptic Ulcer

JOSEPH B. KIRSNER, M.D., PH.D.*

CHICAGO, ILLINOIS

Introduction. Peptic ulcer is the product of an
abnormal physiology, characterized by inability

of localized areas of the gastroduodenal mucosa
to withstand the digestive action of acid gastric

juice. In duodenal ulcer, the outputs of hydro-

chloric acid are two- and three-fold greater than
normal; the hypersecretion is continuous, persist-

ing in the absence of the usual stimuli for gastric

secretion, that is, between meals and during the

night. In gastric ulcer, the output of acid is normal
or less than normal; secretion is intermittent

rather than continuous; however, tissue resistance

is greatly diminished, and the gastric mucosa is

vulnerable to the small amounts of acid and pep-

sin. Chronic peptic ulcer occurs only in persons

capable of secreting hydrochloric acid. It de-

velops only in those areas of the gastrointestinal

tract exposed to the acid, namely the distal end
of the esophagus, the stomach, first portion of the

duodenum, the jejunum in a patent gastroenter-

ostomy and Meckel’s diverticulum containing acid-

secreting gastric tissue. The permanent elimination

of hydrochloric acid would solve the problem of

peptic ulcer, regardless of psychiatric, neuro-

vascular, hormonal, dietetic or other considera-

tions. Since there is no acceptable method for in-

ducing, complete and permanent anacidity in man,
the objective of current therapy is protection of

the stomach and duodenum from the acid-pepsin

attack; theoretically, this might be accomplished

by increasing the resistance of the mucosa or by
sustained inhibition and neutralization of the hy-

drochloric acid.

Tissue Resistance. There is no established tech-

nique, at present, for directly increasing the re-

sistance of the gastrointestinal mucosa in peptic

ulcer. The value of extracts of animal stomach and
duodenum and of pregnant mares’ urine, hor-

* Department of Medicine, The University of Chicago.

mones, eugenol and chlorophyll for this purpose
has not been established. Tissue resistance might
be strengthened indirectly by improving the gen-

eral health of the patient, the avoidance of dietary

and medicinal irritants and by the elimination of

physical and emotional stresses. The nature of

tissue resistance in peptic ulcer is not understood
clearly; further study may demonstrate important
neurovascular, hormonal and other mechanisms,
thereby suggesting more effective approaches to

the problem. In the absence of such procedures,

current therapy continues to deal largely, though
not exclusively, with the neutralization and inhibi-

tion of gastric acidity and peptic activity.

Diet. The dietetic management of peptic ulcer

is based upon the principle of frequent feedings of

soft bland foods, supplying adequate quantities of

protein, carbohydrate, calories, vitamins and min-
erals, and continuously buffering and neutralizing

the gastric content. Initially, three or four ounces
of an equal mixture of whole milk and cream are

administered hourly during the day and evening.

Protein and carbohydrate supplements are added
if a gain in weight is desired; skimmed milk may
be substituted in the obese patient. Additional

feedings include soft boiled eggs, toast, butter,

cooked cereals, creamed soups, puddings, custards,

plain cookies, ice cream and gelatin desserts. In

the absence of gastric retention, the feedings are

increased rapidly from three to six daily. This

schedule, after several weeks, is replaced by a

liberal three-meal diet of bland foods, with the

smallest meal in the evening. Seasonings, spices,

alcoholic and carbonated beverages, fried and
excessively hot or cold foods, nuts, corn, pork,

sausage, cabbage, turnips and other irritating foods

are avoided. One cup of coffee at breakfast and
one or two cups of tea are permissable. The diet

is continued in principle indefinitely, but is en-

239
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larged gradually, depending upon the course of

the individual patient.

Antacids. Many antacids, singly or in combina-
tion, are available for neutralizing gastric acidity.

None is completely effective, especially in patients

with duodenal ulcer, either because of insufficient

neutralizing properties, rapid gastric emptying or

both. Aluminum hydroxide, aluminum phosphate,

magnesium trisilicate, tribasic calcium phosphate
and various mixtures of these compounds partially

decrease gastric acidity. The most potent antacid,

in our experience, is calcium carbonate. Adminis-
tered in doses of 2.0 or 4.0 grams hourly during

the day and evening, this compound is capable of

maintaining the pH of the gastric contents between
4.0 and 5.0, thereby eliminating both acid and
peptic activity. Constipation, the chief disadvantage
of calcium carbonate, may be prevented by the

adequate substitution of magnesium carbonate in

quantities of one teaspoon as often as necessary.

The alkalosis now observed infrequently among
patients with peptic ulcer is characterized by
hypochloremia, hyponatremia and occasionally

hypokalemia; the chemical disturbance is attribut-

able to the low intake of salt and to loss of elec-

trolytes in the vomiting or aspiration of gastric

content. Since the soluble alkali sodium bicar-

bonate may cause an alkalosis characterized by
hypernatremia, its use in the treatment of peptic

ulcer is not recommended. The administration of

calcium carbonate may on rare occasions be com-
plicated by the so-called hypercalcemic syndrome,
characterized by moderate alkalosis, increased

serum calcium and temporary depression of renal

function. This syndrome, when present, is en-

countered usually in adult males with gastric hy-

persecretion, pre-existing evidence of renal im-

pairment, and a history of the prolonged ingestion

of large amounts of milk and soluble alkali, sodium
bicarbonate. The chemical abnormalities and clin-

ical symptoms subside promptly after the discon-

tinuance of milk and alkali and the increased in-

take of fluids.

Anion exchange resins and sodium carboxymeth-
ylcellulose appear not to have striking advantages
as antacids. Bismuth, hog’s gastric mucin, concen-

trates of enterogastrone, hormones, detergents,

antihistaminics, and compounds inhibiting car-

bonic anhydrase in vitro do not decrease human
gastric secretion significantly. Protein hydrol-

ysates neutralize gastric acidity temporarily, but
the secondary rise often exceeds original levels.

The constant intragastric drip of milk and cream
and aluminum hydroxide or phosphate effectively

neutralizes hydrochloric acid by temporarily sup-

pressing the cephalic phase of gastric secretion.

The intragastric drip may be administered for

periods of 12 hours during the night or maintained
continuously throughout the 24 hours for seven
or ten days. The procedure seldom has been neces-

sary, in our experience.

Antacids usually are administered for long

periods of time. The hourly schedule gradually

is replaced by a less rigid program, and subse-

quently the intake is reduced to several times
daily, between meals and at bedtime. Antacids in

tablet form are less effective than powders, pre-

sumably because of the smaller amounts of neu-
tralizing material and the more limited interac-

tion between tablet and acid. Potent antacid tab-

lets dissolving rapidly and neutralizing the acid

gastric content adequately would be very useful

in the treatment of peptic ulcer. The neutralizing

action of antacids is limited to the period of ad-

ministration and does not continue after the medi-
cation is discontinued. Their effectiveness thus

depends upon prolonged use in large amounts, but
even under such circumstances, the excessive noc-

turnal gastric secretion in duodenal ulcer is not

controlled easily. Most patients, furthermore, are

reluctant to continue the meticulous program in-

definitely. These considerations emphasize the im-

portance of a more practical program of ulcer

therapy and the need for potent gastric antisecre-

tory compounds, permitting a more liberal dietary

and antacid regimen and yet more effective control

of the acid gastric secretion.

Gastric Antisecretory Compounds. Tincture of

belladonna, in clinically tolerable amounts, does
not reduce gastric secretion demonstrably. In oc-

casional patients with duodenal ulcer, atropine

sulfate, 0.0005 gm. several times daily, orally or

parenterally, temporarily decreases the output of

acid, but toxic reactions are common. Synthetic

atropine substitutes, including syntropan, novat-

rine, dibuline, trasentine and bentyl hydrochloride,

though diminishing gastroentestinal motility, are

not potent inhibitors of gastric secretion. The ter-

tiary and quaternary amines, tetraethylammonium
chloride or bromide injected parenterally and hex-
amethonium salts administered orally, may de-

crease the output of acid temporarily, but side

effects, including dryness of the mouth, blurring

of vision, postural hypotension and intestinal

atony, may occur.

Current gastric antisecretory compounds repre-

sent combinations of the amino alcohol ester struc-

ture of synthetic atropine drugs with the quater-

nary ammonium configuration of TEA or hexa-

methonium. Among these, Banthine inhibits gas-

tric secretion temporarily when adequate quanti-

ties are injected intramuscularly. Banthine orally,

in doses of 50 or 100 mg., four times daily, though
decreasing gastrointestinal motility, is much less

effective in lowering the concentration of free

acid; however, the volume of secretion may dimin-

ish, and side reactions are frequent. Recurrences

of peptic ulcer also have been observed during

therapy. Prantal, 300 or 400 mg. by mouth daily,

is well tolerated, but its inhibitory effect upon
gastric secretion is relatively slight. Other new
anticholinergic compounds include Pamine (10 to

30 mg. daily); Pro-Banthine (60 to 120 mg.);

Monodral (15 to 30 mg.); Antrenyl (10 to 30 mg.)

and Darstine (300 to 400 mg.), as well as Lusyn
and Centrine. The gastric antisecretory effects of



Vol. XLIV, No. 6 Journal of Iowa State Medical Society 241

these drugs vary greatly. The more potent com-

pounds also tend to induce more side effects al-

though the individual tolerance is exceedingly

variable. The role of anticholinergic drugs in ulcer

therapy is not yet established clearly. They should

be helpful in controlling gastric acidity at least by
decreasing the volume of secretion, thus facili-

tating more effective neutralization with a given

dose of antacid and, by reducing gastric motility,

permitting a longer period of interaction between
alkali and acid. Anticholinergic drugs should not

constitute the sole treatment of peptic ulcer; they

are utilized most effectively as adjuncts to stand-

ard therapy. Thus far, the ideal compound sup-

pressing acid secretion effectively for prolonged

periods after oral administration, without uncom-
fortable reactions and without development of tol-

erance, has not as yet been synthesized. However,
progress towards this ultimate and perhaps un-

attainable objective seems to have been accom-
plished, and future studies may yield much more
potent and clinically useful preparations. Anti-

cholinergic drugs are contraindicated in the pres-

ence of pyloric obstruction, gastric retention, pros-

tatic hypertrophy, cardiospasm and incipient glau-

coma.
Gastric Aspiration. Nightly aspiration of the

stomach with an Ewald tube is helpful in hospital-

ized patients with gastric retention since the pro-

cedure removes large amounts of acid which other-

wise would bathe the ulcer and maintain its

chronicity. Gastric aspiration is highly effective in

relieving ulcer distress, since it removes the hy-

drochloric acid directly responsible for the pain.

Ulcer distress also is relieved by adequate neutral-

ization of the gastric acidity with antacids; the use
of opiates for this purpose is unwise and unneces-
sary. Repeated aspirations also provide useful in-

formation concerning the relative indications for

medical and surgical treatment. Thus, a progres-

sive decrease in the volume to three or four
ounces suggests inflammatory edema and spasm
as the cause of the temporary obstruction, and
promises response to medical management. Per-
sistently large aspirates, on the other hand, indi-

cate cicatricial obstruction requiring surgery. Sig-

nificant quantities of sodium, potassium, chloride

and fluids are lost in the large gastric aspirates,

resulting in hypochloremic alkalosis, hyponatre-
mia, and hypokalemia. Frequent measurements of

the serum electrolytes, the fluid intake and output,

and the urinary excretion of chloride, conse-
quently, are necessary in patients aspirated re-

peatedly.

Gastric Irradiation. As an adjunct to antacid
therapy, roentgen irradiation of the stomach has
been utilized for the purpose of decreasing or elim-

inating the hydrochloric acid. Approximately 1,600

roentgen units, total depth dose, are administered
in 10 daily applications to the acid-secreting por-

tions of the fundus and body of the stomach over
fluoroscopieally-outlined anterior and posterior

portals. The development of anacidity invariably

results in complete healing of the ulcer with no
recurrence for the duration of the achlorhydria.

No harmful effects have been observed during a

period of 17 years in approximately 1,200 patients,

either during or long after the irradiation. The
inhibitory effect upon gastric secretion is quite

variable. Hydrochloric acid returns in most cases,

though not necessarily to original levels; in a

few cases the anacidity is permanent. Occasional

patients remain completely well indefinitely; more
often, symptoms recur but they are less severe

than preceding the irradiation and they respond
promptly to medical treatment. In those patients

in whom gastric secretion is unaffected, the clini-

cal course after treatment is unchanged. Mild
roentgen irradiation of the acid-secreting area of

the stomach, in our experience, has been a helpful

adjunct in the management of chronic recurrent

peptic ulcer.

Tobacco. The use of tobacco in patients with

peptic ulcer is dealt with most effectively on an
individual basis. “Moderate” smoking seems per-

missable in those individuals receiving pleasure

and relaxation from the habit, although interpre-

tation of the term “moderate” varies widely. Ex-
cessive smoking is injurious to the gastroduodenal
mucosa in peptic ulcer and patients accustomed
to smoke a great deal should be instructed to dis-

continue completely. Efforts merely to cut down
the use of tobacco usually fail. Since excessive

smoking generally signifies abnormal nervous ten-

sion, the important problem would appear to be
identification and control of the emotional diffi-

culties.

Gastric Ulcer. The differentiation of benign and
malignant gastric ulcer, though difficult, is possible

in most cases when all diagnostic methods are

utilized, including x-ray, gastroscopy and exfoli-

ative cytology. Thorough medical treatment is

justifiable when the total evidence indicates a

benign process and when the patient can be re-

examined at frequent intervals in the hospital.

The “therapeutic test” may be continued for three,

six or eight weeks, provided that re-study con-

tinues to demonstrate a benign process. The whim-
sical suggestion that all gastric ulcers not healing

completely within two weeks are neoplastic is in-

correct, for the complete healing of unequivocally
benign lesions may require periods up to several

months. Surgery also has been suggested on the

assumption that benign ulcers frequently undergo
neoplasia. Even though this is a theoretical possi-

bility in unusual instances, its rarity would not
justify the recommendation of “operation in 100

per cent of gastric ulcer cases.” Actually there is

no direct conclusive evidence of the malignant
transformation of originally benign gastric ulcers.

Many gastric ulcers heal completely during ad-

equate medical management. Nevertheless, ther-

apy is not as consistently effective as it should be,

and recurrences after medical treatment may be
anticipated in at least 50 per cent of cases. Partial

gastric resection, on the other hand, is successful
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in at least 80 and probably in 90 per cent of cases.

The low incidence of recurrence after resection

for gastric ulcer, in contrast to duodenal ulcer, is

attributable to the normal or subnormal and inter-

mittent secretion of acid. The resection of gastric

ulcer is indicated under the following conditions:

(a) inability to exclude neoplasm; (b) ulcers on
the greater curvature of the stomach, though many
of these lesions now are known to be benign; (c)

perforation; (d) frequent recurrences; (e) recur-

rent hemorrhage; and (f) delayed gastric empty-
ing, secondary to pyloric stenosis or to contraction

of the lesser curvature. Nutritional disturbances,

including the so-called “dumping syndrome,” dif-

ficulty in assimilating fats and inability to gain

weight occur subsequently and present difficult

therapeutic problems. These distressing postoper-

ative complications appear to be less frequent after

gastric resection for gastric ulcer than for duo-

denal ulcer. They are less common following the

Billroth I type of operation than after other types

of gastric resection.

Surgical Treatment. Medical therapy is indicated

in 85 or 90 per cent of cases. Surgical treatment
is necessary In 10 or perhaps 15 per cent of pa-

tients with peptic ulcer, but primarily for the com-
plications and rarely for the lesion.

Acute perforation is the most urgent indication

for surgery; the procedure of choice is immediate
closure. “Conservative” treatment with continuous

gastric aspiration, chemotherapy, parenteral fluids

and other supporting therapy may seem justifiable

in unusual circumstances, but this program should
not be the routine management of this complica-

tion.

Stenosis is the most common indication for oper-

ation in patients with duodenal ulcer. The clinical

findings include vomiting, loss of weight, large

gastric aspirates, visible gastric peristalsis, and
the roentgen demonstration of a large, dilated

stomach with narrowing of the channel through
the pylorus or duodenum to 3 mm. or less. The
surgical procedures most often employed are

transabdominal vagotomy and gastroenterostomy

or partial gastrectomy, depending upon the pref-

erence of the surgeon. Vagotomy and gastroenter-

ostomy have constituted an effective operation for

duodenal ulcer, in our experience. Complete vagot-

omy is difficult to accomplish, yet the gastric hy-

persecretion decreases significantly in the majority

of cases, including those with apparently incom-
plete vagotomy. The operation combining vagot-

jmy and removal of the gastric antrum is cur-

rently undergoing evaluation.

Jejunal ulcer occasionally responds to careful

medical management, including roentgen irradia-

tion of the stomach. Surgery usually is preferred,

the procedure of choice being transabdominal
vagotomy with or without further gastric resec-

tion, depending upon individual circumstances.

The complication of gastrojejunocolic fistula occur-

ring during the penetration of a jejunal ulcer, re-

quires the prompt restoration of nutritional, elec-

trolyte and fluid deficiencies, followed by resec-
tion of the fistula, reconstruction of the gastro-

enterostomy and a more adequate gastric resec-
tion or vagotomy.
Massive Hemorrhage. The management of mas-

sive hemorrhage is primarily medical. Treatment
includes complete bed rest, sedation with bar-
biturates, and frequent measurement of the pulse
rate and blood pressure. In the absence of nausea
and vomiting, milk and cream and antacids are
administered hourly during the day and every
two hours during the night. Feedings of bland
foods also are permitted. In the presence of vomit-
ing, food and fluids by mouth are withheld tem-
porarily, and fluids are administered parenterally.

The antacid program is instituted when the vomit-
ing subsides. The intensive antacid program is

continued until the feces are negative for occult

blood and the erythrocyte count and hematocrit
are stabilized. Treatment subsequently is the same
as for uncomplicated peptic ulcer. Transfusions of

whole blood, 500 or 600 cc. or more, are indicated

when the systolic blood pressure falls to 100, the
pulse rate exceeds 100, the erythrocyte count de-

creases to three million or less, or for continued
hemorrhage, regardless of the foregoing criteria.

The administration of potent gastric antisecretory

drugs at regular intervals during the day and
night may facilitate more rapid control of the

bleeding by decreasing the output of acid, per-

mitting more effective neutralization by antacids.

The intragastric instillation of powdered gelfoam,
and thrombin is reportedly helpful also. The man-
agement of massive hemorrhage requires the con-
stant cooperation of both internist and surgeon,

supervising the care of the patient as a team. The
possible need for operation should be considered
in any case, but especially in patients 45 years of

age and older, in the presence of continued hem-
orrhage, with red cell counts decreasing despite

adequate transfusions. The operation should in-

clude ligation of the bleeding vessel if possible,

resection of the ulcer or gastric resection. The
procedure of vagotomy and gastroenterostomy is

not an effective operation for actively bleeding

peptic ulcer, and gastroenterostomy alone also is

inadequate under such circumstances. Surgical

treatment during an interval between episodes of

bleeding is justifiable in patients with hemorrhage
recurring despite careful medical management in

the hospital.

Prompt roentgen and endoscopic examination

of the upper digestive tract in patients with gas-

trointestinal bleeding of unknown origin often

is recommended to establish the correct diagnosis

early. This approach requires the constant cooper-

ation of clinician, roentgenologist and surgeon,

and adequate facilities in the x-ray department as

well as in the hospital proper for dealing with re-

newed or intensified hemorrhage. The program of

complete bed rest and antacid therapy, based upon
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the statistical frequency of peptic ulcer as the

source of gastrointestinal bleeding, may be pref-

erable to the activity of early investigation. Fur-

thermore, in bleeding lesions other than peptic

ulcer, such as esophageal varices and erosive gas-

tritis, the immediate cause of the hemorrhage usu-

ally is ulceration of superficial blood vessels.

Antacid therapy, at least initially, seems helpful

in controlling the blood loss under these circum

stances also.

Intractability. Operations frequently are advised

for so-called “intractable” or “refractory” ulcers.

Intractability in peptic ulcer requires careful

definition. The failure of an ulcer to heal or its

recurrence during haphazard treatment does not

represent true intractability, for under proper

therapeutic conditions, the ulcer does heal. Many
cases designated as refractory probably belong in

this group. Emotional disturbances and failure of

the patient to maintain adequate therapy are re-

sponsible for therapeutic failures in some cases.

The underlying problem occasionally may be an
unsatisfactory patient-physician relationship. In

the truly intractable peptic ulcer, usually effective

treatment fails to relieve ulcer distress, promote
healing or prevent complications. The immediate

cause may be stenosis and delayed gastric empty-

ing or may be penetration of the ulcer into ad-

jacent tissues. The fundamental problem, as in

the pathogenesis of the lesion, seems to be inad-

equate control of acid secretion and decreased

tissue resistance.

Recurrences. Peptic ulcer recurs with almost

any type of therapy that fails to eliminate hydro-

chloric acid completely and permanently. The pre-

cipitating factors usually are identified as physical

fatigue, emotional stress, dietary indiscretions and
intercurrent illness. The tendency to recurrences

and their severity may be decreased by the fol-

lowing program: (1) complete healing of active

ulcer and careful supervision subsequently; (2)

continued use of bland diet; (3) practical but
efficient antacid therapy; (4) avoidance of gastro-

intestinal irritants including alcohol, tobacco, cor-

ticotropin, cortisone, phenylbutazone and exces-

sive amounts of salicylates; (5) sufficient rest and
sleep; (6) prompt treatment of respiratory infec-

tions and other illnesses; (7) resumption of care-

ful dietary and antacid therapy during periods of

unavoidable tension or intercurrent illness; and

(8) identification and control of the emotional

problems. Mild sedation with barbiturates or bro-

mides, vacations, pleasant recreational activity,

and the support provided by the interested, friend-

ly physician are important. The objectives of this

phase of therapy are the establishment of regular

habits and a “life of moderation.” Further progress

in the treatment of peptic ulcer and the preven-

tion of recurrences will depend upon the develop-

ment of methods suppressing gastric secretion and
improving the tissue defenses more effectively

than is possible at the present time.
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Highlights of AMA to Be Televised

Physicians unable to attend the AMA’s Annual
Session in San Francisco may see highlights of

the meeting on their television screens. The third

of the 1954 Spring Series of “March of Medicine”
telecasts will originate there on Thursday, June
24. Sponsored by Smith, Kline and French Labora-
tories, in cooperation with the AMA, it will be
carried by the National Broadcasting Company’s
T-V network at 8:00 p.m. (CST), in the time

usually taken by the “Martin Kane” show.
The “March of Medicine” shows continue to re-

ceive high “viewer” ratings. An estimated 13,540,-

000 people saw the March show, which discussed

problems of overweight. Its rating of 24.9 puts it

ahead of such popular productions as “Suspense”

(23.6), “Big Town” (23.5), “Red Skelton Show”
(21.1) and Edward R. Murrow’s “See It Now”
(17.0).



Iowa Maternal Mortality Study for 1952
MADELENE M. DONNELLY, M.D., M.P.H.*

DES MOINES

A state-wide study of maternal mortality was
undertaken in 1952 as a cooperative activity of the

Iowa State Medical Society and the Division of

Maternal and Child Health of the Iowa State De-

partment of Health. A subcommittee of the Ma-
ternal and Child Health committee of the State

Medical Society developed and implemented a

plan for this study which is divided into the fol-

lowing five parts.

the plan .

A. Purpose—The loss of maternal life as a re-

sult of pregnancy and childbirth has been so

greatly reduced in the past two decades that there

is a tendency to consider the present rate as ir-

reducible. Nevertheless, because the fact remains

that an appreciable number of the deaths present-

ly occurring could be prevented, many physicians

have felt the necessity for studying every mater-

nal death to obtain information for improving the

practice of obstetrics. Through the challenge pre-

sented by these studies, not only may lives be

saved, but obstetric care will be improved.

B. Case Reporting—The first step is to make
certain that every death related to pregnancy or

childbirth is reported to the Division of Maternal

and Child Health. The Division of Vital Statistics

has been most helpful in relaying reports of these

deaths, but since death certificates are sent to the

state department only once a month, most reports

are necessarily delayed. All hospitals were sent a

letter explaining the program, and confidential

report forms were furnished so that each case

could be reported without delay. Many cases, in

consequence, are now being reported directly by
hospital staffs.

C. Case Study—Consultants who are physicians

especially trained and interested in obstetrics were
selected in each of the state councilor districts

to prepare case studies. When the Director of

Maternal and Child Health has notified him that

there has been a maternal death in his area, the

consultant confers with the attending physician

and summarizes all details of the case. This

"eport which he sends to the Director of Maternal
and Child Health is edited to make certain that

all identifiable information has been deleted. At
all times, patient, physician, and hospital are pro-

tected by complete anonymity.

* Director, Division of Maternal & Child Health. Iowa State
Department of Health. The reviewing board which is re-
ferred to consists of Drs. Howard Weiss, J. H. Randall, W. C.
Keettel. Jr.. Addison Brown and Cecil Seibert.. The author
wishes gratefully to acknowledge their invaluable help in
the preparation of this report.

D. Case Review—A board of five obstetricians

convenes every three months to review the pre-

pared case reports and, regarding each of them
to establish three facts: (1) whether or not it was
a maternal death, (2) whether it was preventable,

and (3) in what areas preventive measures could

have been applied.

It must be appreciated that the board does not

always have enough information to make all of

these decisions. Data were particularly scanty in

the early part of the study when the venture was
new for everyone. As the members of the review-

ing board gained more experience in their role in

the study, it was necessary for them to change

some of their original opinions as to the cause and
responsibility for certain of the deaths.

In some cases the board did not agree with the

attending physician as to cause of death. To some
physicians this disagreement may seem presump-
tuous, but all decisions, criticisms and corrections

were made by the board in a sincere and honest

effort to improve obstetrics.

E. Case Summary—A complete summary of

each case, with the findings of the reviewing board,

is sent to the attending physician. In this report

he is invited to inform the board members if he

feels they have misinterpreted information or if

he would like to have them reconsider some par-

ticular phase of the case.

The response of everyone who has had any con-

nection with the study has been excellent. At the

end of the first year, all regional consultants met
together with the reviewing board and represent-

atives of the State Medical Society and a better

understanding was reached regarding the aims

and purposes of the study and of the methods for

the more efficient gathering of useful information

in subsequent investigations.

REPORT OF 1952 CASES

Thirty-two cases were reviewed in the first

year. Six deaths were associated with pregnancy,

but the cause of death was unrelated either to

pregnancy or to childbirth. These cases will be

deleted from the statistics used in this report. The

remaining 26 cases were true maternal deaths.

Since there were 64,987 live births in Iowa in

1952, we have a maternal death rate of 4 per

10,000 live births. Compared to the other states,

Iowa has had one of the lowest maternal death

rates for many years.

All but four were delivered in hospitals. One
of the four was delivered at home, two were in-
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complete abortions, and the fourth was delivered

in a doctor’s office suite. Two were not hospital-

ized at the time of death.

table i

cause of maternal death

Cause Number Per Cent

Hemorrhage 12 46.2

Toxemia 6 23.1

Cardiac disease and embolic accidents 6 23.1

Anesthesia 2 7.9

It will be seen from Table I that hemorrhage
was the cause of nearly half of the deaths. It

was the opinion of the reviewing board that 17, or

65 per cent, of all deaths had to be classified as

preventable. Eleven of the hemorrhage deaths and
five of the toxemic deaths were in this category.

The responsibility for the prevention of a death

was not always charged to the physician, but

many times to the patient or her family. In some
localities where blood was not readily available,

some of the responsibility rested on the hospital.

TABLE II

AGE grouping of mothers

Age Grouping Maternal Death Rate

-20 0
20-24 2.3
25-29 3.8
30-34 4.3
35-39 11.1

40+ 19.9

It will be seen from Table II that the maternal

death rates were higher among older mothers.

Table III compares the age of the mothers to the

various causes of death. With so few cases this

variation may not be considered significant, but

it is apparent that hemorrhage was a more fre-

quent cause of death in the older age groups,

whereas cardiac defects caused the largest mortal-

ity among the younger.

table III

AGE OF MOTHERS BY CAUSE OF DEATH

Age Group
Cardiac &

Hemorrhage Toxemia Embolic Anesthesia Total

-20 0 0 0 0 0
20-24 1 1 3 0 5
25-29 4 2 1 0 7

30-34 2 1 0 2 5
35-39 4 0 2 0 6

40 & Over 1 2 0 0 3— — — — —
12 6 6 2 26

The maternal death rates as related to parity

are represented in Table IV, and in Table V a

comparison of parity to the different causes of

death is made. In the hemorrhage and cardiac

groups more of the mothers had had three or more

children, but most of the toxemic deaths occurred
in women having their first or second babies.

TABLE iv

PARITY OF MOTHERS

Para Maternal Death Rate

0 3.6
1 2.6
2 2.2

3 or more 7.9

Prenatal care was considered inadequate in

one-half of the cases. Fifty per cent of the women
reported for prenatal care in the first trimester, 34

percent in the second trimester, and the remain-

TABLE V
PARITY OF MOTHERS BY CAUSE OF DEATH

Para Hemorrhage Toxemia
Cardiac &
Embolic Anesthesia Total

0 2 3 1 0 6
1 I 2 2 0 5
2 2 0 0 1 3
3 or more 7 1 3 1 12

ing 16 per cent in the last trimester or at the time

of labor. The adequacy of prenatal care was de-

termined partly by the length of time over which
it was given, and by other factors such as the

frequency of the visits, the cooperation of the pa-

tient and her family, and the recognition and
treatment of complications by the physician. Con-
ditions which contributed to the death of the

mother were noted during the prenatal care in

15 of the cases. In some cases, adequate treat-

ment of these complications was not given. In

several instances the patient did not return for

prenatal care, despite the fact that some complica-

tion had been discovered at an early visit. Table
VI pictures the adequacy of prenatal care in the

various groups of patients.

TABLE VI

PRENATAL CARE

Cause of Death No. Cases Patients Having Adequate Care
No. Per Cent

Hemorrhage 12 7 75.0
Toxemia 6 2 33.3
Cardiac & Embolic 6 4 66.6
Anesthesia 2 0 00.0

26 13 50.0

Pregnancy was terminated at the expected date

of confinement in 12 cases, before term in 9

cases, and from 7 to 14 days beyond the due date

in 6 cases. Twenty mothers were delivered of their

infants, two aborted and four died undelivered.

Postmortem section was undertaken in futile ef-

forts to save two of the undelivered infants. Tables

VII, VIII and IX demonstrate the type of delivery,
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the fetal salvage and the birth weights of the in-

fants.

TABLE VII

TYPE OF DELIVERY

Maternal Death
Due to: Hemorrhage

Cardiac &
Toxemia Embolic Anesthesia Total

Spontaneous 5 2 3 10
Forceps 4 2 2 8

Cesarean Section 1 1 2

Postmortem
Section 2 2

Abortion 2 2

No Delivery 1 1 2

Autopsies were done in only 6 (23 per cent)

of the cases, but were requested and refused in

2 others.

Conclusions: The review of these 26 deaths re-

vealed valuable information which should be

pointed out for further consideration and study by

TABLE VIII

FETAL SALVAGE

Maternal Death Cardiac &
Due to: Hemorrhage Toxemia Embolic Anesthesia Total

Live Born 8 2 4 14
Stillborn 2 4 1 1 8
No product 2 1 1 4

all physicians doing obstetrics. All conclusions are

broad generalizations and are not meant to reflect

any lack of professional ability or specific fault

upon any one individual. So few maternal deaths

occur each year that ordinarily the information

gained from them is not available to many phys-

icians. The items which should be carefully

studied and evaluated are prenatal care, recogni-

tion and treatment of hemorrhage, diagnosis and
management of early toxemias, the importance of

performing autopsies and the need for competent
consultants.

I. PRENATAL care

It is notable that a large number of these pa-

tients had inadequate prenatal care. Some did not

report for prenatal care until late in pregnancy,

and others did not return for regular visits. In

four of these cases, it seemed that the physician

should have taken a more positive stand in urging
the patients to return. The patients showed def-

inite symptoms which should have warned the

physician of future trouble.

Importance of good prenatal care must be em-
phasized to all physicians doing obstetrics. First,

each doctor should evaluate the adequacy of his

prenatal care with respect to complete history,

physical and pelvic examinations, the instructions

to the patient and plans for return visits. On each

return visit, the physician’s attention should al-

ways reflect the importance of prenatal care and
the necessity for thoroughness.

Next, the physician should explore available

services in his community which he can utilize to

augment his efforts in prenatal care. The public

health or visiting nurse is well trained in teaching

expectant parents, either individually or in groups.

She can be of great help in interpreting the doc-

tor’s instructions to the patient and in helping to

make plans for care of the baby and other chil-

dren in the family. Above all, the public health

nurse can be relied upon to encourage and urge
that patients return for regular check-up examina-

tions.

The physician can also make good use of his

office staff in prenatal care. It is recommended
that he read the article “Nurse in an Obstetrician’s

Office” by Frances Bruehe in nursing outlook,

December, 1953, page 148.

II. HEMORRHAGE

Hemorrhage is our greatest and probably the

most preventable cause of maternal death. There

are three aspects of blood loss to be considered.

1. Recognition of hemorrhage: Unless there is

some method established in every delivery room
by which blood loss can be estimated, cases will

occur in which an important loss of blood may not

be recognized. When a patient is anemic, a small

blood loss can be serious. There may be no severe

loss of blood at any one time, but continuous

bleeding or oozing over a long period may be un-

derestimated and may lead to loss of life. The
treatment of blood loss is often “too little and too

late.”

TABLE IX

WEIGHT OF INFANT

Maternal Death Due to:
Cardiac &

Hemorrhage Toxemia Embolic Anesthesia Total

Previable Under 1000 gm (21b/3) 1 1

Premature 1001-1500 gm (21b/4-31b/4) 0
1501-2000 gm (31b/5-41b/6) 2 2
2001-2500 gm (41b/7-5Ib/8) 0

Mature 2501-3000 gm (51b/9-61b/9) 2 2 4
3001-3500 gm (61b/10-71b/ll) 2 3 5
3501-4000 gm (71b/12-81b/13) 2 1 1 4
4001-4500 gm (81b / 14-91F) / 1 4

)

3 2 5
Post Mature 4501 & Over (91b/15 & Over) 1 1

22
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2. Replacement of blood: When blood is lost, it

must be replaced with blood. Glucose, plasma,

plasma expanders and other artificial substitutes

can never replace blood and should be used only

temporarily until matched blood is available.

With a postpartum hemorrhage, blood is needed
immediately, and often must be pumped into the

vein. To do this it is frequently necessary to cut

down on veins and to have more than one trans-

fusion going at the same time.

3. Search for the cause of hemorrhage: When-
ever an obstetric patient bleeds, the source of

bleeding must be determined by inspecting and
palpating the birth canal. If the bleeding is com-
ing from the uterus, its cavity must be examined
at once. There is always the possibility of retained

secudines, as seen in one of these cases, or a tear

in the body of the uterus. A few years ago internal

examination of the uterus was often delayed be-

cause of the danger of sepsis, but today such pro-

cedures may be undertaken freely under the pro-

tection of antibiotics. The mechanics of certain

types of delivery predispose to uterine rupture.

A tear of the cervix or vaginal fornix may easily

extend into the uterus or broad ligament. If the

uterus is ruptured, the patient will have a good
chance of survival with immediate blood replace-

ment followed by hysterectomy.

III. recognition and treatment of toxemias

As was demonstrated in several of these pa-

tients, signs of early pre-eclampsia were evident

at prenatal visits, and yet no treatment was in-

stituted. Whenever a pregnant woman shows a

rise in blood pressure, albumin in the urine,

edema, or rapid weight gain, pre-eclampsia should

be considered and should be given positive treat-

ment. This means bed rest with supportive treat-

ment, usually best done in a hospital. If the

patient responds, her pregnancy should be al-

lowed to continue, but if not, it should be term-

inated.

As most of these toxemias occur in the last

trimester of pregnancy, not too much considera-

tion should be given to size of the infant. If the

cervix is “ripe,” induction may be done by simple

rupture of membranes. If the cervix is rigid and
undilated, section will be the delivery of choice.

Occasionally a postpartum eclampsia occurs with
no forewarning. These cases usually show an in-

crease of blood pressure during labor, which can
be detected by blood pressure readings. Unless
blood pressure is checked routinely during every
labor, postpartum eclampsia may occur without
prediction.

IV. AUTOPSIES

Reviewing these deaths makes it definitely ev-

ident that more autopsies are needed. In sev-

eral instances the physician should have assumed

more responsibility in obtaining permission for

autopsy. Postmortem examination is often mis-

understood by relatives, and they must be ap-

proached by the physician in a sincere and honest

manner. Hospital staffs can be of great assistance

if they themselves are educated to the value and

importance of performing an autopsy.

V. CONSULTATIONS

There were few consultations requested, and

seldom were they had with trained specialists.

Whenever a physician is confronted with a post-

partum hemorrhage which cannot be promptly

controlled, competent help should be enlisted

immediately. With the opening of many small

hospitals in rural areas, specialized consultation

is becoming more of a problem. This problem
should be seriously discussed by the profession,

and the isolated physician must realize the need

for early consultation and, if necessary, transfer

the patient to a well equipped hospital before her

situation becomes serious.

In all, the medical profession of Iowa can be

proud of its maternal death record, but in spite .

of the low death rate, physicians must recognize

the value of the study of each and every death,

even though it may not have been preventable.

Such a review serves as a stimulus for further

study, and this accumulation of knowledge will be

reflected not only in the saving of lives, but in

the improvement of the quality of care given to

every mother in the state.

CASE NO. 1—TOXEMIA

This 41-year-old nulliparous female did not report to
her physician until the sixth month of her pregnancy and
made only four prenatal visits. Her mother and sister had
both died in childbirth from hypertension and cerebral
hemorrhage. On the third visit, her blood pressure had risen
from 130/70 to 136/80. and on the fourth visit, which was
2 weeks before expected confinement, it was 150/90. No
other untoward symptoms or signs were noted. Weight was
not recorded. The patient went into spontaneous labor on
her expected day of confinement and came into the hospital
with a pressure of 230/120, a trace of albumin, 2 plus sugar
and severe edema. There was no evidence of disproportion.
Labor pains continued irregularly. Ten hours after admis-
sion patient had a convulsion and became comatose. She
was delivered of a live 5 lb. 5 oz. infant by mid-forceps
after an 18-hour first stage. Magnesium sulphate and sed-
atives were given. Convulsions continued, and the patient
died 16 hours after delivery. No autopsy was performed.
This was a preventable maternal death. The patient her-

self was at fault for not reporting sooner for prenatal
care, but the physician should have been forewarned of
trouble because of her age and parity and because of her
family history. Positive treatment should have been in-
stituted when the patient came in with a pressure of 150/90
If response to treatment was not prompt, pregnancy should
have been terminated by induction of labor or by section,
depending on conditions present.

CASE NO. 2—CARDIAC

This patient, 35 years of age. was a para 4, gravida
5. During the fourth pregnancy she had had cardiac failure
and was advised to have no more pregnancies. However,
she became pregnant, reported for prenatal care in third
month of pregnancy and was immediately referred to a
heart specialist. His impression was that she had rheumatic
heart disease with mitral stenosis and regurgitation with
enlargement and dilation. He felt there was no question
that the pregnancy would cause serious cardiac embarrass-
ment. In the fifth month of pregnancy she developed
acute ventricular failure and died undelivered.

This was a non-preventable death. Discussion brought
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out a need for more information about this case. Although
today ail cardiac conditions do not warrant interruption
of a pregnancy, it is usually felt that if a patient ever
decompensates during a pregnancy, sterilization is indicated.

If that procedure is refused and the patient does become
pregnant, extreme measures should be taken, even to

point of hospitalization from the earliest part of pregnancy.
Apparently the patient and her family did not recognize
the seriousness of her condition, or they would have sought
medical care earlier in the pregnancy.

CASE NO. 3—NON-MATERNAL

This patient, 46 years of age, died of hypertensive vascular
disease. It was stated on the death certificate that the under-
lying cause of death was a “probable toxemia of pregnancy
12 years ago.” The attending physician had not cared for

the patient during her previous pregnancies and the birth

certificates of these children contained no mention of toxemia.
The reviewing board felt that the past pregnancies did
not significantly contribute to the death and recommended
that the physician amend the death certificate, removing
the reference to pregnancy.

CASE NO. 4—EMBOLIC

This nulliparous woman, age 20, was first seen upon ad-
mission to hospital in labor. There was a history of right
facial paralysis of 3 weeks duration. Her general condition
was satisfactory except for a pulse rate of 120. After a
first stage of 13 hours, a live 9 lb. 7 oz. infant was delivered
by low forceps. Episiotomy was repaired. Thirty minutes
later the patient had bleeding requiring massage and er-
gotrate. No mention was made as to whether or not the
bleeding stopped. Two hours later, the patient had pain
in her chest, became short of breath, coughed up a little

blood and died 4 hours postpartum. No autopsy was ob-
tained. The physician certified the death as due to a pul-
monary embolism. No mention was made in her history
or on her death certificate of any heart disease, but on
the birth certificate “Endocarditis” was entered as a com-
plication of pregnancy.
The reviewing board was not satisfied that the exact cause

of death had been determined. More information should
have been obtained about the amount of blood lost and
about whether or not the loss was completely controlled by
the ergotrate. Pulmonary embolism with an endocarditis
will have to be considered, but it is felt that hemorrhage
played enough of a part in the death to leave it in hemor-
rhage category. In a normal woman, pulmonary embolism
following delivery is very rare. An autopsy would have
clarified cause of death. Without autopsy findings it is

impossible to say whether the death was preventable or not.

CASE NO. 5—HEMORRHAGE

This patient, 28 years old, para 1, gravida 2, had an un-
eventful prenatal course adequately supervised. She went
into spontaneous labor on the expected date of her confine-
ment and was delivered by forceps of an 8 lb. 14 oz. live
baby under pudendal block. Placenta was expressed in 15
minutes, following which bleeding was noted. Bleeding
continued, and several injections of ergotrate were given.
The patient’s color became poor, and she had some unusual
muscular twitching which was interpreted as a convulsion.
She was given 1.000 cc. glucose, 500 cc. plasma and cardiac
stimulants. Death occurred 14 hours after delivery. The at-
tending physician gave the cause of death as pulmonary
edema with right heart failure due to cardiac hypertrophy
of pregnancy and exhaustion of labor. However, the autopsy
revealed 1,000 cc. of clotted blood and two fragments of
retained placenta in the uterus.
This was a preventable death due to hemorrhage. With

continued bleeding, as evidenced after repetition of ergotrate,
the cavity of the uterus should have been explored. Blood
replacement must be made with whole blood and not sub-
stitutes.

CASE NO. 6—TOXEMIA

This primiparous patient, age 25, presented herself for
prenatal care in the second month of her pregnancy. A
systolic murmur was heard at the apex of the heart, but
there was no cardiac enlargement. Regular visits were made
during the rest of the pregnancy. In the seventh month,
blood pressure was elevated from 110/70 to 140/100 and
remained elevated. By this time she had gained 24 pounds.
During the seventh month she had some edema and albumin
in her urine. About 6 weeks before term, she had a sud-
den convulsion and was brought to the hospital in coma.
There was no response to treatment and death occurred.
A 4 lb. stillborn fetus was delivered by a postmortem sec-
tion.
This was a preventable maternal death. The patient had

a more severe pre-eclampsia than her symptoms indicated.
With the weight gain, elevation of blood pressure, edema
and albuminuria, more positive treatment should have been
instituted.

CASE NO 7—HEMORRHAGE
This patient, age 39, para 2, gravida 3, attempted to pro-

duce an abortion on herself when about 3 months pregnant
by inserting a finger into the cervix. She denied the use of
any instrument or drug. After spotting for several days, she
called a physician to her home. She had some serious
emotional problems due to marital troubles. She had a
rapid pulse, was pale, but had no temperature or rigidity.
The physician did not do a pelvic examination in the home
and urged her to go to a hospital, which she refused to
do. The physician administered penicillin, calcium gluconate,
and coramine. The patient was seen the next day and still
refused hospitalization. On the third day she was improved
and walked a considerable distance to a carnival. Upon her
return home she collapsed, and the doctor was called. He
found her in shock, and she expired before an ambulance
arrived. No autopsy.

This was a preventable maternal death due to complete
lack of cooperation on part of patient and her family.
The physician no doubt should have refused to continue
care under these circumstances, yet this is often impossible
to do. This patient no doubt died from hemorrhage (rup-
tured ectopic?) and would have been definitely diagnosed
had an autopsy been done.

CASE NO. 8—NON-MATERNAL

This 25-year-old patient, para 1, gravida 2, developed
bulbar polio in her sixth month of pregnancy. Death was
sudden. An attempt was made to salvage the fetus by post-
mortem section. Autopsy confirmed diagnosis of death from
bulbar polio.

CASE NO. 9—TOXEMIA

This patient was 24 years of age, para 1, gravida 2. Her
past history was negative. She made three prenatal visits,
in her third, fourth and eighth months. Nothing abnormal
was found at these examinations. Later in the eighth month,
the patient brought her child in for medical care, but re-
fused the physician's request to examine her. Later that
same evening, she developed a severe headache and went
into labor. She delivered a 7 lb. 12 oz. live baby sponta-
neously after a 4-hour first stage. One-half hour after de-
livery, the patient had a severe epigastric pain followed
by a series of convulsions. She became comatose. During
the next 3 days she secreted daily 100 to 300 cc. urine
which had 2+ albumin. She never had an elevation of blood
pressure, but had some elevation of temperature. Edema be-
came evident on third day. She was given a number of
medications, including intravenous glucose, magnesium sul-
phate, cortone. digiglusin, caffeine, and adrenalin. Consulta-
tion was received. The patient expired on third postpartum
day of eclampsia.

This was a preventable death. Much of the responsibility
may be placed on lack of cooperation on the part of the
patient during prenatal period. Postpartum eclampsia usually
shows some elevation of blood pressure during labor. Ob-
servations during labor would reveal hypertension, and
diagnosis could be made early and treatment started before
convulsions occur. Oliguria is a difficult problem, and a
thorough knowledge of fluid balance is needed if one is

to understand its treatment. It is a general principle not
to use magnesium sulphate when there is oliguria, although
it is only human to try every resource in desperate cir-
cumstances.

CASE NO. 10—ANESTHETIC

This patient was a 31-year-old obese Negro, para 2. gravida
3, who had a history of toxemia in a previous pregnancy.
She made only three prenatal visits to her physician, one
each in the third and ninth months and one after the date of
her expected confinement. At this time she weighed 250 lbs.,

had a blood pressure of 160/90, albuminuria and severe
edema. She was immediately hospitalized and consultation
was obtained. Five days of medical treatment failed to
stabilize blood pressure, although good urinary excretion
was obtained. Induction by intravenous pitocin failed. The
head was still floating. A section was started under spinal
anesthesia. Within 5 to 7 minutes after anesthesia was given
the patient went into cardiorespiratory failure. A 7 lb. 12 oz.
stillborn fetus was delivered. Efforts to re-establish cardiac
activity in the mother were fruitless.
Th’s was a preventable maternal death. It was felt that

the physician, recognizing the poor prognosis from history
and physical findings, should have taken more responsibility
in seeing that she had more prenatal care. Indications for
termination of the pregnancy were definite when the treat-
ment failed. Spinal anesthesia is not the anesthetic of choice
in a patient with hypertension. It is felt that this is an
anesthetic death. This is considered to be a preventable death
on basis of choice of anesthetic, lack of prenatal care and
negligence on the part of the patient.

CASE NO. 11—NON-MATERNAL

This patient was 20 years old, para 1, gravida 2. Her
previous pregnancy was normal, terminating with a sponta-
neous delivery in 1951. The patient had adequate prenatal
care during this pregnancy. In the first trimester she had
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an acute appendicitis. Appendectomy was done and her re-
covery was uneventful. In the 32nd week of gestation, the
patient developed an acute fulminating polioencephalitis
and died. An attempt was made to salvage twin infants,
3 lbs. 8 oz. and 3 lbs. 2 oz., by postmortem section. The
twins were stillborn. The physician had excellent consulta-
tion service. Cause of death, confirmed by autopsy : Bulbar
poliomyelitis with mention of pregnancy and pyelitis.
This was a non-maternal death.

CASE NO. 12—HEMORRHAGE

This patient, age 44, para 3, gravida 4, had adequate pre-
natal care started in third month of pregnancy. Labor
started spontaneously 10 days after the expected date of her
confinement and progressed normally about 7 hours with
good fetal heart tones. After head was on perineum, pains
became poor and did not strengthen for 30 minutes. Forceps
were applied, and a stillborn baby weighing 9 lbs. 3 oz.
was delivered with difficulty. Profuse bleeding started im-
mediately. Patient’s condition became poor, and plasma,
glucose and whole blood were given. A second degree
laceration was repaired, but the cervix and the cavity of
the uterus were not examined. Consultation was obtained.
General supportive measures were continued, but the patient
ran a downhill course and died on tenth postpartum day.
Autopsy showed a tear in uterus.
This was a preventable maternal death. Following delivery

there was uncontrolled bleeding, with rapid deterioration of
the patient's condition. Under such a circumstance the uterus
and cervix should have been immediately explored. If a
defect were found, immediately laparotomy should have
been performed. The shock should have been treated by
whole blood administered as rapidly as possible. Sponta-
neous rupture is a rather rare complication.

CASE NO. 13—HEMORRHAGE

This patient, 25 years of age. para 3, gravida 4, of poor
economic status, had a family history of hypertension. Her
previous pregnancies had been normal. The patient did not
report for prenatal care until her fourth month, but had
careful supervision thereafter. In the sixth month vulval
varices were noted, and some edema was apparent in seventh
month. Labor began spontaneously 2 weeks after the date of
her expected confinement and was rapid, terminating in 4
hours with precipitous delivery of a 7 lb. 14 oz. live baby.
There was a second-degree laceration extending into fornix,
which bled 500 cc. immediately. This was repaired and the
uterus was packed, but the bleeding continued and the
patient went into shock. Consultation was obtained and
whole blood started. The birth canal was reinspected and
packed. Shock was out of proportion to visible blood loss.
Patient received 16 units of whole blood, but died 14 hours
after delivery. No autopsy was done.

This was a preventable maternal death. Rupture of the
uterus or retention of placental fragments was ruled out by
palpation of uterine cavity. Since repair of the laceration
did not control bleeding, the reviewing board felt that ab-
dominal exploration was indicated. This would have re-
vealed any extension of the laceration into the broad liga-
ment or any other intra-abdominal condition producing
bleeding. Coagulation defects were not ruled out as a
factor in the etiology of the hemorrhage.

CASE NO. 14—TOXEMIA

This patient was 43 years old, para 3, gravida 4 and in
her fourth month of pregnancy when she first went to
physician. At this time her blood pressure was 205/110,
weight 185 lbs. No urine specimen was obtainable. She was
next seen a month later when her pressure was 214/96, her
weight was 186 lbs. and her urine showed red blood cells.
Two weeks later she had cramps and bleeding and was
admitted to the hospital. Her blood pressure was then
240/130 and her urine showed both red and white blood
cells. After 18 hours labor she delivered a 600 gm. stillborn
fetus. Placenta showed evidence of complete separation. Im-
mediately after delivery, her blood pressure dropped to
120/80 and her general condition improved until she de-
veloped oliguria. Consultation was obtained, and a care-
ful management of electrolyte balance was instituted, but
her condition deteriorated and death occurred on the seventh
postpartum day. Autopsy revealed a bilateral cortical necrosis
of kidney.

This was a non-preventable maternal death, but there
should be an explanation as to why the pregnancy was not
terminated as soon as the diagnosis was made. With or with-
out the pregnancy, her prognosis for long life was poor.
However, there is a possibility that earlier termination of
the pregnancy might have been the means of prolonging
her life.

CASE NO. 15—NON-MATERNAL
This patient. 35 years old, para 5 had had a radical

vulvectomy for a progressive carcinoma of vulva. Six months
later she became pregnant. Because of severe pain the
patient was hospitalized when about 6 months pregnant.
Because the pain could not be relieved by any measure, the
baby was delivered by vaginal section. It was then found

that malignancy was spreading rapidly. The patient had an
uneventful puerperium, but the malignancy continued to
progress and she died 4 months later.

CASE NO. 16—HEMORRHAGE

This primiparous, 38-year-old patient had an uneventful,
well-supervised prenatal course. Spontaneous labor started
10 days after the expected date of her confinement. After
a 12-hour first stage a rim of the cervix remained, and no
progress was being made with hard contractions. The cervix
was dilated manually and forceps were applied. The head
was rotated anteriorly and a live 6 lb. 6 oz. baby delivered.
While the episiotomy was being repaired, the patient lost

500 cc. blood and whole blood transfusion was started.
While the patient was being put to bed. profuse bleeding
started, and she was returned to the delivery room. The
birth canal was inspected, and a tear was found at the
vaginal cervical junction. This was repaired, but the cavity
of the uterus was not examined. The bleeding continued,
shock progressed, and the patient died 4 hours after de-
livery. She had received 4 units of blood. No autopsy.

This was a preventable maternal death. The trouble be-
gan with the intervention in labor. There was no indication
for manual dilation of the cervix. In another hour or two,
the cervix would have been completely dilated. A deep
vaginal tear extending into the cervical region should not
have been repaired vaginally until the uterus and cervix
had been carefully palpated and the possibility of uterine
rupture ruled out. If such an examination showed the pa-
tient had a rupture of the uterus, then hysterectomy would
have been the treatment of choice.

CASE NO. 17—EMBOLIC

This patient was 38 years of age, para 4, gravida 5. She
reported to her physician for prenatal care in the fourth
month and had careful supervision throughout the rest of
her pregnancy. About the sixth month she had a recurrence
of gall-bladder disease, from which she recovered. She went
into labor spontaneously about 10 days after her expected
confinement. Two and one-half hours later, at 4 a. m.,
she entered the hospital with the fetal head high, a little

dilatation of the cervix, and blood pressure 150/90. Mem-
branes ruptured at 11:15 a. m., with the head of the fetus
still high. The patient became irrational. At noon she precip-
itated a 7 lb. stillborn infant. During labor the patient had
a total of 50 mgm demoral, 1/200 gr. scopolamine and IV2 gr.

seconal for analgesia, and drop ether for delivery. The
placenta did not deliver for 30 minutes, and at this time
the patient went into shock. Stimulants, plasma and glucose
were given with no response, and the patient died 2'/2 hours
after delivery. The physician and his consultant felt that
death was due to pulmonary embolism. No autopsy was ob-
tained.

This was a maternal death and without an autopsy will
have to be considered non-preventable. An autopsy was
needed to clarify exact cause of death. With a third stage
of 30 minutes there is always a possibility that abnormal
bleeding was a factor in the cause of death.

CASE NO. 18—HEMORRHAGE

This patient, age 31, para 8. gravida 9. began to bleed
in her seventh month of pregnancy. This continued for 3
days, increasing in amount. She then consulted a physician
for the first time and was admitted to a hospital. The patient
did not admit the passage of a fetus. It was thought that
fetal parts were palpated by rectal examination. No vaginal
examination was done. Tire patient was treated with
rather small doses of antibiotics. Sedatives and oxygen were
given. During the next 48 hours she ran a downhill course.
Her temperature was elevated. Vaginal discharge was foul.
On the third day patient had sharp pain and became
cyanotic. An attempt was made to give intravenous fluid,
but the patient expired. Partial autopsy revealed retention
of infected placental fragments.
This was a preventable maternal death. The patient and

her family were at great fault in not having sought med-
ical care early in pregnancy. After admission to hospital,
a sterile vaginal examination should have been done at once
and the uterus emptied of any remnants of pregnancy. Sup-
portive treatment should have consisted of large doses of
antibiotics and blood replacement.

CASE NO. 19—HEMORRHAGE
This patient was a nulliparous woman of 36 with a con-

tracted plevis. Elective cesarean section was done under
spinal anesthesia on the expected date of confinement, and
a 7 lb. live baby was delivered. Five and one-half hours
after surgery, the patient developed symptoms of shock with
a rapid drop in blood pressure, and she became cold and
clammy. She was given adrenal cortex, plasma and plasmoid.
Her blood pressure did not respond, although the quality
of her pulse improved. Her red blood cell count at this time
was 4 million. By evening, her blood pressure was 120/78.
her pulse was fair, her cyanosis gone and she was ap-
parently out of danger. In half an hour, her respiration
became rapid and her body cold and clammy, with no blood-
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pressure reading obtainable. Stimulants, oxygen and artificial

respiration failed, and the patient died 11 hours after sur-
gery. Autopsy was requested and refused. The attending
physician felt that death was due to surgical shock following
a long period of complete collapse of the circulatory system.
This was a preventable maternal death. The symptoms and

signs shown by this patient all pointed to hemorrhage. The
normal red cell count could have been accounted for by
hemoconcentration. The symptoms were so definitely those
of hemorrhage that a careful search should have been made
for bleeding. The patient should have had whole blood
rather than substitutes. If she did not respond to whole
blood, exploration of the abdomen should have been con-
sidered. Complete description or evaluation of the con-
tracted pelvis or reasons for not permitting a trial of
labor were not furnished.

CASE NO. 20—NON-MATERNAL

This patient. 27 years old. para 4. had delivered at home
5 months before death. At her death the physician certified

the primary cause of death as thyrotoxicosis due to a recent
pregnancy. Upon review, it was found that this patient had
been delivered by another physician. She had had an
asymptomatic nodular goitre for several years. She had had
a slight amount of bleeding a few days before labor, but
labor and delivery were normal. She nursed the baby, cared
for her family, did her housework and was apparently well
for 5 months. At this time she began to experience fatigue
and run a temperature. The physician whom she consulted
found a soft, walnut-sized tumor on the side of her thyroid.
She had tremors of hands, twitching of facial muscles,
temperature 103°F. and rapid pulse and respiration. She
was admitted to a hospital for study and soon after ad-
mission had a convulsion. Death occurred within 24 hours.
The reviewing board felt that inasmuch as the thyroid
nodule was of long standing and had apparently not been
influenced by the pregnancy, the thyrotoxicosis was the
cause of death. It was recommended that the physician
amend the death certificate.

CASE NO. 21—EMBOLIC

This patient, age 23, para 1, gravida 2. had a normal
well-supervised pregnancy which terminated in the sponta-
neous delivery of a live 6 lb. 14 oz. baby. Just before de-
livery, the patient developed acute poliomyelitis with ten-
derness of the muscles of her lower extremities. On the
eleventh postpartum day she was afebrile and was sent to
physiotheraphy. Immediately afterwards, the patient went
into collapse and died. Autopsy revealed extensive varico-
sities of pelvic veins, particularly the femoral, with evidence
of antemortem clotting. There were numerous clots in left
lung, particularly in the terminal ramifications of the pul-
monary artery.
This was a non-preventable death, and the patient had

excellent care. Because of muscle tenderness of the acute
polio, any discomfort caused by the thrombosis was masked.
However without the polio, there still might have been no
symptoms, and thrombosis might have developed even with
early ambulation.

CASE NO. 22—EMBOLIC

This patient, age 23. para 3, gravida 4, had severe varico-
sities of both lower extremities. She did not consult a
physician until about the sixth month of her pregnancy.
Shortly afterward high and multiple ligations of saphenous
veins were done. During the last weeks of pregnancy the
patient had such extreme lower-abdominal discomfort that
labor was induced with enema and pitocin. She delivered a
liveborn 7 lb. 9 oz. child after a labor of one and one-half
hours and was in good condition. Because of the varicosities,
the patient was ambulated within 2 hours and had no com-
plaints. On the third postpartum day, the patient had sudden
syncope and died of a pulmonary embolism. Autopsy was
requested but refused.

This was a non-preventable maternal death. The board
tried to answer questions posed by the attending physician
as follows:

1. Ligation of veins is a matter of comfort and not a
prophylaxis against embolism.

2. Bed rest and supportive bandages would have been
of no value.

3. Anticoagulants immediately postpartum would have been
of no value.

4. A deep thrombosis is very difficult to diagnose.
5. Ligation of femoral vein would have been of no

value. By the time it had been recognized it would have
extended high enough to have been impossible to ligate.

CASE NO. 23—EMBOLIC

This patient, 31 years of age, para 5, gravida 6. had an
uneventful pregnancy, reporting for prenatal care in sixth
month. About the expected date of confinement the patient
had an acute upper respiratory infection, for which she was
hospitalized and treated with antibiotics. She responded to
treatment and remained in the hospital until the onset of
labor 5 days later. During the 4-hour labor she received a
total of 3 grs. seconal and 50 mgms. demoral for analgesia.

The membranes ruptured after this period, and the perineum
of patient began to bulge with each pain. Ten to fifteen
drops of ether were given for each of several contractions.
The patient suddenly became cyanotic, her respirations
ceased and emergency treatment failed to revive her. No
attempt was made to deliver the patient, as fetal heart
tones could not be heard. The cause of death was given
as puerperal embolism.
This is a non-preventable maternal death. An embolism

would not be likely to occur antepartum. It is more prob-
able that the patient developed pelvic thrombi during period
she was in bed recovering from upper respiratory infection.
The possibility of amniotic embolism, cardiac arrest and
anesthetic accident were all considered. The case was left
in the embolic category without autopsy clarification. It is

felt that an attempt should have been made to salvage
the fetus, for there is a great possibility that under the
stress of the situation, heart tones could have been over-
looked.

CASE NO. 24—TOXEMIA
This primipara, 33 years old. refused to consult a physician,

in spite of her family's protestations until 8 weeks before her
expected confinement. At that time her blood pressure was
150/100. and she showed some albumin. She was placed on a
salt-free diet and returned twice in the next month to the
doctor. On the last visit her pressure was 160/100 and she
had 4+ albumin. The attending physician recommended hos-
pitalization and consultation. Through some misunderstanding
the patient did not get to hospital for several days, and by
that time she was in very critical condition. Medical treatment
was tried for 7 days with little improvement. Labor was then
induced by rupture of membranes. When dilatation was 4 to
5 cm. the patient showed evidence of collapse. She rallied
with intravenous fluids and was delivered by low forceps of
a 5 lb. 11 oz. stillborn baby. Following delivery her condition
became worse, and she died in about 2 hours.
This was a preventable maternal death. The patient was

in critical condition before she saw a physician and then
did not cooperate well. After she was finally hospitalized,
there should not have been such a delay in the termination
of her pregnancy, since she did not respond promptly and
well to treatment.

CASE NO. 25—HEMORRHAGE

This 35-year-old patient was para 2. gravida 3. Her
previous pregnancies had been normal, and her prenatal care
was adequate. She went into spontaneous labor 2 weeks
after the date of her expected confinement and was ad-
mitted to the hospital. After 16 hours, labor pains became
irregular and far apart. Pitocin in glucose was given,
her pains increased in strength, but never became tetanic.
Dilation became complete, and the patient delivered a
9 lb. 15 oz. live baby spontaneously. No episiotomy was
done because of vaginal varicosities. Immediately after de-
livery. severe bleeding started. The uterus was examined
at once and placenta was removed manually. There were
some dark clots attached, and the doctor felt there had been
a mild abruption of placenta during labor. There was a
deep rent in the left lateral fornix. An attempt was made
to suture from below, blood being given in the meantime.
Because bleeding continued, a subtotal hysterectomy and
left salpingo-oophorectomy were done under local anesthesia
without moving patient from the delivery room. Vagina
was reinspected and found to be dry, but packing was
replaced as a precautionary measure. The patient never
regained consciousness after going into shock before sur-
gery, although she stirred and moved at times. One and
one-half hours after surgery, the vaginal pack became
blood tinged and was removed. There was oozing from the
cervix, from the lateral margin of fornix, and from all

abrasions and points of contact with instruments. The lateral
fornix was sutured, the cervix was completely closed with
locked sutures and the vagina was repacked. The patient
received 750 cc. plasma. 1000 cc. glucose, 9 units whole
blood and continuous oxygen. Death occurred 14 hours after
delivery.
This was a preventable maternal death. The attending

physician was well aware of the many problems involved
and did everything possible to save the patient. The large
baby and vaginal varicosities were complications which in-
creased the likelihood of hemorrhage. The attending phys-
ician was particularly interested in a discussion of the
large amounts of anti-coagulant involved in massive blood
replacement. The reviewing board agreed that we need a
great deal of study in this aspect of blood transfer. How-
ever. the board doubted the wisdom of using pitocin in
labor when there is no definite need for hastening de-
livery, and also felt that with the severity of bleeding and
the depth of the laceration, it might have been better to
do the hysterectomy at once without temporizing from
below.

CASE NO. 26—TOXEMIA

This patient, 26 years old, a para 1. gravida 2, was re-
moved from a train enroute from Ohio to California. On
arrival at the hospital she was unconscious and cyanotic,
and died shortly. A postmortem section was done to try to
salvage the infant, but the 4 lb. 14 oz. child was still-

born. Autopsy established that the death was due to massive
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hemorrhage of pons, peduncle and fourth ventricle due to

hypertension associated with toxemia of pregnancy. Her
husband carried a letter from her physician saying that

she had had hypertension in her first pregnancy. He stated
that this pregnancy had been normal until 2 weeks before,
when she had a blood pressure of 170/120 with albumin
and edema. He had advised immediate hospitalization, but
the patient refused because she wished to make this trip.

This was a preventable maternal death which is charged
to failure of patient to follow her physician's advice.

CASE NO. 27—NON-MATERNAL

This patient. 31 years old, was a para 3. Her youngest
child was 9 months old. She had had a toxemia during her
first pregnancy, but her second was normal. Five months
after the second delivery, the patient had a polycystic
kidney removed because of persistent hematuria. Seven
months later, she became pregnant. During this pregnancy
she developed acute pneumonia, followed by cardiac failure.
Because she was taken to another state for medical care and
delivery, no records are obtainable. She later returned to
her home in poor condition. She continued to have evidence
of cardiac failure, developed uremia and died 9 months after
delivery. Cause of death was congestive heart failure due
to congenital cystic kidney with mention of pregnancy.

CASE NO. 28—HEMORRHAGE

This patient, 29 years old. para 7, gravida 8. was com-
pletely uncooperative throughout pregnancy and labor. She
did not report to her doctor until the sixth month of
her pregnancy, and made only three prenatal visits. The pa-
tient went into spontaneous labor on the day of her expected
confinement and delayed calling the doctor until it was
too late for her to go to the hospital or for him to reach
her home. Her mother delivered her of an 8 lb. 8 oz.
live baby. The physician checked her soon after delivery.
On the fifth postpartum day, while at stool, she started to
hemorrhage and a mass of inverted uterus appeared at the
vulva. The patient was sent to the hospital, where trans-
fusion was started and vaginal hysterectomy was done 4
hours after the inversion was first noted. She died on the
operating table. Death was attributed to shock, with no
mention of hemorrhage.
This was a preventable maternal death due largely to

negligence on the part of the patient. By the time she was
admitted to the hospital, her condition was precarious.
When a patient is in shock when first seen, treatment of
the shock should be vigorous, consisting of the pumping
in of blood and cutting down on veins if necessary. After
the patient responds and shock is successfully treated, at-
tempts should be made to replace uterus by vaginal means,
and if not successful the abdominal approach for correction
of the inversion should be undertaken.

CASE NO. 29—HEMORRHAGE

This patient was 31 years of age, para 3, gravida 4. The
third child was delivered by cesarean section after a 24-
hour trial labor. During the present pregnancy, she had
a definite psychosis and was under psychiatric care. She
also had an anemia and was given liver and Bu injections
2 or 3 times a week throughout the prenatal period. She
was delivered in rooms connected to the doctor's office.
Labor began spontaneously 2 weeks after the date of her ex-
pected confinement, and she came in with fair contractions
and three fingers dilatation. Her tongue was swollen to
such a degree that she was unable to swallow and she com-
plained of pain in her chest. As soon as dilatation was
complete, she was delivered under light chloroform by low
forceps of a 7 lb. 9 oz. live baby. The placenta delivered
with an estimated blood loss of 100-150 cc. The uterus con-
tracted normally. The swelling of her tongue and the pain
in her chest continued, she was not cyanotic. About an
hour after delivery she went into shock, did not respond
to stimulants and died within 50 minutes. The attending
physician felt sure there was no rupture of uterus or hem-
orrhage. There was no tumor of the tongue or evidence
of poison. No autopsy was obtained. The cause of death was
given as shock.
This was a preventable maternal death. The previous

section, the psychosis and the apparently severe anemia
were indications for hospitalization at this delivery. All
symptoms here pointed to hemorrhage as cause of death. A
small loss of blood can be fatal in the face of an anemia.
Any patient who has a vaginal delivery following a section
should have a manual exploration of the uterus immediately
postpartum to rule out any possibility of rupture of the
uterine wall.

CASE NO. 30—HEMORRHAGE
This patient, age 24, para 3. gravida 4, had practically

no prenatal care. In the sixth month of pregnancy she made
one visit to a physician 66 miles from her home, but made
no arrangements to return for delivery. She went into labor
about 10 days before the date of her expected confinement
and drove the 66 miles to this hospital. She delivered a still-
born infant weighing 5 lbs. 10 oz. shortly after admission.
About 45 minutes after delivery she bled about 500 cc. and

in another IV2 hours started to bleed again. She was given
ergotrate, synkamine, antuitrin S, and oxygen. The pa-
tient did not respond, and died 3 hours and 20 minutes
after delivery. There was no consultation and no autopsy.
Cause of death: Cerebral thrombosis after delivery.

This was a preventable maternal death due to blood
loss. It is not probable that a woman of this age would
have a cerebral thrombosis. The physician was not re-
sponsible for the lack of prenatal care or late admission to

the hospital. Having recognized hemorrhage and ruled out
laceration, the treatment would be sufficient whole-blood
replacement. Synkamine and antuitrin S are not indicated
in treatment of postpartum hemorrhage.

CASE NO. 31—HEMORRHAGE

This patient, 26 years old, para 3, gravida 4, had a negative
obstetric history. She did not report for prenatal care in this
pregnancy until the fifth month, at which time she weighed
204 lbs. and had a blood pressure of 158/84. During the re-
mainder of the prenatal period she made 5 visits to her
physician. Her weight was reduced 10 pounds, but her
blood pressure remained around 150. She had some severe
vomiting and some bleeding, and she showed slight albumin
and edema. She was admitted to hospital on the date of her
expected confinement, and labor was induced by castor oil

and quinine. She delivered a 9 lb. 5 oz. baby spontaneously
with gas anesthesia, no analgesia. She had a cervical tear
high on the right side which was repaired and packed. She
started to bleed a few minutes after repair and went into
shock and died within 2 hours. The attending physician felt

that his repair had been inadequate and was sure there
was no tear into uterus.
This was a preventable maternal death, the patient dying

of a postpartum hemorrhage which received no treatment.
Whole blood should have been given and the uterus ex-
plored and examined more thoroughly. The board has dif-
ficulty in understanding why a parous woman would re-
ceive this severe a laceration during a spontaneous delivery.
The prenatal care, delayed on the part of the patient, does
not seem to have been adequate, especially with all the
untoward symptoms presented.

CASE NO. 32—EMBOLIC

This patient, age 26, para 1. gravida 2. had an un-
evenftul pregnancy, with prenatal care from the third
month. Onset of labor was spontaneous at the expected date
of her confinement. After 10 hours, she had a transverse
arrest at low mid-pelvis for over an hour, and delivery
was accomplished by mid-forceps under gas anesthesia.
The child was alive and weighed 9 lbs. 2 oz. The post-
partum course was uneventful, and patient returned home.
Two weeks after delivery the patient developed erythema
nodosum with marked edema of legs and was bedfast for
4 weeks. When her condition became worse, she was sent
back to hospital, but she was dead on arrival. Death was
thought to be due to pulmonary embolism from a throm-
bophlebitis in addition to the erythema nodosum.
This is a non-preventable maternal death. The board

members felt that they could not make a complete analysis
without autopsy. It is probable that the patient could have
had both erythema nodosum and thrombophlebitis.

SESSION ON LEGAL MEDICINE AT AMA
MEETING

Because of the growing interest among physi-

cians in medicolegal problems, a session on those

topics has been scheduled for Thursday morning,
June 24, in the White Room of the Masonic Tem-
ple, at San Francisco.

The following papers will be presented: “Advice
to the Medical Witness,” by W. I. Gilbert, presi-

dent of the Los Angeles Bar Association; “Mal-

practice, an Occupational Hazard,” by Dr. Louis J.

Regan, Los Angeles; “Medicolegal Problems Re-
lated to Sterilization, Artificial Insemination and
Abortion,” by J. W. Holloway and Edwin J. Hol-

man, of the AMA legal staff; “Prevention of Trans-

fusion Accidents,” by Dr. Alexander S. Wiener,
Brooklyn; “Legal Aspects of Medical Partner-

ships,” by George E. Hall, of the AMA legal staff;

and “Trauma, Stress and Coronary Thrombosis,”
by Dr. Alan R. Moritz, of the Institute of Pathol-

ogy at Western Reserve University, Cleveland.



The Lobotomy Program of the Clarinda

Mental Health Institute
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In 1935, the Portuguese psychiatrist Moniz pro-

posed to cut the fronto-thalamic tract as treat-

ment for disturbed psychotics. The operation was
designed to eliminate certain influences' of the

frontal lobe which otherwise tend to stimulate the

rage center. The procedure was introduced to

this country by W. Freeman in 1936 1 and began
to spread widely after the war. It is estimated

that more than 20,000 lobotomies have since been
performed in the United States.

In the fall of 1951, the Clarinda Mental Health

Institute began its lobotomy program with the

help of one of the authors as neurosurgeon. It

was initiated by a conservative and skeptical staff

and, as might be expected, deteriorated patients

were the majority of those chosen for the opera-

tion. Fiamberti’s transorbital method was used.

After one or two electroshocks has been admin-
istered for anesthesia, an ice pick-like instrument

is inserted beneath the upper eyelid, and driven

through the roof of the orbit into the anterior

part of the frontal lobe. The handle of the instru-

ment is then moved in such a manner as to make
medial and lateral incisions in the white matter

and also a vertical incision, the so-called deep
frontal cut. This procedure is then repeated on
the other side. Both sides can be done in about

two minutes, and a minimum of sterile technic is

required. Postoperative care is simple. The pa-

tients are able to walk under supervision half an
hour after operation, and most of them are up
and around the next day. In 1953 the operation

was modified somewhat, eliminating the lateral

cut. The original technic resulted in very little

personality or intellectual disturbance, but when
the lateral incision has been eliminated, such

changes are thought to be even less. Two cases

of inertia, i.e. marked lack of initiative, resulted

in the earlier group in which the lateral cuts

were used. No such results were obtained in

* Clarinda Mental Health Institute.
** Department of Neurosurgery, Creighton University

School of Medicine.
1. Freeman, W., and Watts, J. W., Psychosurgery (Spring-

field, Illinois, Charles C Thomas, 1942).

the later group. Postoperative convulsions have
been seen twice. Their infrequency relegates this

complication to a minor objection. None of the

epileptics suffered an increase in seizure fre-

quency. By the end of 1953, operations had been
performed upon 104 patients, and a short-time sur-

vey of the results is now offered. There were 2

fatalities from cerebral hemorrhage; another pa-

tient died from coronary thrombosis two years

after lobotomy. The national mortality rate of the

transorbital method has been estimated at 1.7

per cent. The majority of our patients were
chronic schizophrenics (69) with illness of many
years’ duration. There were 8 epileptics and a

few with other diagnoses. The manic depressives

have been excluded from the discussion, since in

many cases their official diagnoses made many
years ago seem unreliable in the light of later

symptoms.
Improvement after transorbital lobotomy may

appear immediately, but occasionally it continues

slowly for some time. Relapses are seen early or

late and can be treated with electroshock, usual-

ly with better results than before the operation.

As an aid in the evaluation of the results in our

series of lobotomies, the nursing supervisors have
been consulted as to the patient’s postoperative

condition.

EPILEPSY

Of 8 epileptics, including 1 traumatic deteriora-

tion, 2 showed no improvement, 4 were slightly

improved and 2 were moderately improved. Those

who have to deal with uncontrolled epileptic be-

havior problems will be gratified by these results.

SCHIZOPHRENIA

Sixty-nine schizophrenics, the majority with

illness up to 20 to 30 years, have formed the bulk

of our material. Fifteen showed no improvement,

but there was slight improvement in 39, moderate
improvement in 10 and marked improvement in

2. These results must be viewed with the hope-

lessness of chronic schizophrenia in mind. They
confirm the general impression that not too much
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LOBOTOMY PROGRAM AT CLARINDA MENTAL HEALTH INSTITUTE
104 CASES

Full time

Restraint

Part time

Restraint

Total

Restraint

Male
Before surgery 11 14 25
After surgery 2 0 2

Female
Before surgery 26 31 57
After surgery 11 4 15

Male & Female
Before surgery 37 45 82
After surgery 13 4 17

improvement can be expected with lobotomy in

chronic schizophrenia of long duration. These pa-

tients usually have to remain in an institution.

The benefits are demonstrated, however, in a re-

duction in the number of electroshock treatments

required and in the large scale removal of re-

straints. Of our 104 patients, 82 had been in re-

straints before operation—37 full time and 45 part

time. Only 17 remained in restraints after lobot-

omy—13 full time and 4 part time. It is apparent

that the management of these patients has be-

come considerably easier from the standpoint of

the institution. With this in mind, it has been
claimed that lobotomy is of more help to the hos-

pital than to the patients. Such critics overlook the

fact that the disturbed patient is reacting to fear

and anxiety and that the improvement in his be-

havior results from the reduction of such emo-
tional strain.

Three patients were able to return to their

homes, two of them hebephrenic and one an in-

volutional depressive. Significantly, the duration

of illness in these cases had been 3 years or less.

These results confirm the impression that the

schizophrenic who is made to wait for lobotomy
until he deteriorates has lost much of his chance
of leaving the hospital.

In the opinion of some, prefrontal lobotomy is

more efficient than the transorbital approach. A
prefrontal lobotomy is major surgery, it takes at

least 45 minutes to do, and the postoperative care

is considerably more complicated. The transorbital

lobotomy is within the financial limitations of

many state hospitals and can be applied to many
more patients. Prefrontal lobotomy may benefit

a small percentage of patients who are not bene-
fited by the transorbital lobotomy, but the more
radical and costly procedure can be done at a later

date if the transorbital lobotomy does not seem to

have been sufficient. The percentage of complica-

tions and the mortality rate in a large series of

cases seems to be lower with transorbital lobotomy
than with the prefrontal type.

SUMMARY & CONCLUSIONS

Of our 104 patients, 79 have shown some de-

Full time Part time

Minimal
ward Idle in

Detail Detail Activity Chair

3 2 4 23
9 0 14 5

10 4 22 35
14 9 15 11

13 6 26 58
23 9 29 16

gree of improvement. We therefore conclude that

a lobotomy program is worthwhile for state hos-

pitals. It reduces the load on the attendants by de-

creasing violent behavior, it eases the lot of the

patients by reducing tension and anxiety, and it

allows the elimination of restraints to a consider-

able degree, thus, in effect, increasing the supply

of institutional labor. It is only symptomatic treat-

ment and is more effective in the earlier stages

of mental disease than in the later ones. A small

percentage of the patients can be sufficiently im-

proved so that they can return to their homes,

and this percentage can probably be increased if

patients are operated upon in the earlier stages.

Schizophrenic patients are treated with insulin,

electroshock, and psychotherapy. When they have
received such treatment for a reasonable period

of time without improvement or if their im-

provement has not progressed beyond a certain

point, the chances for further recovery are small.

The psychiatrist should then consider the suffer-

ing and frustrations of chronic illness for the

patient and also the financial consequences to the

family and community. Thus psychosurgery, it

appears, should be utilized as an additional pro-

cedure in the effort to improve or restore the

mentally ill.

PAMPHLETS TELL MEDICINE’S STORY

To help private practitioners tell Medicine’s pub-
lic-relations story to their patients, the AMA has
published a series of four new leaflets suitable for

distribution in waiting rooms, to include with
statements for professional services, and for give-

away materials in schools and at general meetings.

Four of them are now available: (1) “Quack!”
—explains the dangers of going to non-professional

healers; (2) “Health Today!”—tells about med-
icine’s progress during the past 20 years; (3) “On
Guard!”—outlines the steps AMA takes in evalu-
ating drugs; and (4) “Why Wait?”—describes the

best way to select a family doctor.

Members may order quantities either of the

entire series or of individual leaflets—without
charge—from the Iowa State Medical Society.



Purpuric Anemia (Thrombotic

Thrombocytopenic Purpura)

LAWRENCE D. AMICK, M.D.

SAC CITY*

With this report, the disease concept heretofore

designated either as thrombotic thrombocytopenic
purpura or as acute febrile pleiochromic anemia
with hyaline thrombosis of the terminal arterioles

and capillaries first enters the literature of Iowa
medicine. Though its causes are unknown and no
measures have yet been discovered for stopping or

delaying its rapid and invariably fatal 'course, a

review of the first identified case in this state may
facilitate its recognition before cases reach the

autopsy table, and so constitute a first step toward
the discovery of a remedy or a preventative. The
disease has been reported elsewhere with increas-

ing frequency, and familiarity breeds diagnosis.

In addition, the disease needs to be given a simpler
and more useful name.

DIAGNOSTIC TRIAD

Hemolytic anemia, thrombocytopenic purpura,
and varied transitory neurologic disturbances

compose a clinical triad which allows an ante-

mortem diagnosis. The pathologic diagnosis de-

pends not only upon the characteristic anemic and
purpuric picture, but also upon the finding of

multiple generalized capillary thrombi. Thrombotic
lesions in the brain produce neurologic signs. Al-

though neurologic change is a cardinal clinical

feature, it deserves special emphasis that this phe-
nomenon ordinarily occurs late in the course of

the illness. 1 The symptomatic onset is non-specific,

with upper respiratory infection and gastrointes-

tinal symptoms predominating. The disease has
been invariably fatal, usually terminating in two
to four weeks.

CASE REPORT

History: A 26-year-old single male was admitted
as an emergency in a comatose state to Loring
Hospital, Sac City, Iowa, on October 8, 1953. He
was a high-school athletic coach and had pur-

portedly been in good health until a week earlier,

when he had had a cold and chills, whereupon an
osteopath treated him with a sulfonamide for a

couple of days. He developed nausea and vomiting,

which persisted intermittently until his admission.

On October 6, he was advised to get other medical
assistance and returned to his parental home in

Sac City. En route home on that day, he consulted

a nearby physician, who reported a normal leuko-

cyte count and a hemoglobin within normal range.

An erythrocyte count was deferred, but the pa-

tient was noticed to have a prolonged bleeding

time after the finger puncture. He was afebrile.

Infectious hepatitis and blood dyscrasia were con-

sidered, he was given a hepatic secretagogue, and
bed rest was advised. 2 Some of the emeses were
reported bloody and some stools tarry the day
before admission. At 2: 00 p.m. on October 8,

the patient suddenly became unconscious, dysp-

neic, diaphoretic and hyperkinetic, whereupon he
was admitted to the hospital.

Physical Examination: The patient’s general

pallor was striking. He remained comatose, his

breathing was stertorous and his movements were
hyperkinetic. The fundi and optic discs were nor-

mal; the lungs were clear; and the heart size and
sounds were normal, with regular rhythm and a

rate of 84. His blood pressure was 115/75; his

abdomen was soft and apparently nontender; his

liver, kidneys and spleen were impalpable (with

no cooperative breathing) ; and there was an in-

fected hot-water-bottle burn, first degree, across

the upper lumbar region of his back. Rectal

negative. Babinsky absent. Deep-tendon reflexes

hyperactive. No lymphadenopathy. No evident

jaundice. There were no petechial, ecchymotic or

hemorrhagic spots on the skin.

Laboratory Examination: On admission the

erythrocyte count was 2,840,000; hemoglobin 11

grams; and leukocytes 21,800. Differential analysis

showed 77 per cent neutrophils, 11 per cent lym-
phocytes, 7 per cent monocytes, 2 per cent eosin-

ophils, 3 per cent band cells, and 2 rubricytes per

100 leukocytes. The blood sugar was 194 mg. per

cent; the blood group was O Rh —
;
and the hema-

tocrit 17 per cent. Total serum protein was 6.85

Gm., albumin 3.83 and globulin 2.75. Cephalin
cholesterol flocculation was negative. Van den
Bergh direct 1.02; total 5.65 mg. per cent. The
Coombs and erythrocyte fragility tests were not

done. The blood culture was negative. Urinalysis:

1.013 sp. gr., albumin 1-, sugar negative, bilirubin

negative, WBC 2/HPF, casts 6 granular / LPF,
amorphous crystals 4—/LPF, no sulfa crystals.

Spinal fluid: clear, Pandy negative, cell count

28/cu. mm.
The pathologic consultant3 described the initial

blood smear as follows: “Normochromic anemia
characterized by marked anisocytosis, well de-

veloped spheromicrocytosis and moderately pro-

nounced polychromasia. An occasional metarubri-

cyte (normoblast) is seen. The picture is consist-

ent with hemolytic anemia, of either the acute or

the familial type. There is no evidence of malaria.Temporarily at Rochester, Minnesota.
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Thrombocytes are greatly diminished in number.

The leukocytes show nothing of significance.” In

consultation it was advised that the blood smear

be repeated to determine whether the thrombocy-

topenia was genuine or was an artifact resulting

from improper preparation of the first smear.

Course: The patient expired 48 hours after ad-

mission and had been febrile throughout. A total

of 1,500 cc. of transfused blood had elevated his

count to about 4,000,000 red cells, but despite the

transfusion he had remained comatose. In the ab-

sence of a diagnosis, adrenal cortical steroids

were not given, for fear of exacerbating an infec-

tious process. The patient’s sclerae became slightly

jaundiced, and his urine remained dark choluric.

Movements of his arms and legs were free and

coordinated, although not purposeful, at the onset

of the coma, but later showed tremor and spas-

ticity and became convulsive, requiring sedation

and narcosis. In the terminal 24 hours, there was
lessened activity of the right leg and arm, which

at times seemed paralytic and flaccid, with an in-

creased tremor of the left leg and arm, and cer-

vical rigidity. No definite Babinsky was obtained.

While receiving oxygen, he became cyanotic and
severely dyspneic, with rales and dullness in the

lung bases and with occasional Cheyne-Stokes.

Blood pressure was 140/60. Convulsions preceded
death.

Diagnosis: Autopsy and hematologic specimens
which were sent to the consulting pathologist de-

termined the final diagnosis. In his report on the

second and last blood smear, he said, “The eryth-

rocytic changes previously described are exag-

gerated in this smear. There is more polychro-

masia. There is more anisocytosis. There is more
pronounced spheromicrocytosis. These changes
are consistent with hemolytic anemia. Neutro-
phylic leukocytes show moderate left shift and
minimal toxic changes. There is a paucity of

thrombocytes. Thick smears fail to reveal the

presence of malaria parasites. The described

changes are consistent with thrombotic thrombo-
cytopenic purpura.”3

Autopsy: The pathologist’s autopsy report was
as follows: “There is a good sized portion of the

liver which presents a greenish hue. The lobular

markings of the liver parenchyma are accentuated.
To a segment of its surface a small portion of

unremarkable gall-bladder wall is attached. The
spleen, which weighs 516 grams, presents a smooth
convex surface, is rather firm and appears con-

gested. The kidney weighs 217 grams; its capsule
strips with ease, revealing a smooth, gray-brown
colored surface, mottled faintly with tiny areas of

pale red. The cortico-medullary markings are

fairly well defined. The pelvis shows no changes.
A separately received portion of a kidney is sim-
ilar in appearance to the whole kidney just de-

scribed. A portion of a pancreas which measures
4 by 3 by 2.8 cm. shows nothing unusual. There are

two pieces of lung, each measuring about 6 cm.
in maximum dimension. The pleural surfaces pre-

sent a few areas of deep reddish discoloration;

these rather well defined areas are quite small.

The pulmonary substance seems rather firm and
congested. A segment of right ventricular wall in-

cludes part of the tricuspid valve, chorda tendineae

and contiguous papillary muscle. Much postmor-

tem blood clot is enmeshed in the interstices. The
endocardium shows areas of light-reddish discol-

oration. The epicardium is pale and smooth. The
myocardium is extensively mottled with red. A
large portion of the brain stem, including much
of the cerebellum and a piece of cerebral tissue,

also have been received. These tissues display no

grossly recognizable changes when viewed exter-

nally, but sectioning demonstrates areas of reddish

discoloration of the substance of the cerebellum

at one point. Other very small areas of petechial

hemorrhage are seen in the pons and elsewhere

through the brain stem. There are two pieces of

bone, one of which obviously represents a seg-

ment of the sternum. Also, there is a small ac-

cessory spleen about 9 mm. in diameter.

“Microscopy: The clinical and pathologic find-

ings in this case are consistent with a rare syn-

drome described by Altschule and others4 as

thrombotic thrombocytopenic purpura. The condi-

tion is marked by rapidly progressive hemolytic

anemia, slight icterus, retieulocytosis, leukocytosis,

profound thrombocytopenia, prolonged bleeding

time, melena, hematemesis, hematuria, and finally

stupor, delirium and death within two weeks to

two months. The characteristic diagnostic triad of

the syndrome consists of thrombocytopenic pur-

pura, hemolytic anemia and transitory focal neuro-

logic signs. The outstanding pathologic features of

the disease are a wide dissemination of thrombotic
lesions with associated hemorrhages throughout
the body, the thrombi being found in capillaries

for the most part.

“The heart is outstandingly involved in this case.

The peculiar gross appearance of the myocardium
is due to interstitial edema with widespread focal

hemorrhage complicating the presence of finely

granular purplish thrombi, presumably platelet

thrombi, lodged in the majority of the capillaries.

“Similar lesions are found in the pancreas, kid-

ney, liver and brain.

“The lungs are the sites of severe passive con-
gestion. The alveoli contain much serum and
numerous pigment-laden macrophages. They also

contain moderate numbers of erythrocytes and
neutrophilic leukocytes.

“The bone marrow appears moderately hyper-
plastic. It contains large numbers of megakaryo-
cytes, despite the extreme thrombocytopenia en-

countered in this case.

“Complicating the capillary occlusive process,

in the pancreas one finds mild to moderate de-

grees of acute interstitial inflammation involving
numerous small areas. It is also noted here that

some of the vessels occluded by thrombi are
rather broad and undulating in contour.

“In the kidneys, scattered glomeruli are oc-

cluded by platelet thrombi.
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“The liver and the spleen are the sites of well-

developed passive congestion.

“Opinion: Thrombotic thrombocytopenic pur-

pura, characterized by extreme capillary throm-
bosis of the myocardium, with associated:

Passive congestion of the lungs, liver and spleen

Acute interstitial pancreatitis

Accessory spleen.”3

DISCUSSION

The literature has established thrombocytopenic
purpura associated with hemolytic anemia and
disseminated arteriolar occlusion as a new and dis-

tinct clinical and pathologic entity. 1 While the

above case satisfied these criteria, the attending

physician thought first of internal bleeding from
a peptic ulcer as a possible cause of the drastic

normochromic anemia that presented. A, ruptured
mycotic or cerebral aneurism was conjectured.

Malignant falciparum malaria and blood dyscrasia

came to be considered in an attempt to correlate

the varied phenomena.
As regards nomenclature, the diagnosis of

thrombotic thrombocytopenic purpura did little

justice to the striking sign of anemic pallor in the

absence of superficial cutaneous petechiae in this

patient. The term, furthermore, is awkward and
challenges the acuity of speech and hearing. And
also, it challenges credulity by emphasizing the

paradox of thrombotic lesions concomitant with
thrombocytopenia. The term, in consequence,
seems a hematologist’s delight and a practitioner’s

curse.

Moschcowitz, credited with establishing the

pathologic concept of the disease, 1 first described

it as an acute febrile pleiochromic anemia. 5 In his

case report he stated that a few petechiae were
present on the arm and that no platelet count was
made. While it may be said that Moschcowitz
omitted the purpura, it is equally true that the

name of the disease today omits the anemia with
which Moschcowitz began and with which the

clinician still begins and is so strongly impressed.

The anemia under consideration “is independent
of the bleeding and often antedates the bleeding.” 1

Purpuric Anemia is a term that could suffice

and offer a meaningful brevity. It declares ab-

ruptly the diagnostic findings the clinician is apt

to become aware of at the outset. It tends to cor-

relate the varied phenomena and beseeches the

diagnosis by emphasizing two out of the three

acknowledged diagnostic components of the syn-

drome. It implies a primary anemia and a primary
purpura, and, so used as the diagnostic title, need
not be confused with an anemia secondary to a

purpura. “Thrombotic” can be sacrificed for brev-

ity, for while it may pathogenetically signify the

bizarre neurologic changes, these usually come
late or terminally in the illness. 1 The neuropath-
ologic aspect will be easily associated when the

term is compared with “pernicious anemia,” which

also betokens neurologic complications, even
though not prefixed with “combined sclerotic.”

The abolition of the term “thrombotic thrombo-
cytopenic purpura” and the substitution of the

term “purpuric anemia” is proposed to dispel the

perplexity of the clinician who first sees the case.

Earlier accurate diagnosis will be likely to reveal

more cases for study and so facilitate their refer-

ral to centers where in vivo investigation can be
initiated. The trial use of cortisone and ACTH in

purpuric anemia may be encouraged in view of

the component or acquired spherocytosis which
may be benefitted by an alteration of immune
reactions.0 ’ 7 Measures, even terminological, con-

ducive to wider study of such cases should add
hope, since even pernicious anemia was once con-

sidered practically incurable.

SUMMARY

The first reported case in Iowa of thrombocyto-
penic purpura with hemolytic anemia and associ-

ated multiple capillary thrombi and neurologic

changes is presented. It is brought out that this

syndrome represents a recently established clinical

entity which is being increasingly recognized and
is at present regarded as uniformly fatal. Detailed

pathologic findings are included.

The diagnosis of the new syndrome is dis-

cussed.

It is recommended that we abolish the cumber-
some term “thrombotic thrombocytopenic pur-

pura” and adopt instead the simpler and clinically

more useful term “purpuric anemia.” The reasons

that justify this change in nomenclature are given.
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IOWA-NEBRASKA MEDICAL ASSEMBLY

The Iowa-Nebraska Medical Assembly held

a one-day gynecologic symposium at the Hotel

Chieftain, in Council Bluffs, on May 17. The speak-

ers were John McKelvey, M.D., head of the De-

partment of Obstetrics and Gynecology at the Uni-

versity of Minnesota; Russell R. deAlvarez, pro-

fessor of obstetrics and gynecology at the Univer-

sity of Washington, Seattle; and C. Frederic Fluh-

mann, professor of obstetrics and gynecology at

Stanford University. Dr. Donald V. Hirst, of Coun-
cil Bluffs, was program chairman.



Dormison—A Safe Drug
W. M. HOLLANDER, M.D.

DAVENPORT

The following case is reported as a demonstration
of the wide safety margin possessed by Dormison.
The patient, a 23-year-old nurse, had been subject

to recurrent attacks of depression over a period of

two years. On one previous occasion, when she
was seriously depressed, she had attempted suicide

by ingesting a large amount of a barbiturate. Fol-

lowing that attempt, she had been hospitalized,

and it took her about five days to overcome the

toxic effect of the drug. She then received a course

of electroshock treatments and was able to return

to work two weeks later.

At 11:30 p.m. on January 19, 1954, when she was
again depressed and unable to sleep, she took 18

capsules of Dormison, 250 milligrams each. In spite

of that amount, she was unable to go to sleep,

being restless and greatly worried over a love

affair. Therefore, only an hour after the first dose,

she swallowed an additional 33 capsules of the

drug, making a total of 51 capsules, 250 milligrams
each. She then fell asleep quickly and slept until

9:00 a.m., the following morning, when her alarm
clock wakened her. She got up immediately, but
felt rather groggy and somewhat dizzy. She felt

sick at her stomach, but did not vomit. She stated,

“I felt as if I were having a terrible hangover.”
She apparently had a disturbance of coordination,

for she kept bumping into the furniture in her
room. Her head felt heavy, and it was difficult for

her to hold it up. She also had a headache.
The patient was living alone, and, deciding to

call a physician, she went next door to phone. She
then called a taxicab and went to the hospital by
herself, where she arrived at about 11:45 a.m.

Upon arrival there, she walked with a staggering

gait and had other signs of a mild ataxia. Her
respiratory rate at that time was normal. Her
pulse rate was slightly increased, to 88, and the

quality was somewhat thready. Her blood pressure
was normal, 118/70. Her weight, 215 pounds, it

should be stated, was somewhat too great for her
height of 5 feet 8 inches. Mentally, she was def-

initely euphoric and somewhat confused. Her
psychomotor activity was somewhat increased,

but her urine analysis and blood count were
within normal limits. During the next 24 hours,

she was given 7% grains of caffeine sodium ben-
zoate on two different occasions and she drank a

cup of strong, black coffee every three hours. The
patient had a hard time sleeping the next three

nights, and her slight confusion and euphoria per-

sisted for about four days. The moderate ataxia

persisted about four days, too. After five days she
had returned to normal in every respect, physio-
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logically as well as psyehiatrically. Even the de-

pression that had persisted after her previous at-

tempt at suicide completely disappeared after her

overdose of Dormison. She was seen in the office

about a week after the Dormison episode and
seemed to be perfectly all right. It should be
borne in mind that a smaller patient might not

have recovered so promptly as this 215-pound girl

did after taking as much as 12.75 grams of Dormi-
son.

Summary: The patient took 51 capsules of Dor-
mison, 250 milligrams each, within one hour. Eight

and a half hours later, her alarm clock awakened
her. A comparable dose of any barbiturate would
have been fatal, even in a patient of her size, 215

pounds. She proceeded to the hospital on her own
initiative, where for four days she was ataxic,

confused and slightly euphoric. But with the help

of small amounts of caffeine, she recovered com-
pletely in four days. There were no undue residu-

als of this suicidal attempt with Dormison.

ARKANSAS STUDIES RURAL HEALTH NEEDS

Mr. Winthrop Rockefeller has pledged half a

million dollars to the financing of an Arkansas
Medical Society and Arkansas Academy of Gen-
eral Practice project that will attempt to discover

what medical facilities are needed by rural com-
munities now without doctors, and whether or not

they can pay for what they need.

The experiment is to consist of two parts. One
part will be the establishment and operation of a

pilot clinic staffed by a doctor, a nurse or a recep-

tionist, and perhaps a technician. There will be
no beds, and the only operations performed there

will be emergency ones. Fees will be charged for

the doctor’s services and for laboratory proce-

dures; indeed, Mr. Rockefeller made it clear that,

although he would finance the start of the clinic,

he expected it to be self-supporting after three or

five years.

The other part of the project will be a research

unit which, from observation of the clinic, will

seek answers to questions that have puzzled the

medical profession for years. They include: (1)

Can such a community or area support a medical
unit? (2) If it cannot support one on a fee basis,

could it support one on a pre-payment basis? (3)

If the area needs and can support medical care,

why hasn’t a doctor located there? and (4) What
level of medical service can be provided by the

“minimum type” clinic plan?
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THE 1954 ANNUAL SESSION

The 1954 annual session is now a matter of

history, but work on the many problems con-

sidered by the House of Delegates continues. This

possibly was the last meeting to be held in the

Hotel Fort Des Moines, if work on the new Mem-
orial Auditorium proceeds according to schedule,

and if the Committee on Arrangements decides

to utilize its facilities. Fifty-one firms participated

in the meeting, and at least ten more were
turned away because of lack of space. Registration

figures totalled 1,307, broken down as follows:

members—858; guests—95; exhibitors—145; and
Woman’s Auxiliary—209.

The Hotel Fort Des Moines, under new manage-
ment this year, cooperated in every way to make
the meeting run smoothly. Our thanks are due
to Mr. Whalen, manager, to Mr. Gill, catering

manager, and to their able assistants for the

excellent manner in which they took care of our

needs. The Freeman Decorating Company and
Iowa Sound Service assisted by providing back-

ground for our exhibits, and amplification and
projection for our meetings. It was a real pleas-

ure to have Mrs. Sadie Thomas of Chicago re-

turn as reporter. Mrs. Thomas was with us for

many years until she changed her association in

1950. We are glad that she is now back in the

field of reporting and hope she will be with us

for a long time to come.

Under the able guidance of Dr. Herman J.

Smith, Speaker, the House of Delegates con-

sidered a tremendous amount of business, much
of it controversial or, to say the least, thought-

provoking. The reference committees appointed

by Dr. Smith, consisting of able, unprejudiced
physicians, demonstrated their value by their care-

ful hearing and sifting of all evidence presented,

and their logical and judicious recommendations.
Because of the work they did in hearing evidence
and debating issues, it was possible to expedite

the work of the House greatly.

Scientific speakers were of very high caliber.

Attendance at all of the scientific sessions was
large, a tribute to the program being presented.

Most of the talks will be published in the Journal
during the coming year.

CANADA REPORTS "D-P" DOCTOR PROBLEM

The journal’s March editorial on the problem
posed by the foreign physician, reprinted in the

federation bulletin of the State Medical Boards
of the United States, has elicited a reply from the

Registrar of the Medical Council of Canada, Dr.

J. Fenton Argue, in which he reports difficulties

similar to those that confront us.

Dr. Argue says that all foreign physicians seek-

ing licenses in his country are required to appear
before one of the provincial medical boards, where
they are interviewed and their documents are

evaluated. In Ontario, the University of Toronto

has agreed to give them an examination in basic

science and English, and they are also required

to take a one-year rotating internship.

Yet even with all of this preparatory screening,

he says, the frequency of failure is alarming. He
feels that in part it is due to language difficulties,

but, from his 25 years of experience as Registrar,

he has become convinced that it also reflects short-

comings in the candidates’ medical knowledge.

Figures from the minutes and proceedings of the

forty-first annual session of the Medical Council

of Canada, which he sent us with his letter, illus-

trate his remarks about the number of failures.

The accompanying tabulation, compiled from those

MEDICAL COUNCIL OF CANADA EXAMINATION
STATISTICS

Candidates Referred Rejected

Canadian

ifl

6
Other

Non-Canad.

Canadian

ch

D
Other

Non-Canad.

Canadian

u.

s.
Other

Non-Canad.

October, 1952 . . . . . . . 30 8 120 6 i 18 0 0 9

April. 1953 . . . . 216 10 78 9 4 17 0 0 7

May 5, 1953 60 0 5 1 0 1 0 0 0

May 21, 1953
June 4, 1953

. . . . 325 12 110 4 4 29 0 1 12

(in French) 92 0 5 17 0 2 0 0 0— —
723 30 318 37 9 67 0 1 28

statistics, shows that 48 per cent of the candidates

examined came from medical schools outside of

Canada, and that whereas only 5 per cent of the
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Canadians failed to qualify for their licenses, 30

per cent of the others were referred (for failure

in one or two subjects) or failed in three or more
subjects and so were rejected.

Personal curiosity impelled us to a further

breakdown of the figures so as to compare the

performances of graduates of schools that were
under totalitarian regimes until 1945 or have been
behind the Iron Curtain since, with those that

are in territory belonging to our Allies. England,

Ireland, Scotland, Denmark, Belgium, Holland,

Switzerland and China supplied 43 candidates.

Thirty-eight of these passed the examination, and
the other five were referred. There were no fail-

ures.

There were 64 candidates from Germany, Italy,

Roumania, Poland, Austria, Iran, Yugoslavia,

Hungary, Lithuania, Russia, Czechoslavia, Estonia

and Bulgaria. Twenty-two of these passed, 12

failed in one or two subjects and so were referred,

and 30 failed in three or more subjects and were
rejected.

Possibly these figures tell the story of inade-

quate medical training and language handicap. It

seems startling that after preliminary evaluation

and a one year’s internship, so large a percentage

should still be unable to qualify for practice.

In justice to everyone concerned, it would seem
that some screening process should be set up to

evaluate candidates more successfully. Serving an
internship and then failing an examination works
a handicap upon the foreign graduate. But it also

works a hardship upon the hospital to give a berth

to such a graduate, when it could just as easily

train an intern who would be able to pass. And
last, but not least, it works a hardship upon the

public in general, for there is a need for physi-

cians and it is almost tragic to let an unqualified

person usurp a place in the training program and
thereby eliminate a physician who could go out

and provide medical service to a community.

PRE-MARITAL PHYSICAL CONSTITUTES REAL
OPPORTUNITY

Under Iowa law (596.1) physicians certifying to

the freedom from infectious syphilis of the parties

to proposed marriages must have made thorough

physical examinations, as well as standard micro-

scopical and serological tests of the individuals.

Blood tests are not enough to satisfy the law,

and, as Dr. R. G. Carney, of S.U.I., has pointed

out (a handbook of resources available to

physicians, p. 1211T.), both false-negative and false-

positive results occur. If, through his failure to

make the required examination or through an in-

adequacy in his laboratory procedures, a physician

permits an infected person to marry, he is legally

responsible for the subsequent infection of the

marital partner and may find himself the de-

fendant in a damage suit.

But the reasons why every doctor should take

the pre-marital physical seriously aren’t confined

to legal ones. It constitutes a real opportunity

for the physician. Arthur C. Curtis, M.D., writing

in the April, 1954, issue of the journal of the

Michigan state medical society, calls attention

to the fact that young couples who seek a phys-

ician’s approval of their right to marry give him
a chance to establish a relationship with them
that can last the rest of their lives.

Because the success of their marriage may de-

pend upon the physician’s findings and upon his

advice, he should check all organs carefully for

chronic diseases, for communicable diseases and
for congenital abnormalities. In addition, by spend-

ing a bit of extra time with the couple, he can

bring to light and eradicate the superstitions or

wrong impressions they may have regarding sex

hygiene.

PROGRESS BEING MADE ON UNIFORM CLAIM
FORMS

For several years, the House of Delegates of

the Iowa State Medical Society has asked that

some effort be made to simplify the claim forms
from the many insurance companies in the acci-

dent and health fields. At the same time the Amer-
ican Medical Association has reported that negoti-

ations were being carried on with the leading

insurance companies to achieve the same end.

Consequently, it is satisfying to read an announce-
ment from the Health Insurance Council stating

that some forms have already been approved and
work on others is still continuing.

More than 100 million persons in the United
States are now protected by one or more kinds

of health insurance. Of these more than 50 million

are covered by the insurance companies, as com-
pared with the 20 million covered in 1947. More
than 10 million accident and health claims are

handled yearly as a result. These claims amount
to almost $300,000,000 yearly, a very large figure

swelling the totals going into medical care chan-

nels.

With new policyholders being insured daily, the

aggregate number of forms receiving attention

from doctors will not diminish but will increase,

but there is real hope that the problem of filling

out these forms can be made less burdensome.
An extensive, all-industry effort toward the goal

of uniformity of language, brevity and simplicity

began in April, 1953, under the leadership of the

Health Insurance Council. Five attending physi-

cian’s statement forms for use on claims under
regular life and group life insurance have received

broad company consideration and are now in final

draft. Four of them are for disability—two initial

and two continuing disability—and one for death
claims. A group hospital-insurance uniform claim

form was prepared about two years ago and now
is in general use in many parts of the country.
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The Health Insurance Council consists of nine
associations interested in the health insurance
field, and these associations have more than 600
insurance companies as affiliates. They handle
more than 85 per cent of the health insurance
written by insurance companies in the United
States.

With so many companies involved, the work of

preparing a uniform claim form presents a major
problem. One of the first requirements is to settle

upon forms that are reasonably brief, and simply
and clearly worded, but are still adequate from
the standpoint of sound insurance principles and
practices. The second is to integrate them into the

many existing forms being used by so many com-
panies.

Work on the final uniform claim blanks will

necessitate consultation with hospital and medical
groups both at the national and local levels. The
special committee in charge of the preparation is

greatly encouraged by the interest evidenced and
by the willingness of many societies to defer plans

of their own to achieve the same end. This is one
program which should be set up on a national

level so that the end result will be uniformity
all over the country.

DR. CAUGHLAN RECEIVES MERIT AWARD
Dr. Gerald V. Caughlan, of Council Bluffs, who

was installed as president of the Iowa State Med-
ical Society on the following day, was presented
the American Medical Education Foundation’s
Award of Merit, by AMA President-Elect Wal-
ter B. Martin, at the State Society’s annual ban-
quet on April 27. The citation read: “For your
outstanding contribution to the preservation and
continuance of the high standards of medical
education in the United States.”

The award was given to Dr. Caughlan specifi-

cally for his work on behalf of the Foundation in

1953, but he has been an active supporter of its

work since its establishment in 1951.

In making the award, Dr. Martin took occa-

sion to point out that the Foundation needs and
deserves greater participation than the physicians

of the country generally, and of Iowa in particular,

have given it. Though its fund-raising goal has
been $2,000,000 per year, its program produced
$745,000 in 1951, $906,000 in 1952 and $1,089,000

last year.

An average of no more than five per cent of the

physicians of Iowa have contributed, he said. Their
gifts, totaling $25,000 since 1951, are less than half

of the $68,000 which the Foundation has allotted to

the College of Medicine at S.U.I. during that

period. “If every physician in the United States

gave a $25 gift to the Foundation each year,” he
declared, “the total would surpass the goal we
seek.”

DR. CHITTUM IS GP OF THE YEAR

Dr. John H. Chittum, 87, who has taken care

of families in and around the town of Wapello,

in southeast Iowa, for more than 54 years and still

is doing so, was named the state’s outstanding

general practitioner of 1954 at the Iowa State Med-
ical Society’s annual meeting in Des Moines late

in April. He had been nominated for the honor
by the Louisa County and Des Moines County
medical societies and by a large number of citi-

zens of the area.

Dr. Chittum was graduated from Keokuk Med-
ical College in 1897, came to Wapello in 1899 and
has practiced there ever since. In making the

award, the Society noted that he has answered
calls on foot when roads were impassable, on
horseback, by team and buggy, by freight train,

rowboat, farm wagon, manure spreader, old-

fashioned handcar, farm tractor, and, after his

purchase of a 1907 Cadillac, by automobile.

In between times he has been mayor of his

town, helped organize the Boy Scout troop there,

helped get sports equipment for Wapello youth,

cooperated with the county welfare agencies and
schools, and done church work.
He is the fourth man to be given the annual

award. His predecessors include the late Dr. A. E.

Wanamaker, of Hamburg, Dr. L. F. Hooper, of

Indianola, and Dr. Pierre Sartor, of Titonka.
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MORE CASES FOR V.A. HOSPITALS

On May 12, Senator Hubert Humphrey (D.,

Minn.) introduced a bill (S 3441) to establish a

3-year presumptive period for progressive muscu-
lar atrophy in veterans. On the same day, the

House Veterans Committee favorably reported a

bill (HR 8789) granting a 3-year presumption for

arthritis, psychosis and multiple sclerosis. That
action was contrary to recommendations made by
Veterans Administrator Harvey V. Higley and
Secretary George F. Lull, of the AMA. The first six

such extensions proposed during the current ses-

sion of Congress were reported on pages 41 and 48

of the January, 1954, issue of the Journal.

LETTER TO THE EDITOR

Sir:

Recently an emergency patient was cared for

in my home, and later he was transferred to a

hospital. I or we were paid by the patient. The
hospital bills were paid by the insurance com-
pany, but his bill with us, it refused to recognize.

Now such limitations by the insurance com-
panies drive the small town people to the hospital.

Is it any wonder that the small town can’t keep
a doctor?

Yours truly,

W. E. Bullock, M.D.
Lake Park, Iowa

MERITORIOUS SERVICE RECOGNIZED

Two physicians were presented awards of merit

at the 1954 annual meeting of the Iowa State Med-
ical Society: Dr. John I. Marker, of Davenport,
and Dr. Ransom D. Bernard, of Ames.

Dr. Marker, a psychiatrist and a certified in-

ternist, was honored for committee work dating

back to 1930, for outstanding contributions to med-
ical economics, finance and education, and for

work toward improvement of care for mental
patients.

Dr. Bernard, who carried on a general practice

at Clarion for 40 years and afterward, from 1951

to 1954, was general manager of the Iowa State

Medical Society, was recognized for his work in

the fields of legislation, public relations and med-
ical service.

JOHN I. MARKER, M.D. RANSOM D. BERNARD, M.D.
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President’s Page

The American Medical Association is holding its regular Annual

Meeting in San Francisco, California, June 21 through June 25. This

is always a valuable meeting for every type of practitioner. The scien-

tific program has something of interest to everyone. Every specialized

phase of practice is represented, and papers dealing with many varied

subjects will be given.

The scientific and technical exhibits are an education in themselves.

They merit a day or more of one’s careful study while at the meeting.

The technical exhibitors spend much thought in preparing worth-

while exhibits and the scientific exhibitors spare no pains in provid-

ing clear and lucid presentations of their particular studies.

The House of Delegates, this year, should be particularly interest-

ing because of the many problems coming before it. We in Iowa are

greatly interested in how it will handle our petition for approval of

our Principles of Medical Ethics. We will also be interested in the

vote on the Cline Report, which has to do with the osteopathic prob-

lem. Treatment of non-service-connected disabilities in Veterans

Administration hospitals is another matter in which all of us are

greatly concerned.

Every Iowa physician should try to attend this session if at all

possible. It will be worthwhile from many standpoints.



CLAIMS PAID BY TYPE OF SERVICE

IOWA BLUE SHIELD IN 1953

SERVICE
NUMBER OF

SERVICES
PERCENT

OF TOTAL Total Paid
PERCENT
OF TOTAL

MATERNITY
MISCELLANEOUS 860 0.72 $ 24.420.00 0.65

DELIVERY 9,314 7.83 556,178.50 14.80

CESAREAN SECTION 431 036 42,765.00 1.14

TOTAL 10,605 8.91 623,363.50 16.59

SURGICAL
APPENDECTOMY 2,592. 2.18 f 258, 210.00 6.87

TONSILLECTOMY 5,964 5.01 161.01600 4.29

HERNIOTOMY 1,461 1.23 154,765.00 4.IZ

CHOLECYSTECTOMY 1,014 0.85 138.310.50 3.68

HEMORRHOIDECTOMY 1,284 1.08 60,370.25 1.61

HYSTERECTOMY 1,294 1.09 165,484,50 4.41

D & C 1,801 1.51 46,764.00 1.25

LIG., SAPH. VEIN 507 0.43 43.350.00 1.15

THYROIDECTOMY 258 0.22 36,817 .50 098

CYSTOSCOPY 1,652 1.39 44.887,50 1.19

PROSTATECTOMY 258 0-22 37,953.00 1.01

BENIGN BREAST TUMOR 111 0.61 25,734.50 0.69

TRAUMATIC WOUNDS 13,424 11.28 137,680.97 3.66

FRACTURES 4,265 3.E6 191,02890 5.08

TUMORS 4,502 3.78 55,762 .35 1.48

ALL OTHER SURGERY 19,873 16-70 744,882.3/ 19.83

TOTAL SURGERY 60,87/ 51.16 *2,303.017. 28 6130

ANCILLARY BENEFITS
ANESTHESIA 17,396 14.61 $184,825.40 4.92

X-RAY- DIAGNOSTIC 11,263 9.46 105.977.40 2.82

X-RAY-RADIUM THERAPY 248 0.21 15,534.50 042
MEDICAL CARE -HOSPITAL 18,621 15.64 524,050.60 13.95

TOTAL ALL PAYMENTS 118,993 100% f3.756.768.68 100%

Blue Shield and the two Blue Cross Plans in Iowa The strength of Blue Shield rests with its Participat-

paid $13,023,900.82 for professional and hospital serv- ing Physicians. Through their active and whole-hearted
ices rendered their subscribers in 1953. As the above cooperation they will not only be contributing to the

chart reveals, over three and three-fourths million welfare of the community by servicing the low income
dollars was the Blue Shield contribution to this great patients, but also investing in the stability of the
total of service to Iowa people. practice of free medicine.
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THE JOURNAL BOOK SHELF

BOOKS RECEIVED
SURGICAL UROLOGY, by R. H. Flocks, M.D., and David

Culp, M.D. (Chicago. The Year Book Publishers, 1954

$9.75)

.

ILLUSTRATED REVIEW OF FRACTURE TREATMENT, by
Frederick Dee Liebolt, M.D. (Los Altos, California, Lange
Medical Publications, 1954. $4.00).

THE MEANING OF SOCIAL MEDICINE, by Iago Galdston,

M.D. (Cambridge, Mass., Harvard University Press, 1954,

$2.75).

FUNDAMENTALS OF OTOLARYNGOLOGY, by Lawrence R.

Boies, M.D. (Philadelphia, W. B. Saunders Co., 1954. $7.00).

A MANUAL OF TROPICAL MEDICINE, by Thomas T.

Mackie, M.D.. George W. Hunter, III, Ph.D., and C. Brooke
Worth, M.D. (Philadelphia, W. B. Saunders Co., 1954.

$ 12 .00 )

.

BOOK REVIEWS
The 1953-1954 Year Book of Orthopedics & Traumatic

Surgery, ed. by Edward L. Compere, M.D., F.A.C.S.,

F.I.C.S. (Chicago, The Year Book Publishers, 1953-

1954. $6.00).

Dr. E. L. Compere has maintained his excellent

record of combining the important advances in ortho-

pedic and traumatic surgery as reported in the litera-

ture of the past year. It is interesting to note that

there has been an increase in basic research in those

fields, and that interest in surgery of the hand is also

mounting.

Certainly all physicians interested in these fields

will find much of value in Dr. Compere’s new volume.
—E. M. George, M.D.

You and Your Health, by Edwin P. Jordan, M.D.
(New York, G. P. Putnam’s Sons. $3.95).

This book is intended to inform the layman in mat-
ters of general health and thereby save the physician’s

time in explaining the nature of a patient’s illness to

him.

Each chapter is followed by a question-answer sec-

tion, culled from the author’s newspaper columns. The
nature of each disease is discussed simply and briefly,

and in perhaps the majority of instances the author is

in agreement with current medical thinking. Diagnosis
and treatment are sketchily covered, which is a good
thing.

At times the author is in error in making general
statements which are true only in a few specific in-

stances, and on the other hand, as would be expected
in a book which is so brief, he does not point out im-

portant exceptions to a general statement. For instance,

he fails to distinguish dizziness from vertigo and omits
nausea as a symptom in describing Meniere’s disease,

an entity which he considers very common in old

people.

Although he does very well with many of the com-
mon diseases, glaring inaccuracies are occasionally to

be found.—C. H. Gutenkauf, M.D.

The Yearbook of Drug Therapy (1953-54 Year Book
Series), edited by Harry Beckman, M.D. (Chicago,

The Year Book Publishers, Inc. $6.00).

Any book that is written or edited by Dr. Harry
Beckman is well done, and The Year Book of Drug
Therapy is no exception. This year, as in the past,

many articles are well abstracted, well catalogued and
well indexed. Frequently Dr. Beckman takes time off

to comment personally on a particular article, some-
times in a complimentary, sometimes derogatory tone,

but always in a keenly analytical manner.
This particular volume, which garners articles from

journals received from August, 1952, to August, 1953,

spends a great deal of its space in a discussion of the

action of antibiotics in disease. ACTH and cortisone

are also well covered, as well as are such miscellane-

ous drugs as those used in peripheral vascular, hema-
tological and cardiac disorders. The table of contents

ranges from allergy to venereology.

As with its predecessors, and Year Book siblings in

other fields, this book should not be read from cover

to cover. Rather, it is one to read when one has “fif-

teen minutes a day” in which to squeeze in some
medical readings, either at bed time or while one is

waiting for his wife to put on her make up .—Daniel A.

Glomset, M.D.

Epilepsy and the Functional Anatomy of the Human
Brain, by Wilder Penfield, M.D., and Herbert Jasper,

M.D. (Boston, Little, Brown & Co., 1954. $16.00).

This finely printed and assembled volume deserves

prominent place on the bookshelf of those doctors who
are interested in epilepsy and/or human neurophysi-

ology.

The book is impressive, for it contains 844 pages

(19 chapter headings), a 35 page bibliography, and an
adequate index. The story of epilepsy and human
neurophysiology are subtly interwoven, although the

reader seeking definite points of information on either

subject will have no trouble in finding what he wants.

The discriminating reader may challenge certain

findings and conclusions. The hypothesis is proposed

that in either expanding or atrophic cerebral lesions,

a continuing or recurring ganglionic ischemia irri-

tates nerve cells and that it is this ganglionic ischemia

which is the cause of epileptic discharge. Can one be
sure that the minor atrophic lesions are always eti-

ologic, and not sometimes an incidental finding? This

reviewer is hesitant to accept the anatomical cause-

and-effect relationships which are assumed to occur in

one case presentation after another.

The sections on classification, experimental epilepsy,

functional cortical localization, electroencephalog-

raphy, and medical and surgical therapy will interest

the general reader, and special subjects are treated in

such detail as to satisfy the profound student.

The authors and publisher are to be congratulated

for making such a unique neurosurgical experience

available in such fine form to the medical profession.

The book is enthusiastically recommended .—John T.

Bakody, M.D.
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THE AAGP PROGRAM EXPANDS

The 1954 Annual Meeting of the AAGP, which

was held in Cleveland in March, brought forth

some constructive programs of a very important

nature. As a result of these projects, we are sure

that the organization of general practitioners of

America is going to take its place as a leader in

American Medicine.

MEDICAL EDUCATION

The Academy has been asked to give advice to

medical schools concerning the preparation of

medical students to become good general practi-

tioners. To establish facts upon which some valu-

able suggestions might be given, it has been de-

cided that some basic information must be ob-

tained. The first thing to find out is exactly what
does the general practitioner do. From that it is

hoped that further studies will reveal what the

general practitioner of the future must be trained

to do. To get the basic material, a survey is to be

undertaken, beginning next month, by our Com-
mission on Education of which Dr. William J.

Shaw, of Fayette, Missouri, is chairman. A large

number of our membership will be asked to par-

ticipate and give information in a specified num-
ber of consecutive cases. These checks will be
taken again at various seasons of the year, the

idea being that if all were taken at one time, sea-

sonal conditions might obscure the over-all scope

of the general practitioner’s cases. For example,
it is thought that summer checks might reveal a

large number of summer diarrheas and winter

checks a large number of respiratory cases. Thus
it will try to level all those off by spot sampling
throughout the year. This will provide an accurate

base on which to predicate some conclusions

about the things a general practitioner must know.
These facts will then be integrated into a plan

proposed by Dr. Holland T. Jackson, of Fort

Worth, Texas, to define the general practice of the

future and present the definition to medical edu-

cators in accordance with their request. This will

be one of the most momentous steps in the ad-

vancement of medical education since 1910, when
Abraham Flexner initiated our present system of

standardization of medical colleges. We feel that

this problem is within the scope of our basic pur-

poses as an organization of America’s top-ranking

general practitioners. It will ultimately provide

the public with well-trained family doctors and,

within the profession, will prevent any sniping

at these men, so trained, by others who may have

some ax to grind. The public will eventually be

made aware of the value of such a well-trained

family counsellor in medicine and the definition of

his capabilities. This value will be reflected by his

abilities and the improved quality of his service,

as well as by a decrease in cost of medical care.

MEDICAL PRACTICE

Dr. Fount Richardson of Fayetteville, Arkansas,

gave a stirring address at the last session of the

Congress of Delegates demanding: (in his own
words)

“1. Open every hospital to the family doctor.

“2. See that every patient be under the imme-
diate care of his personal physician and whatever
technical assistance he feels might be required.

“3. Require immediate revision of the rules of

the various regulating agencies (e.g. the Joint

Commission on Accreditation of Hospitals) to ef-

fect the first two demands.”
The whole address is a masterpiece and would

be reprinted in toto if space permitted. But to

transmit the ideas into action, the Congress of

Delegates referred the matter to the Board of

Directors and the appropriate commission with in-

structions to “take whatever steps are necessary

to initiate the realization of these objectives at the

earliest possible date.”

In effect, this is an order from the Congress of

Delegates to crystallize a long-range program for

the AAGP to provide adequate family care for

the American Public and provide the family doc-

tor with adequate facilities to carry it out.

DR. MERRILL SHAW MEMORIAL

To implement this objective and as a memorial
to our beloved member and officer, Dr. Merrill

(Continued on page 213

)

Annual Meeting, owa Academy of

General Practice

Hotel Savery Des Moines

September 22 and 23



STATE DEPARTMENT OF

COMMISSIONER

HEALTH

MORBIDITY REPORT

Disease
Apr.
1954

Mar.
1954

Apr.
1953

Most cases reported
from these counties

Actinomycosis 1 Marshall
Diphtheria 0 1 1

Conjunctivitis 25 — — Page and Pottawattamie
Scarlet Fever 212 361 224 Harrison, Polk. Scott
Tvphoid Fever 1 0 1 Muscatine

0 0 o
Measles .2227 1102 3362 Des Moines, Hancock, Har-

Whooping
Cough 10 9 11

rison, Pottawattamie,
Scott

Linn, Lucas
Brucellosis . . . 13 13 31 Scattered— 1 to a county
Chickenpox . . .1187 1140 873 Boone. Dubuque. Linn,

Meningococcus
Meningitis 3 3 4

Scott

Buchanan, Page, Woodbury
Mumps . 1091 773 755 Calhoun. Harrison, Potta-

Poliomyelitis . 7 4 4

wattamie, Scott
Allamakee 2. Clinton 1,

Infectious
Hepatitis . .

.

. 495 483 202

Henry 1, Jefferson 1,

Polk 1, Webster 1

(1 Paralytic; 2 non-para.;
4 unspecified.)

Clinton, Hancock, Scott,

Trichinosis . . . 1

Webster
Dallas

Rabies
in Animals . . 45 23 25 Polk 5. Davis 4, others 1 to

Tuberculosis . . . 63 59 43
3 to a county

For the state
Syphilis . 110 129 127 For the state
Gonorrhea . 53 52 30 For the state

IMPORTANT POINTS IN BABY FEEDING

1. Feed the baby only when he cries for food.

The young baby spends most of his time sleeping

and eating. He usually eats until he is full and
then goes to sleep. He sleeps until his stomach is

empty, hunger pains wake him and he wants to

eat again. If fed before he is hungry, he won’t eat

a full meal and he won’t sleep properly. A full

stomach helps produce sleep.

2. Feed him promptly when his crying tells you
that he is hungry. We no longer believe in making
the baby wait for a feeding until the adult or the

clock says it is meal time. If his hunger is not

satisfied and he is allowed to cry, he tires himself

and will not eat properly. During prolonged crying

he may swallow air. This will partially fill his

stomach so that he will not eat a full feeding. If

he does not get a complete feeding, he will soon be
hungry again.

3. Feed him with a nipple that has the right

openings. For babies that are bottle fed, care must
be taken that the nipple has the right sized open-

ings. If the openings are too small, babies have
to work so hard to eat that they go to sleep before

getting sufficient milk. The baby then wakes too

soon and becomes another feeding problem. The
remedy is simply to enlarge the holes with a

needle, reboiling the nipple before replacing it on
the bottle. Do not enlarge too much however.
When holes are too large the milk comes too fast

and the baby may swallow air. The holes are

about right if the drops fall 2 or 3 inches apart

when the bottle with nipple is inverted.

4. Feed the baby in an upright position. X-rays
show that if a baby is fed lying down, a large

air bubble forms on top of the milk in his stomach.

Because it cannot escape, he never gets completely

full when fed in a lying-down position. Further-

more, he needs the feeling of security which being

held during feeding gives him.

5. Feed him all he wants. Recent studies by Dr.

Charles Tompkins and Fletcher Slater of the Uni-

versity of Nebraska show that a baby will not

take too much milk. We do not need to know how
much either a breast-fed or bottle-fed baby takes.

Just give him all he wants. When a baby fills him-
self to capacity at every feeding, most feeding

problems will vanish.

6. Bubble him if you wish, but treat him gently.

It is now felt by many authorities that a baby will

bubble himself, if need be, without help. If a

baby does not “burp” after a feeding, he will not

necessarily get colic. Your baby may be held over

your shoulder at the end of the feeding period to

facilitate bubbling if you wish, but he should not

be pounded on the back. Neither should he be in-

terrupted for “burping” while still nursing vigor-

ously. This will anger him and interfere with his

feeding.

ADJUSTMENT BETTERS DEATH RATES

The crude death rate among white people in the

U. S. fell from 10.4 per 1,000 population in 1940 to

9.5 in 1950, a decrease of 9 per cent, but this rate

of decline understates the actual progress achieved

in reducing mortality because it was influenced by

a rise in the proportions of babies and of older

people in the population—groups in which the

death rate is still relatively high.

The Metropolitan Life Insurance Company, in

its statistical bulletin for March, 1954, points

out that if the age distribution of the population

had been the same in 1950 as it was in 1940, the

reduction in the death rate accomplished during
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the decade would have been 21 per cent. This

notable improvement, the Company thinks, re-

sulted largely from the wide expansion of hospital

and public health services, and from a marked
rise in the standard of living.

The decline in the age-adjusted death rate varied

from 17 per cent in the West North Central States

to 25 per cent in the West South Central States. u
There was a tendency for the relative decreases to <

be greatest where mortality was highest, and small

est where mortality was lowest. The West North £
Central area had the best mortality record in both

°

1940 and 1950. o
In all sections of the country mortality fell in

every age group. In the age range under 35, the 5
reduction during the decade ranged between a

u

third and a half, in the various geographical areas. £
At ages 35-44 the decrease was somewhat less than

one-third in virtually every part of the country,

and at ages 45 and over it varied from about one-

fifth to one-seventh.

For the age range 35-64 years, the West North
Central States had a lower death rate than any
other section of the country.

HUMAN BRUCELLOSIS IN IOWA IN 1953

During 1953, Iowa physicians reported 556 hu-

man cases of brucellosis. The county distribution

of these cases, as well as of the 1952 cases, is

shown on the table below. For comparison, the

cases reported for the last four years are as fol-

lows:

1950—549 cases

AGE GROUP IN YEARS

1951

—

767 cases

1952

—

724 cases

1953

—

556 cases

The age distribution of the cases in 1953 fol-

lows the pattern set in previous years. Brucellosis

is most likely to occur among young adults be-

cause they are the ones most likely to be in con-

tact with infected animals. The graph shows that

86 per cent of last year’s cases were among per-

sons in the age groups 20 through 49.

COUNTY DISTRIBUTION OF CASES FOR 1952 AND 1953

County
Cases

1952 1953 County
Cases

1952 1953 County
Cases

1952 1953

Adair 2 6 Floyd 6 13 Monona 5 2
Adams 1 1 Franklin 10 5 Monroe 2 0
Allamakee 3 0 Fremont 1 0 Montgomery 9 0
Appanoose 4 4 Greene 2 2 Muscatine 20 11
Audubon 6 1 Grundy 2 7 O'Brien 8 5
Benton 6 5 Guthrie 1 1 Osceola 1 2
Black Hawk 17 22 Hamilton 11 3 Page 5 2
Boone 6 5 Hancock 5 4 Palo Alto 3 1

Bremer 5 8 Hardin 5 6 Plymouth 12 8
Buchanan 7 4 Harrison 2 4 Pocahontas 5 2
Buena Vista 16 7 Henry 5 2 Polk 60 26
Butler 3 4 Howard 3 3 Pottawattamie 4 7
Calhoun 1 0 Humboldt 2 1 Poweshiek 1 3
Carroll 3 1 Ida 5 4 Ringgold 3 1

Cass 8 5 Iowa 6 2 Sac 7 4
Cedar 3 5 Jackson 4 3 Scott 20 34
Cerro Gordo 46 15 Jasper 4 5 Shelby 4 1

Cherokee 7 8 Jefferson 1 1 Sioux 27 9
Chickasaw 6 3 Johnson 8 16 Story 6 6
Clarke 4 1 Jones 6 11 Tama 8 2
Clay 5 11 Keokuk 8 8 Taylor 1 2
Clayton 9 7 Kossuth 4 4 Union 2 0
Clinton 7 1 Lee 3 2 Van Buren 3 0
Crawford 5 3 Linn 28 15 Wapello 17 9
Dallas 6 9 Louisa 4 2 Warren 2 10
Davis 11 8 Lucas 5 5 Washington 5 0
Decatur 5 3 Lvon 3 3 Wavne 3 3
Delaware 3 6 Madison 3 4 Webster 7 7

Des Moines 4 1 Mahaska 8 7 Winnebago 5 3
Dickinson 3 4 Marion 4 7 Winneshiek 3 5

Dubuque 36 42 Marshall 10 9 Woodbury 20 9
Emmet 5 5 Mills 1 2 Worth 4 1

Fayette 2 8 Mitchell 4 3 Wright

TOTAL:

13

724

4

556



WOMAN'S AUXILIARY NEWS
Mrs. Keith M. Chapler, Chairman of Press and Publicity Committee, Dexter, Iowa

President—Mrs. Lester R. Hegg, Rock Valley

President-Elect—Mrs. Charles H. Flynn, 709 W. 15th Street, Clarinda

Secretary—Mrs. Robert P. Mason, 5818 Chamberlain Drive, Des Moines 12

Treasurer—Mrs. Howard H. Smead, 3333 Grand Avenue, Des Moines 12

SILVER ANNIVERSARY MEETING

The twenty-fifth Annual Meeting of the Wo-
man’s Auxiliary to the Iowa State Medical Society

opened with an Executive Board meeting at the

Savery Hotel, Des Moines, on April 27. The Pres-

ident, Mrs. Edward B. Hoeven, presided at all

meetings. Reports of the State Officers, Committee
Chairmen and County Presidents were distributed

in printed form. The Treasurer, Mrs. Howard
Smead, Des Moines, reported a balance on hand
of $2,970.81. There will be no change in dues.

First Vice President and Organization Chair-

man, Mrs. Charles Flynn, Clarinda, reported a

paid membership of 850. There are now 41 organ-

ized counties, 6 new ones having been added the

past year and 1 has been re-activated. There were
34 organized counties last year.

Mrs. William Chase, Jr., Des Moines, Chairman
of Finance, presented a $2,700.00 budget for 1954-

55. She pointed out that the State Medical Society

pays 8c mileage for Board members to and from
Board meetings. The Auxiliary, however, will pay
only 4c mileage for officers attending other Auxili-

ary meetings in the state than State Board meet-
ings.

Mr. L. C. Murray of the State Health Depart-
ment presented details of a radio and television

quiz kid show based on health questions answered
in today’s health, with an eye to promoting cir-

culation of that magazine as the only authoritative

one in its field. Children of junior high age have
been found to be the best participants, and the

program has been used in several places quite

successfully. Any Auxiliary which would like to

combine a Public Relations project and today’s

health will find the quiz kid show made to order.

Contact Mr. Murray at the State Health Depart-
ment, Des Moines.

Dr. Frank Coleman, Legislative Chairman of

the Iowa State Medical Society, discussed national

’egislation of medical interest. The present legisla-

tion, in spite of early assurances to the contrary,

sounds very much like some promoted by the pre-

vious administration. The AMA opposes extension
of social security to include physicians, for to

receive benefits comparable to those received by
other people, they would have to retire at 65. Doc-
tors resent the idea of compulsion. Re-insurance
for voluntary insurance plans will probably die

in Congress.

E. G. Zimmerer, M.D., Iowa Commissioner of

Health, approved the federal government’s re-

ducing grants in Iowa and allowing the State

Health Department to use money where it is

needed, instead of earmarking it.

Dr. Coleman stated that there is a legislative

contact man in every county medical society.

These men are expected to visit candidates for

public office and discover their views on medical
legislation. The state manual on legislation, pre-

pared as a result of these surveys, helps to de-

termine the policy of the Iowa State Medical

Society.

Auxiliary activity is appreciated by the State

Medical Society, and members are urged to contact

the Legislative Committee if they have provocative

ideas or need information.

Following the morning meeting, there was a

Dutch Treat luncheon and a style show at Younk-
er’s Tea Room. In the afternoon, there was a tour

of the Meredith Publishing Company.
The meeting on Tuesday morning was formally

opened by the President, Mrs. Hoeven, and the

invocation was given by Rev. Frederick J. Weertz.

Mr. Carl Gernetzky, Chairman of the Finance
Committee of the State Board of Education, dis-

cussed the duties of that body and emphasized
particularly the relationship with the Medical

Society and College of Medicine at Iowa City.

The doctors who teach in the College of Medicine
are allowed to maintain private practice. After

office expenses are paid, money over and above an

established quota is placed in a rotating trust fund

which allows for research, for eventual financial

assistance from pharmaceutical and other groups

interested in medical progress, and, finally, for fel-

lowships. This system has proved fairly satisfac-

tory, for it is unlikely that Iowa, either now or

later, will pay $50,000.00 a year to doctor-profes-

sors, as some states do.

Mrs. George Watters, assisted by Mrs. Elmer A.

Vorisek at the organ, presented a lovely memorial
service. With a background of Mendelssohn’s
“Consolation,” Mrs. Watters, after lighting a tall

white candle on either side of the lectern, read

“The Twenty-Third Psalm,” the names of the de-

ceased and Riley’s wistful poem “She’s Just

Away.”
The Nurses’ Chorus from the Iowa Lutheran

School of Nursing, Des Moines, directed by Mrs.
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Hannah Potter sang three numbers: “This Is My
Country,” “I Believe,” and “Jesus, Our Lord, We
Adore Thee.” The music was fine and greatly

enjoyed.

Mrs. E. A. Larsen next introduced approxi-

mately 60 members of Future Nurses Clubs from

all over Iowa. Their sponsors accompanied them.

Mrs. Noble Irving, Des Moines, Convention

Chairman, was introduced. There were 209 who
registered at the Annual Meeting, 54 of whom
were delegates.

At the luncheon which was held in the Terrace

Room, there were a number of distinguished

guests: Walter B. Martin, M.D., President Elect

of the AMA: Mrs. George Turner, President Elect

of the Woman’s Auxiliary to the AMA; Robert N.

Larimer, M.D., President of the Iowa State Med-
ical Society; Gerald V. Caughlan, M.D., President

Elect of the Iowa State Medical Society; L. A.

Coffin, M.D., Chairman of the Board of Trustees

of the Iowa State Medical Society.

Dr. Martin discussed the AMA’s opposition to

the proposed re-insurance policy of the govern-

ment. Voluntary insurance has increased from 9

to 93 million. Should the government gain the

desired control, it would subsidize cases which
might not be insured under ordinary circum-

stances. The program does not offer enough to

cover its inherent dangers. Although hospital

groups favor the plan, commercial companies are

opposed, and it is unwise to place so much author-

ity in the hands of the Secretary of Health Educa-

tion and Welfare.

Mrs. Turner’s topic was “The Auxiliary Is You.”

All of the states and two territories have Auxili-

aries with a membership last spring of 64,000.

Even so, the difference between membership in

the AMA and the Auxiliary is appalling. The goal

this year is a 10 per cent increase in membership.
As doctors’ wives and as Auxiliary members, our

Public Relations should stem from the Auxiliary

background. We need to participate in civic activ-

ities which promote health and safety. This may
be accomplished by adapting the Auxiliary pro-

gram to Public Relations.

We need to support the American Medical Ed-

ucation Foundation Fund and today’s health, to

read the bulletin, to keep informed on proposed
medical legislation, to work hard at nurse recruit-

ment and the maintenance of scholarship loan

funds, and to learn about civil defense, mental
health and the institutions which deal with that

and with rehabilitation.

Mrs. Turner was called upon to award the past

presidents’ pins to 13 past presidents who were
seated in front of the speakers’ table. Among them
was the beloved first president, Mrs. M. N. Vol-

deng, Independence, upon whom the first honorary
membership was conferred at this Silver Anniver-
sary of the Woman’s Auxiliary to the Iowa State

Medical Society. Others who received pins were:
Mrs. W. A. Seidler, Jamaica; Mrs. J. A. Downing,

Des Moines; Mrs. C. A. Boice, Washington; Mrs.

S. E. Lincoln, Des Moines; Mrs. E. T. Warren,

Stuart; Mrs. W. R Hornaday, Des Moines; Mrs.

F. W. Mulsow, Cedar Rapids; Mrs. J. C. Decker,

Sioux City; Mi’s. Fred Moore, Des Moines; Mrs.

A. G. Felter, Van Meter; Mrs. H. W. Smith, Wood-
ward; Mrs. Lonnie A. Coffin, Farmington. Mrs.

Hoeven received her pin at the Wednesday morn-
ing meeting. She observed that the Dallas-Guthrie

Auxiliary seemed to be the birthplace of State

Presidents, for eight of them have come from
there.

Following luncheon, the Drama Department of

the Des Moines Women’s Club gave a memorable
performance of Clare Booth Luce’s comedy “The
Women.”
Announcement of the county exhibit winners

will appear in another issue. Quality of the ex-

hibits was on a very high level and added much
to the entire meeting.

Mrs. Noble Irving, Mrs. Benjamin F. Kilgore,

Mrs. Herbert C. Merillat and all of the members
of their splendid committees deserve high praise

for their gracious hospitality and for all of the

planning and hard work which such a meeting
demands. Gratitude is due the Iowa State Med-
ical Society for the purchase of the past presidents’

pins and prizes for the exhibit contest.

At the Board meeting on Wednesday morning
the Memorial Loan Fund Committee, of which
Mrs. George Watters is Chairman, was accorded

the right to make arrangements for some other

method of listing the honored names of the de-

ceased, since the framed scroll is no longer suf-

ficient for this purpose.

A motion was passed recommending to counties

that election of officers occur in May, to provide

state-wide uniformity and to facilitate work on

county and state levels.

Mrs. Turner installed the new officers who had
been elected at the Tuesday meeting. They are:

Mrs. Lester R. Hegg, Rock Valley, President;

Mrs. Charles H. Flynn, Clarinda, President Elect;

Mrs. Dean H. King, Spencer, First Vice President;

Mrs. James F. Gerken, Waterloo, Second Vice
President; Mrs. Robert P. Mason, Des Moines,
Secretary; Mrs. Howard Smead, Des Moines,
Treasurer. Councilors: Mrs. D. C. Sharp, Dubuque,
First District; Mrs. Soren S. Westly, Manly, Sec-

ond District; Mrs. Frank Eddington, Third Dis-

trict; Mrs. R. S. Gerard, Waterloo, Sixth District;

Mrs. A. E. Larsen, Centerville, Seventh District;

Mrs. H. A. Spilman and Mrs. E. B. Howell. Ot-

tumwa, Ninth District.

The President will appoint one delegate and al-

ternates to the AMA Convention. Those elected

are Mesdames L. R. Hegg, H. J. Peggs, J. B.

Gault, E. B. Hoeven, G. B. Nielsen, H. W. Smith,
W. B. Chase, L. A. Coffin, and E. A. Vorisek.

Mrs. Keith M. Chapler
Publications Chairman
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THE NEW PRESIDENT ACCEPTS

To assemble is a by-product of our freedom to

govern ourselves, and it is every individual’s privi-

lege to have a voice, to cooperate, and to work in

associations. It is the American way of life. Ste-

phen Vincent Benet has aptly captured that inner

something in these lines:

“For there is a buried thing in all of us,

Deeper than the noise of the parade;

The thing the hater never understands and
never will.

The habit of the Free.”

We are proud, and I am sure I speak for all of

you, when I say it is this freedom we maintain

with our doctor husbands by our membership in

a Society of thinking individuals with a desire to

sacrifice and build for the betterment of 'our fel-

low man. The members of no society hold upon
their shoulders more tremendous responsibilities.

We owe our assembling together to this great

nation whose principles are freedom, justice, and
liberty for all, and to those who have sacrificed

their lives, who remain forever silent and whose
memory we cherish.

Nothing of deeper concern to Auxiliary mem-
bers exists today than that we continue to pro-

gress. Our ideals must remain constant and our

aims must be correlated by way of counsel, with

those of our Medical Society advisors.

This is our 25th anniversary and installation,

again a time when our democratic freedom mani-

fests itself in a change of officers and committees.

It has been a privilege for me to have served this

Auxiliary in past years as a county president, Dis-

trict Councilor, State Program Chairman, First

Vice President, and this past year your President-

Elect. As your new President, I sincerely hope I

may show sufficient tact and leadership to lead our

Auxiliary in the same unified thinking as now
exists. I have deep regard for all officers and
members of the past years, for my immediate
predecessor, Mrs. Hoeven, and for the other of-

ficers and committee women whose diligence and
sacrifice have made this organization what it is

today. I shall humbly attempt to encourage and
stimulate continued positive growth.

We have a two-fold service to render: (1) Edu-
cating ourselves on subjects relative to the med-
ical profession, and, (2) Bringing this message of

medicine to our home communities by means of

a positive program of action. An old Chinese prov-

erb says: “He that has acquired learning and not
practiced what he has learned is like a man who
plows but sows no seed.” In other words, the in-

formed must reach the uninformed.
A stereotyped program continued from year to

year without change would stymie our initiative

and originality. We must constantly re-evaluate

our program to keep pace with the trend of

events in the world today.

Are we, as a part of the health forces, prepared

to cooperate with civil defense and Red Cross?

Do we know their disaster programs? Do you in

your cities and little towns know how to help

change your public school buildings into disaster

shelters? I think we all remember the picture in

the Des Moines Register of the area that could be

destroyed by the dropping of the H-Bomb. Here is

a good subject for your meetings.

Are we prepared to help develop safety pro-

grams? Are we going to continue to take these

accident deaths for granted? Statistics on acci-

dents are appalling.

The Red Cross will process one million c.c. of

Gamma Globulin in 1954. Salk Polio inoculations

begin the first week in May in three Iowa counties,

namely, Linn, Scott, and Woodbury. This entails a

tremendous amount of planning and provides

duties for voluntary workers. Are you informed

and prepared to help if and when this program
reaches your area. Let us read and keep abreast

of this new development so important to the wel-

fare of our children. File the clippings from the

newspapers and discuss them at your meetings.

They will provide good material for your pro-

grams!

Are we evaluating the TV programs with re-

spect to what is good and what is bad?
Are we encouraging the fine arts programs in

our communities? At our area conferences next

fall, may I recommend at this time that the minor
part of our program following the two-fold ob-

jectives I have previously mentioned bring into

our area meeting the respective local community
fine arts. Give all possible moral support to the

cultural life of our communities. Our countryside

needs more and better cultural life. It is a solu-

tion to the problems of child delinquency, mental

illness and occupation for the aged and handi-

capped.

The Nurse Recruitment program is established.

Now let us make it continue to grow. Let us give

it our undivided support. We need nurses and
nurses need us. Give to the loan fund.

Future Nurses Clubs are springing with en-

thusiasm. They are the pride and glory of many
of our Auxiliaries. We hope some films of them
will be made in the near future. We are moving
in the right direction.

Let us enlarge and help the Iowa Society for

the Crippled and Handicapped. Burlington, Des
Moines, Dubuque, Fort Dodge, Sioux City and
Waterloo are BLUE BANNER Medical Auxili-

aries in their sales for the Handicapped year after

year. We want more cities in Iowa at work for this

fine cause. This is what we mean by a positive

program of action.

Be a part of the American Medical Education

Foundation program by setting aside a sum each

year for this worthy project which helps to keep
medical schools free from government control.

I quote Mrs. Leo Schaefer, our National Presi-

dent concerning the bulletin and today’s health

magazines: “The Auxiliary meeting is your school;
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the bulletin is your textbook and today’s health

is your means of disseminating authentic health

information.”

May I leave you with this thought, “Winners are

never quitters and quitters are never winners.”

Give of yourself when you are asked; your re-

ward will be two-fold.

Mrs. Lester R. Hegg
President

PAST PRESIDENT'S REPORT

The Woman’s Auxiliary to the Iowa State Med-
ical Society celebrated its Silver Anniversary
April 26. 27, and 28, 1954, at the Annual Meeting
in Des Moines.

Twenty-five years of service have proved its

value to the medical profession and to the many
communities where it has served as an organized

group. The proof of its worth is manifest in the

report of State Officers, Committee Chairmen and
County Presidents who have directed the projects

suggested by the AMA and the State Medical So-

ciety.

All yearly reports are printed in the book of

Annual Reports. They should be required reading

for everyone connected with the medical profes-

sion.

County Presidents and their chairmen are the

keys to the success of any program; their leader-

ship and their ability is clearly recognizable in

their reports of “work accomplished.” Nor can
you miss the cheerful cooperation, the friendli-

ness and the satisfying sense of achievement which
fills the space between the lines on every phase
of auxiliary work reported.

Organization has been stressed this year. Six
counties have been organized and several other

counties will be organized when the doctors give

the signal.

Membership has increased; we hope to have
more than 900 members when the books are closed

for the year.

Future Nurse Clubs are a popular project; the

number of Clubs has more than doubled this year
—30. This is a gilt-edged project, in as much as

we secure more nurses for our communities, and
are the recipients of fine public relations accruing
from auxiliary sponsorship of these Clubs.
The Nurse Recruitment and Loan Fund Com-

mittee, by action of the Board is set up as an
autonomous committee, having its own secretary
and bonded treasurer. The double-entry system
of bookkeeping and accounting puts this impor-
tant committee on a business basis ready for

action.

Two girls have graduated and repaid their

loans; four are in training, now. The complete
record and financial report will be found in the

report of the chairman, Mrs. A. E. Larsen.
The Committee for the Handicapped continues

to grow in public relations value to the Auxiliary,

although its potential for good scarcely has been
tapped. Six thousand dollars’ worth of merchan-
dise was sold by doctors’ wives this year for these

unfortunate people.

Today’s health had an encouraging growth in

subscriptions.

Three new committees were added this year

—

Mental Health, Exhibits and Press and Publicity.

The A.M.E.F. and the Memorial Scroll are be-

coming better known and are making progress.

Most of the organized auxiliaries have carried

out one or more projects, and some have worked
hard on every phase of auxiliary work.

In spite of the swift tempo of life, many auxili-

ary members have found time to give volunteer
service of all kinds to their communities. The
Medical Auxiliary is becoming known to thou-

sands of people as a service group, and as a re-

sult, better understanding and a kindly and more
charitable attitude of the public toward the med-
ical profession is being fostered. For instance, the

C.I.O. has offered to pay the cost of printing of a
survey made in Wapello County by the Auxiliary.

(Available on request.)

I should like to express my sincere appreciation

to the State Medical Society, to the central of-

fice for valuable clerical assistance, to Mrs. Lam-
mey in particular, and to the other officers of the
State Auxiliary for their tireless efforts and to

every individual member who has contributed to

worthwhile projects just by being a member. Your
loyalty has made the hard work worth while.

Mrs. Edward B. Hoeven
Immediate Past President

SPEAKERS' BUREAU SCHEDULES
RADIO

WOI—Thursday at 11:15 a.m.

“Train Up a Child”

June 3 Keeping Your Baby Well

June 10 Growth and Development

June 17 . . The Child and His Brothers and Sisters

June 24 “Discipline” Is Not a Bad Word

WSUI—Tuesday at 11:45 a.m.

“Main Street Medicine”

June 1 Rural Doctor Supply

“Time Out”

June 8 Healthful Living

June 15 Sleep

June 22 Play

June 29 Leisure

Television broadcasts will be resumed in the fall



COUNTY SOCIETIES

MEETINGS

Black Hawk

The May 18 meeting of the Black Hawk County
Medical Society heard Dr. Walter D. Abbott, of

Des Moines, discuss “Management of Cerebral
Vascular Lesions.”

Clinton

A physician-pharmacist joint meeting was held

on April 20 at the Clinton Country Club,' with the

pharmacists of Clinton County as hosts. Repre-
sentatives of the State Medical Society and the

Iowa Pharmaceutical Association, and the legal

counselor for both organizations, Mr. I. W. Myers,
spoke.

Delaware

Dr. Jerrald Greenbiatt, of Cedar Rapids, dis-

cussed prematurity at the May 3 meeting of the

Delaware County Medical Society, in Manchester.

Dubuque

Dr. Franklin H. Top, head of the Department of

Hygiene and Preventive Medicine at S.U.I. ad-

dressed the Dubuque County Medical Society on
May 11 regarding poliomyelitis and poliomyelitis

vaccine.

Johnson

The medicine and surgery departments at Uni-

versity Hospitals presented the scientific program
at the May 5 meeting of the Johnson County Med-
ical Society, on “Problems in Diabetes Mellitus.”

Monona

Dr. E. B. Floersch, of Council Bluffs, past presi-

dent of the Iowa Heart Association, spoke at the

April 28 meeting of the Monona County Medical

Society, in Onawa, on heart-disease problems. The
members of the County Nurses’ Association were
guests of the Society.

Polk

At the April 21 meeting of the Polk County
Medical Society, Dr. James J. Waring, of Denver,

Colorado, spoke on “Chemotherapy in Tubercu-
losis.”

Pottawattamie

Dr. J. J. Keegan, of the University of Nebraska,
spoke on “Treatment of Herniated Discs” at the

April 20 meeting of the Pottawattamie County
Medical Society. Dr. Keegan is head of the Uni-

versity’s Department of Neurosurgery and is a

former dean of its College of Medicine. About 35

doctors attended.

Sac

At the monthly meeting of the Sac County Med-
ical Society held in Sac City on April 8, Mr. Ger-

hard Hartmann, the superintendent of University

Hospitals, Iowa City, spoke on problems of hospital

management.

Scott

Dr. Roger A. Harvey, professor and head of the

Department of Radiology at the University of

Illinois College of Medicine, addressed the Scott

County Medical Society’s May 4 meeting on “The
Latest Developments in Radiation Treatments of

Cancer.” Also at that meeting, representatives of

the Iowa State Medical Society presented a plaque

to the Scott County Society and the Davenport
Newspapers, Inc. in recognition of public service

in connection with the 1953 Health Forum series.

This is the first award ever made by the State

Society to newspapers for a service of this type.

DEATHS

Dr. Clark Claude Griffin, Jr., 81, who had prac-

ticed at Vinton more than 50 years, died on May 1,

at Orlando, Florida, about a week after suffering

a cerebral hemorrhage. A life member of the Iowa

State Medical Society, he had been in virtual

retirement for the past ten years.

Dr. William H. Cash, 83, a practicing physician

at Lenox for 44 years, died on April 23 at Roches-

ter, Minnesota.

Dr. Ralph E. Wiley, 72, of Fontanelle, died of a

heart ailment there on April 23. He was a gradu-

ate of the College of Medicine at the University

of Michigan and had practiced 44 years, the last 21

of them at Fontanelle.
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Dr. Rolla W. Perkins, 80, who was a physician

at Sioux City and a member of the Iowa State

Medical Society for 30 years before 1947, when he

moved to California, died on May 2 following a

heart attack.

Dr. Frank Nathan Mead, 85, of Cedar Falls, a

life member of the Iowa State Medical Society and
health-director emeritus of the State Teachers

College, died suddenly of coronary thrombosis on

May 5.

Dr. Albert Edward Shaw, 73, who had practiced

at Des Moines since 1912 and was for many years

Polk County coroner, died on April 7 at his home
there. Because of a heart ailment, he had been in

partial retirement for two or three years.

EXCESS OXYGEN MAY INJURE INFANTS

Excessive administration of oxygen to premature

infants may be directly related to the development

of retrolental fibroplasia, in the opinion of Drs.

Jonathan T. Lanman, Loren P. Guy and Joseph

Dancis, of New York.

In the May 15 issue of jama, they report results

of a year-long study in which they gave a high

concentration of oxygen to 36 babies and a low

concentration to 28, in incubators at the Bellevue

Hospital Premature Nursery. In the group receiv-

ing a high concentration, eight developed irrever-

sible retrolental fibroplasia. Six of those infants

are believed to have no useful vision, and the other

two have useful vision in no more than one eye.

In the group of infants receiving a low concen-

tration of oxygen—oxygen only when breathing

difficulty occurred—only two showed even the

early and reversible stages of the disease, whereas

22 (61 per cent) of the group that got a high con-

centration showed early stages of it.

Twenty per cent of the group receiving a high

concentration of oxygen died, as against 30 per cent

of those in the low-concentration group, but the

doctors point out that since five of the latter group
died from causes unrelated to oxygen therapy, the

death rates to be considered in evaluating the ex-

periment are identical—20 per cent.

Retrolental fibroplasia, first recognized as a dis-

ease of premature infants in 1942, now is first

among the causes of blindness in American chil-

dren, and is thought to be the foremost problem
other than death itself in the care of premature
infants.

In their conclusions, the doctors said, “Rever-

sible, vascular stage lesions occurred in both

groups, but with nine times the frequency in the

group with high oxygen concentrations. ... We
believe that retrolental fibroplasia is directly re-

lated to the excessive administration of oxygen
and can be controlled by severely limiting oxygen

therapy to premature infants. Such restriction does

not appear to be harmful.”

AAGP Program Expands

(Continued from page 265)

Shaw, of Seattle, Washington, who died on April

24 after a four-year fight against cancer of the

bowel, the AAGP will begin a nationwide cam-

paign summed up by the slogan, “A Family Doc-

tor for Every Doctor’s Family.” The benefits of

this objective are immediately obvious, with doc-

tors’ death rates from coronary disease, et cetera,

heading the lists. When this has been reasonably

accomplished, it is hoped that the campaign can be

broadened to provide “A Family Doctor for Every
Family.” But the example set by doctors them-

selves can be pointed to for the American public

profitably to emulate.

DUES

To provide for the added service programs, al-

though the Academy’s finances are sound under
present circumstances, the Congress of Delegates

readily voted an increase of dues to the AAGP of

$4.50 per year effective January 1, 1955.

APPEAL MADE TO FIRMS FOR MEDICAL
SCHOOL FUNDS

“America spends more money on tombstones

than on medical schools,” Dean Norman B. Nel-

son, of the S.U.I. College of Medicine, told a meet-

ing of 40 businessmen who are soliciting funds

from Iowa firms for the support of medical educa-

tion. The total state appropriation for the S.U.I.

medical college is $1,250,000, he reported. The
College has 460 medical sudents, 1,200 under-

graduates take courses in the school, it has 400

graduate students other than those who are candi-

dates for M.D. degrees, and it has 130 doctors

taking specialty training.

Mr. W. F. Poorman, president of the Central

Life Assurance Co. and chairman of the Des
Moines committee of the National Fund for Med-
ical Education, said it is hoped that between
$40,000 and $50,000 can be raised by his group

this year. Under the arrangement that permits the

donors to earmark their gifts for the schools of

their choice, all of that money would go to S.U.I.

“Medical schools,” Mr. Poorman said, “on the

average require 30 per cent of the total university

budgets, yet the enrollment in medical schools is

only 10 per cent of the total. If these schools are

to continue to operate, they need additional funds,

either from governmental or from private
sources.”

Toward the $29,095 that the National Fund for

Medical Education made available to S.U.I. last

year, $13,271.21 was contributed by 18 Iowa firms

through the Des Moines committee.



COUNTY MEDICAL SOCIETY OFFICERS
COUNTY PRESIDENT SECRETARY DEPUTY COUNCILOR

Adair L. H. Ahrens, Fontanelle A. J. Gantz, Greenfield A. S. Bowers, Orient
Adams C. L, Bain, Corning J. C. Nolan, Corning A. W. Brunk, Prescott
Allamakee M. F. Kiesau, Postville D, W. Dohnalek, Waukon C. R. Rominger, Waukon
Appanoose A. S. Owca, Centerville R- L. Fenton, Centerville E. A. Larsen, Centerville
Audubon W. H. Halloran, Audubon P. E. James, Audubon L. E. Jensen, Audubon
Benton L. W. Koontz, Vinton N. C. Knosp, Belle Plaine N. C. Knosp, Belle Plaine
Black Hawk G. A. Bairnson, Cedar Falls R. G. Randall, Waterloo Craig D. Ellyson, Waterloo
Boone F. N. Johnson, Boone Don Michaelson, Boone
Bremer R, E. Shaw, Waverly R. P. Hardwig, Waverly F. R. Sparks, Waverly
Buchanan J. F. Loeck, Independence J. W. Barrett, Independence P. J. Leehey, Independence
Buena Vista R. E, Mailliard, Storm Lake T. E. Shea, Storm Lake H. E. Farnsworth, Storm Lake
Butler M. D. Enna, Dumont F. F. McKean, Allison F. F. McKean, Allison
Calhoun C. E. Knouf, Lake City W. A. McCrary, Lake City W. W. Weber, Pomeroy
Carroll J. R. Morrison, Glidden... J. M. Tierney, Carroll J, R. Martin, Carroll
Cass L, L. Long, Atlantic E. M. Juel, Atlantic Ralph Moe, Griswold
Cedar H. E, O’Neal, Tipton O. E. Kruse, Tipton P. M. Hoffman, Tipton
Cerro Gordo J. W. Lannon, Mason City R. C. Brown, Mason City H. G. Marinos, Mason City
Cherokee H. J. Fishman, Cherokee J. B. Blair, Cherokee C. E. Broderick, Cherokee
Chickasaw A. L. Murphey, Fredericksburg. . .E. C. O'Connor, New Hampton... M. J. McGrane, New Hampton
Clarke C. R. Harken, Osceola H. N. Boden, Osceola H. E. Stroy, Osceola
Clay Lyle Frink, Spencer D. H. King, Spencer C. C. Jones, Spencer
Clayton E. G. Kettelkamp, Monona T. W. Lichter, Edgewood P. R. V. Hommel, Elkader
Clinton M. B. Emmons, Clinton '...Julius Glick, Clinton R. F. Luse. Clinton
Crawford M. U. Broers, Schleswig R. A. Huber, Charter Oak R. M. Johnson, Denison
Dallas-Guthrie Grace M. Sawyer, Woodward. ... W. C. Wildberger. Perry C. A. Nicoll, Panora

A. M. Cochrane, Perry
Davis S. R. Jaskunas, Bloomfield W. D. Haufe, Bloomfield
Decatur W. N. Doss, Leon E. E. Garnet, Lamoni W. N. Doss. Leon
Delaware R. E. Clark, Manchester J. E. Tyrrell, Manchester W. J. Willett. Manchester
Des Moines Robert Moerke, Burlington Robert Rowley, Burlington F. G. Ober, Burlington
Dickinson P. A. Scott, Spirit Lake Ruth F. Wolcott, Spirit Lake T. L. Ward, Arnolds Park
Dubuque J. E. Bacon, Dubuque J. J. Straub, Dubuque D. F. Ward, Dubuque
Emmet G. B. Johnston, Estherville C. V. Lindholm, Armstrong C. K. Kirkegaard, Estherville
Fayette L. W. Ward, Oelwein R. S. Jaggard. Oelwein A. F. Grandinetti, Oelwein
Floyd E. V. Ayers, Charles City R. A. Fox, Charles City E. J. Goen, Charles City
Franklin R. E. Munns, Hampton W. L. Randall, Hampton
Fremont
Greene E. D. Thompson. Jefferson G. F. Canady, Jefferson M. H. Brinker, Jefferson
Grundy W. K. Kienzle. Wellsburg L. E. Frink, Reinbeck E. A. Reedholm. Grundy Center
Hamilton B. F. Howar, Webster City C. A. Heise, Jr., Jewell B. F. Howar, Webster City
Hancock-Winnebago . . . .R. W. Hill, Lake Mills M. W. Safley, Forest City T. J. Irish, Forest City
Hardin John Sear, Alden F. N. Cole, Iowa Falls L. F. Parker, Iowa Falls
Harrison Hans Hansen, Logan F. X. Tamisiea, Missouri Valley.. A. C. Bergstrom. Missouri Valley
Henry K. P. Beebe, Mt. Pleasant R. B. Widmer, Winfield J. R. Beebe, Mt. Pleasant
Howard W. G. Doss, Cresco C. E. Swanger, Cresco P. A. Nierling, Cresco
Humboldt I. T. Schultz, Humboldt I. H. Shohet, Bode I. T. Schultz, Humboldt
Ida E. H. Heilman, Ida Grove J. B. Dressier, Ida Grove M. W. Grubb, Galva
Iowa L. A. Miller II, North English. .. .1. J. Sinn, Williamsburg C. F. Watts, Marengo
Jackson F. J. Swift. Jr., Maquoketa L. B. Williams, Maquoketa F. J. Swift, Maquoketa
Jasper L. H. Koelling, Newton L. D. Norris, Newton J. W. Ferguson, Newton
Jefferson John W. Castell. Fairfield Frank H. McClurg, Fairfield R. A. McGuire, Fairfield
Johnson W. L. Yetter, Iowa City J. S. Greenleaf, Iowa City E. J. Boyd, Iowa City
Jones T. R. Dolan, Anamosa R. W. Myers, Monticello T. M. Redmond, Anamosa
Keokuk E. R. Gann, Sigourney A. M. Harwood, Sigourney D. L. Grothaus, Delta
Kossuth D. L. Bray, Algona J. M. Schutter, Algona M. G. Bourne. Algona
Lee G. J. McMillan, Ft. Madison Sebastian Ambery, Keokuk R. E. Cooper, Keokuk

R. L. Feightner, Ft. Madison
Linn R. Y. Netolicky, Cedar Rapids. .. .E. L. Lindley, Cedar Rapids
Louisa J. H. Chittum, Wapello K. T. DeYarman, Morning Sun . J. H. Chittum, Wapello
Lucas Dean Curtis, Chariton R. E. Anderson, Chariton R. E. Anderson, Chariton
Lyon H. H. Gessford, George S. H. Cook, Rock Rapids S. H. Cook, Rock Rapids
Madison R. W. Carson, Winterset J. E. Evans. Winterset C. B. Hickenlooper, Winterset
Mahaska G. W. Bennett, Oskaloosa L. F. Catterson, Oskaloosa E. B. Wilcox, Oskaloosa
Marion C. R. Burroughs, Knoxville T. D. Clark, Knoxville H. L. Bridgeman, Knoxville
Marshall D. D. Harris, Marshalltown H. E. Sauer, Marshalltown R. C. Carpenter, Marshalltown
Mills W. A. DeYoung, Glenwood T. E. Shonka, Malvern W. A. DeYoung. Glenwood
Mitchell Wm. E. Owen, St. Ansgar R. H. Huber, Osage T. E. Blong, Stacyville
Monona P. G. Ingham, Mapleton P. L. Wolpert, Onawa C. W. Young, Onawa
Monroe R. A. Smith, Albia H. J. Richter, Albia H. J. Richter, Albia
Montgomery R. S. Smith, Red Oak G. M. Skallerup, Red Oak E. L. Croxdale, Villisca
Muscatine W. W. Daut, Muscatine T. M. Miller. Muscatine C. P. Phillips, Muscatine
O'Brien L. J. Sweeney, Sanborn W. S. Balkema, Sheldon T. D. Kas, Sutherland
Osceola E. S. Aeilts, Sibley F. M. Rizzo, Sibley F. M. Rizzo, Sibley
Page E. N. Bossingham, Clarinda K. V. Jensen, Clarinda C. H. Flynn. Clarinda
Palo Alto R. D. Workman, Reuthven C. C. Moore, Emmetsburg H. L. Brereton. Emmetsburg
Plymouth H. L. Vander Stoep, Le Mars F. C. Bendixen, Le Mars H. L. Vander Stoep, Le Mars
Pocahontas John Rhodes, Pocahontas C. L. Jones, Gilrnore City C. L. Jones, Gilmore City
Polk E. P. Lovejoy, Des Moines T. A. Bond, Des Moines M. T. Bates, Des Moines
Pottawattamie G. N. Best, Council Bluffs I. J. Hanssmann, Council Bluffs.. C. V. Edwards, Council Bluffs
Poweshiek S. D. Porter, Grinnell L. C. Hickerson, Brooklyn S. D. Porter, Grinnell
Ringgold G. H. Rodgers, Mt. Ayr J. W. Hill, Mt. Ayr E. J. Watson, Diagonal
Sac J. H. Stafford, Sac City John Hubiak, Odebolt C. E. Lierman, Lake View
Scott W. J. Balzer, Davenport A. B. Hendricks, Davenport P. A. White, Davenport
Shelby R. E. Donlin, Harlan E. J. Vosika, Shelby R. E. Donlin, Harlan
Sioux E. B. Grossman, Orange City C. B. Murphy, Alton Wm. Doornink, Orange City
Story W. R. Bliss, Ames W. B. Armstrong, Ames J. D. Conner, Nevada
Tama R. E. Dunn, Dysart A. J. Havlik, Tama A. J. Havlik, Tama
Taylor W. H. Cash, Lenox G. W. Rimel, Bedford G. W. Rimel, Bedford
Union J. B. Gault, Creston H. J. Peggs, Creston H. G. Beatty, Creston
Van Buren R. E. Olsen, Milton J. T. Worrell, Keosauqua J. T. Worrell, Keosauqua
Wapello D. G. Emanuel. Ottumwa E. B. Hoeven, Ottumwa C. A. Henry. Farson
Warren C. A. Trueblood, Indianola R. C. McGeehon. Indianola C. A. Trueblood, Indianola
Washington C. A. Boice, Washington W. S. Kyle. Washington M. L. McCreedy, Washington
Wayne L. B. Calbreath, Humeston C. F. Brubaker, Corydon J. H. McCall, Allerton
Webster F. S. Larsen, Fort Dodge J. R. Kersten, Fort Dodge C. J. Baker, Fort Dodge
Winneshiek L. E. Larson, Decorah M. A. Mochal, Decorah E. F. Hagen, Decorah
Woodbury P. D. Knott, Sioux City V. R. Heimann. Sioux City D. B. Blume, Sioux City
Worth B. H. Osten, Northwood R. L. Olson, Northwood
Wright G. J. Hruska, Belmond J. R. Christensen, Eagle Grove... S. P. Leinbach, Belmond
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Achromycin, a new broad spectrum

antibiotic, has proved its effectiveness in

clinical trials among all age groups, and has

definitely fewer side reactions associated

with its use.

Achromycin maintains effective potency

for a full 24 hours in solution, and provides

rapid diffusion in tissues and body fluids.

Achromycin is effective against beta

hemolytic streptococcic infections, E. coli

infections, meningococcic, staphylococcic,

pneumococcic and gonococcic infections,

acute bronchitis and bronchiolitis, and
certain mixed infections.

( 250 mg.
CAPSULES \ 100 mg.

( 50 mg.

SPERSOIDS*
(
50 mg. per

Dispersible < teaspoonful
Powder (. (3.0 Gm.)

i 500 mg.
INTRAVENOUS < 250 mg.

(.
100 mg.

LEDERLE LABORATORIES DIVISION American GjanamiJcompany PEARL RIVER, N. Y.
'Reg. U.S. Pat. Off.
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Cook County Graduate School of Medicine

Intensive Postgraduate Courses
STARTING DATES

SURGERY—Surgical Technic, Two Weeks, July 26,

August 9

Surgical Technic, Surgical Anatomy & Clinical Sur-
gery, Four Weeks, August 9, October 11

Surgical Anatomy & Clinical Surgery, Two Weeks,
June 21, August 23

Surgery of Colon & Rectum, One Week, September 13

Basic Principles in General Surgery, Two Weeks,
September 20

Breast & Thyroid Surgery, One Week, June 21

Thoracic Surgery, One Week, October 11

Esophageal Surgery, One Week, October 4

General Surgery, Two Weeks, July 26; One Week,
October 4

Gallbladder Surgery, Ten Hours, October 25

Fractures & Traumatic Surgery, Two Weeks, October
25

GYNECOLOGY—Office & Operative Gynecology, Two
Weeks, September 20

Vaginal Approach to Pelvic Surgery, One Week,
June 21

MEDICINE—Two Week Course, September 27
Electrocardiology & Heart Disease, Two Weeks,
July 12

Gastroenterology, Two Weeks. October 25
RADIOLOGY—Diagnostic Course, Two Weeks, October

4
Clinical Course, Two Weeks, by appointment
Radiation Therapy, by appointment

PEDIATRICS—Clinical Course. Two Weeks by appoint-
ment

Congenital & Rheumatic Heart Disease in Infants &
Children, One Week, October 11 and October 18
Two Weeks, October 11

UROLOGY—Two-Week Urology Course, September 20
Ten-Day Practical Course in Cystoscopy, every two
weeks

Teaching Faculty—Attending Staff of Cook Co. Hospital

Address: Registrar, 707 South Wood St., Chicago 12, 111.

Locum Tenens
Available

Several young physicians are anxious to

serve as locum tenens during the summer
months. Any physician wishing someone to

take over his practice temporarily is asked to

list himself with the Physician Placement
Bureau.

The Bureau also wishes to find openings for

the following specialists desiring a location in

Iowa.

14 Surgeons

7 internists

4 obstetricians and gynecologists

1 radiologist

2 dermatologists

4 urologists

5 pediatricians

3 orthopedists

I olotogist

Members who know of locations for any of these

young physicians are asked to write the Physician

Placement Bureau, Miss Mary L. McCord, 529 36th

Street, Des Moines 12.

The Month in Washington

At the request of the Defense Department,
Congress is considering a bill to expand and make
more uniform the medical care program for civil-

ian dependents of military personnel. It could have
significant impact on the practice of medicine and
on medical economics.

The legislation developed out of the Defense
Department’s Moulton Commission report of a

year ago. In the intervening months the depart-

ment’s legislative planners called in representa-

tives of the American Medical Association and
other professional groups for advice. But the bill

finally presented to Congress is evidence that not

all differences of opinion were compromised. While
in many respects the measure is in line with the

policy of AMA on dependent care, at least one
basic conflict remains:

The department’s bill states that dependents
should receive private medical care only when
military facilities are unavailable or inadequate.

The AMA’s policy, adopted after long study of the

problem, is that dependents should be cared for

in military hospitals and by uniformed physicians

only when civilian care is inadequate or unavail-

able.

There is almost complete agreement that the

present patchwork dependent medical care pro-

gram should be changed to make benefits uniform
geographically and within the services, and to

spell out the benefits in law. The issue is whether
the military medical services should care for all

qualified civilian dependents, or dependents should,

like the rest of the population, get their medical

care from civilian physicians and hospitals.

Under the bill, medical care furnished by or

underwritten by the federal government would be

limited to “diagnosis, acute medical and surgical

conditions, contagious diseases, immunization, and
maternity and infant care.” Dental care would be

allowed only in emergencies or as an adjunct to

medical care. These restrictions would be waived
overseas and at remote stations in the United

States.

The definition of “dependents” would not ex-

tend beyond parents and parents-in-law, and these

relatives would have to receive at least half their

support from the military member to qualify.

The Secretary of Defense would decide what
charges, if any, to levy against dependents treated

at military facilities. When treated privately, the

dependents would pay the first $10 cost of any
illness, plus not more than 10 per cent of the total

cost. The secretary could make use of voluntary

health insurance for dependents if this system

were found to be more economical.

The Senate Armed Services Committee was
slow to take up the dependent care bill because
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One Wing of the Lodge

We invite your inquiry

Specialists in the

Treatment of Alcoholic Addiction

Treatment of the “problem drinker” is more than a

sobering-up process; jt is a rehabilitative procedure which

must be tailored to the needs of the individual.

Years of intensive research and specialized clinical experi-

ence enable us to follow through in all phases of modern

restorative treatment—gradual withdrawal, physical

rehabilitation, re-orientation and re-education.

You may refer female as well as male patients

—we are also equipped to care for narcotic

or barbiturate addiction. Moderate rates;

treatment period sometimes shortened

to just two weeks.

Registered by the American Medical Assn.

Member of the American Hospital Assn.

SAINT BERNARD S HOSPITAL
Council Bluffs, Iowa

Established 1887 Capacity 200 beds

Under the Supervision of the Sisters of Mercy

An Institution for the Study and Treatment

of Nervous and Mental Disorders.

Conditioned Reflex and Antabuse Therapy

for Alcoholism

Affiliated With Creighton University

WILLIAM E. ASH, M.D., Medical Director

JAMES D. MAHONEY, M.D., Associate Director RICHARD B. LEANDER, M.D.
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of a heavy schedule of other hearings. Nor did it

make fast progress in the House. There the intro-

duction of the bill was delayed when Chairman
Dewey Short (R., Mo.) called on Defense Depart-

ment to furnish him with detailed information on

what the new medical care program would cost.

By mid-May, when Congress had about con-

cluded hearings on all major administration health

bills, a new factor was introduced. Chairman Wol-

verton of the House Interstate and Foreign Com-
merce Committee called hearings on his own bill

for federal guarantee of private loans to health

facilities. This was not part of the original Eisen-

hower health program, but there were some indi-

cations that the administration might get behind it.

As originally drawn, the bill would virtually

exclude all clinics and hospitals except those oper-

ated in conjunction with prepaid insurance plans.

During the hearings, Mr. Wolverton indicated he
would be willing to drop this restriction. If this

were done, the law then would offer benefits to

all—fee-for-service physicians and groups as well

as “closed panels.”

During this period, some sentiment developed to

combine the loan guarantee bill with the reinsur-

ance bill, which wasn’t making much progress on
its own. The result was a period of confusion and
uncertainty, with no clear indication of what either

the committee or the administration really wanted.

A few other medically-important bills were ad-

vancing on schedule. The House Ways and Means
Committee gave every indication of reporting out

a bill to require all employers (physicians in-

cluded) to participate in the federal-state unem-
ployment insurance program. As usual moving
faster than the Senate, the House has passed a

bill to give state health officers more control over

federal grants for public health work. The House
also was nearing a vote on extension of the social

security program, with no suggestion that physi-

cians and other self-employed groups who don’t

want coverage would be exempted. The House-
approved Hill-Burton expansion bill was awaiting

action in the Senate.

IMPROVISED HOSPITAL EXHIBITED

A 200-bed improvised hospital, which the Fed-

eral Civil Defense Administration recommends to

the states for procurement, has been put on ex-

hibit in Washington, D. C. In actual use, it would
be set up in a school house or a church, in all

probability. It includes five folding operating tables,

a portable x-ray field unit and sufficient expend-

able supplies for the first 36-48 hours of operation.

There are 200 folding canvas cots, plus sheets,

blankets and pillows.

The government has 200 of these units on order

as part of the FCDA stockpiling program, and 93

more have been ordered by states and cities, to be
paid for on a 50-50 matching basis. Cost $26,435.

PEDIGREED IN ITS FIELD
Audivox, successor to Western Electric Hearing Aid

Division, brings the boon of better hearing to thou-

sands.

These are the Audivox Hearing Aid Dealers who serve

you in IOWA. Audivox dealers are chosen for their

competence and their interest in your patients' hear-

ing problems.

McClenahan Hearing Aid Service

404 Union Arcade
Davenport, Iowa
Tel: 6-3033

Iowa Audiphone Company
611 Fleming Building

6th and Walnut Streets

Des Moines, Iowa
Tel: 4-2622

Universal Hearing Aid Utilities

Whetstone Building

Iowa City, Iowa
Tel: Iowa City 7108

Reed Audiphone Company
250 Orpheum Electric Building

Sioux City, Iowa
Tel: 56412

Dr. John H. Lepper

28 First Street, S. E.

Mason City, Iowa

Professional Hearing Service

319 Barker Building

Omaha 2, Nebraska
Tel: HA-7849

Roland Optical Dispensary
509 National Bank of S. D. Building

Sioux Falls, South Dakota
Tel: 2-5721

Perkins Hearing Service

McGregor,
Iowa

Hartig Drug Company
730 Main Street

Dubuque, Iowa

audivox
Histem Electric
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Only a long and distinguished ancestry of
champions can produce a feline blueblood.

Only audivox in the hearing aid field can trace an an

cestry that includes both Western Electric and Bell Tel-

elephone Laboratories, audivox lineage springs from

the pioneer experiments of Dr. Alexander Graham Bell,

which were furthered by the development of the hearing

aid at Bell Telephone Laboratories, and in turn, brought

to fruition by Western Electric and audivox engineers.

Distinctly a blueblood in its field, audivox , successor to

Western Electric Hearing Aid Division, brings the boon

of better hearing, and its enrichment of living, to thou-

sands. With the magical modern transistor, with scientific

hearing measurement and scientific instrument-fitting,

serviced by a nationwide network of professionally-

skilled dealers, audivox moves forward today in a

proud tradition.
Successor to Hearing Aid Division

New Audivox

audiometer 7BD
...variety of

accessories

available

Alexander
Graham
Bell

123 Worcester, St., Boston, Mass.
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00
30-105—Blood Grouping Serum (Set Anti-A and Anti-B),

5 cc. of each Scf 4 50
35-605—Anti-A, B (Group O) Blood Grouping Scrum,

5 cc Each 2.50
32-102—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 2 cc Each 3.25
32-105—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100—Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

III So.

SEILER
1 7th St.

SURGICAL CO.
Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

PERSONALS

Dr. Arthur P. Echtemacht, of Fort Dodge, be-
came president of the Iowa Radiological Society
for the coming year at its annual meeting held in

conjunction with that of the Iowa State Medical
Society. Dr. S. F. Singer, of Ottumwa, was chosen
president-elect; Dr. James T. McMillan, of Des
Moines, was reelected secretary-treasurer; and
Dr. Wayne K. Cooper, of Cedar Rapids, was named
to the executive committee. The group, known
before last year as the Iowa X-ray Club, was
founded in 1914.

On June 1, Dr. Ralph DeCicco moved from Mc-
Gregor to Shenandoah.

Dr. Helen Johnston, of Des Moines, has ac-

cepted an appointment by Defense Secretary
Charles E. Wilson to the Defense Advisory Com-
mittee for Women in the Armed Services. The
Committee is comprised of 50 women prominent
in civic, business and professional fields, and the

members serve for three-year terms.

The Neurological Hospital

2625 West Paseo

Kansas City. Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

On April 30, a library at the Anesthesiology

Division of University Hospitals in Iowa City was
dedicated to the memory of the late Dr. Donald E.

Wilkins, who died of polio while doing military

service in Korea, following completion of a resi-

dency at S.U.I. The core of the library is Dr.

Wilkins’ personal collection of books on anes-

thesiology.

Dr. T. E. Davidson, of Mason City, and his wife

left on May 3 for a six-weeks trip to Europe.

Dr. Davidson will attend sessions of the American
College of Surgeons in London, Leeds and Paris.

SECLUSION maternity
FAIRMOUNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

Dr. J. L. Saar, of Donnellson, was injured April

30, when his automobile crashed into a wrecker
on Highway 2, about five miles west of Fort Mad-
ison. His right knee was fractured, several of his

ribs were broken, and there were numerous lacer-

ations and bruises.

An Iowa Academy of Surgery was organized

at Des Moines on April 26. Dr. Vernon W. Peter-

sen, of Clinton, was elected president; Dr. Rob-

ert B. Stickler, of Des Moines, vice-president; Dr.

William R. Bliss, of Ames, secretary-treasurer;

and Dr. Robert C. Hickey, of Iowa City, executive

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients
Shock Therapy Hydrotherapy

Occupational Therapy

COMPETENT STAFF

AMERICAN
MEDICAL
ASSOCIATION

AMERICA’S

AUTHENTIC
HEALTH
MAGAZINE

BUILDS FAITH IN
YOU AND YOUR WORK

IN YOUR WAITING ROOM

3 tears $6.50 2 TEARS $5.00
1 YEAR $3.00

ami/ benen

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE telephone victor 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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Something NEW

is Cooking

MORE INSURANCE NOW AVAILABLE

committeeman. The purpose of the organization,
Dr. Petersen said, “is to promote high standards
of surgery in Iowa.”

Dr. Herbert Shulman, of Waterloo, is the cham-
pion of the Iowa State Medical Society golfers.

At the annual tournament played on April 27 at

the Des Moines Golf and Country Club, he shot
a 74 over the par-72 course. Dr. F. M. Stark, of

Sioux City, was three strokes behind Dr. Shulman.
A field of 56 competed.

On or about July 1, Dr. Philip W. Sorenson will

move from Cedar Falls, where he has practiced

during the past seven years, to Bellflower, Cali-

fornia, a suburb of Long Beach.

Dr. Raymond Light will join Dr. John De
Meulenaere in the practice of medicine at Grin-
nell on August 1. Dr. Light, a 1953 graduate of

the College of Medicine at S.U.I., is now serving

his internship in Youngstown, Ohio. Dr. De Meu-
lenaere was his preceptor for a month two years

ago.

UtM! HOW THESE AMOUNTS

WOULD HELP IN PAYING ESTATE TAXES IN

CASE YOU ARE ACCIDENTALLY KILLED . .

.

Dr. William B. Bean and Dr. Robert E. Hodges,

of the Department of Internal Medicine at S.U.I.

have been awarded research grants by Nutrition

Foundation, Inc., of New York City, for study on
human pathogenic acid deficiency.

oP
-vCP-

SPECIFIC BENEFITS also for loss of sight.

LIMB OR LIMBS FROM ACCIDENTAL INJURY

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years Old

Physician» Casualty & Health Ass’ns.

Omaha 2, Nebraska

Dr. J. G. Kruml and Dr. E. B. Floersch, both of

Council Bluffs, presided over sessions of the

Creighton University School of Medicine’s sixth

annual medical assembly, which began on April

22, in Omaha, Nebraska.

On about April 1, Dr. John Enggas moved his

practice to Britt from Kellogg, where he had
worked for about eight months.

Dr. Denes Farago has joined the staff of McVay
Memoi’ial Hospital, at Lake City. He is a 1940

graduate of the Franz Josef Royal Hungarian Uni-

versity medical school, did general practice in

several European hospitals before coming to this

country, and worked under Drs. P. A. Scott and
D. F. Rodawig at Spirit Lake until receiving his

Iowa license a few months ago.

Dr. Van W. Hunt, who is a member of the staff

of the Park Hospital, in Mason City, has recently

been certified by the American Board of Internal

Medicine.
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WHEN SYMPTOMS ARE DISTRESSING

L_ BUT DISGUISED . . .

“It is strange,” Malleson says, “how little clinical recognition” has been given

to the “negative behavior” or “endogenous misery” of the woman with endocrine

imbalance. Largely accountable for this, of course, is the patient’s own reluctance

to discuss these symptoms with her physician until she actually suffers from some of

the more obvious menopausal symptoms such as hot flushes. Even then she may become

so accustomed to her change in feeling she can’t remember what it’s like to feel well .

1

Changes in the mood pattern are just a few of the many distressing symptoms

of declining ovarian function which are so often disguised because they do not always

coincide with cessation of menstruation, and at times will occur long before, and even

years after. Other good examples are insomnia, headache, easy fatigability, arthralgia

— and understandably so, when one considers that the loss of ovarian hormone “with-

draws one of the most important metabolic regulators of the organism .” 2

“Premarin” is a preparation of choice for the replacement of body estrogen.

“Premarin” presents a complete equine estrogen-complex and all the components

of this complex are meticulously preserved in their natural form. This largely explains

why “Premarin” not only produces prompt symptomatic relief but also imparts an

important “plus” — the distinctive “sense of well-being” that patients find so highly

gratifying. These benefits of “Premarin” have made it a natural estrogen widely

prescribed by physicians . . . and often preferred by patients.

U
< ww*? isww*

uPREMARIN
has no odor

. . . imparts no odor

Estrogenic Substances (water-soluble) , also known as conjugated

estrogens (equine), available in both tablet and liquid form

1. Malleson, J.: Lancet 2:158 (July 25) 1953. 2. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine

Treatment in General Practice, New York, Springer Publishing Company, Inc. 1953, p. 23.

NEW YORK, N. Y. MONTREAL, CANADA
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DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

Dr. Clare E. Knouf, of Lake City, has been
recalled to spend 17 months’ active service with
the Navy. He holds the rating of Lt., j.g., and his

first duty station is to be Portland, Oregon.

Dr. Louis N. Katz, director of cardiovascular

research at Michael Reese Hospital, Chicago, was
principal speaker at the Iowa Clinical Medicine
Society’s state meeting in Davenport on May 8.

In a clinic at St. Luke’s Hospital, Drs. H. B. Wein-
berg, George Braunlich and A. B. Hendricks, all

of Davenport, and Dr. W. B. Bean, of S.U.I., par-

ticipated. Dr. H. M. Hurevitz, of Davenport, was
program chairman.

Dr. Graham Parker, of Platte City, Missouri, a

surgeon, will join Dr. S. G. Walton, Dr. W. L. Ran-
dall and Dr. R. E. Munns at the Hampton Clinic,

in Hampton, on or about July 1.

Dr. W. H. Mott, of Farmington, a life member
of the Iowa State Medical Society, was honored
May 2, in recognition of his 50 years of service to

his community. A stained glass window in the

new Methodist church there was dedicated to him.

Now a semi-invalid, Dr. Mott practices at his

home across the street from the church.

THE NORBURY
SANATORIUM
Established 1901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician

HENRY A. DOLLEAR, M.D., Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of May 10, 1954

Ackerman, J. H., Clarksville

(Atlanta, Georgia) Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City

(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames
Bogle, W. C., Marion

(Minneapolis, Minnesota) Lt., U.S.N.R.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Cline, H. L., Iowa City

(Denver, Colorado) A.U.S.

Daut, R. V., Davenport
(Westover Field, Massachusetts) ....Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City

(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(DeRidder, Louisiana) Capt., A.U.S.

(Continued on page xxx)
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When in the judgment
of the physician . .

.

The success or failure of conception control in any given case is

of immeasurable importance to the patient concerned

and the physician whose advice has been sought.

Only the physician is qualified to select the technic best

adapted to the needs of the patient.

©1953, JULIUS SCHMID, INC.

WHEN in the judgment of the

physician, jelly alone is suffi-

ciently protective, ramses® Vaginal

Jelly* is a contraceptive of choice be-

cause (1) it occludes the os uteri for at

least 10 hours after coitus, and (2) it

immobilizes the spermatozoa in the

fastest time recognized by the official

Brown and Gamble technic.

W HEN in the judgment of the

physician, the diaphragm-jelly

technic is required the RAMSES TUK-A-

WAY® Kit provides all the essentials for

maximum occlusive and immobilizing

action. Each kit contains a RAMSES
Flexible Cushioned Diaphragm of pre-

scribed size, a RAMSES Diaphragm In-

troducer, and a regular size (3-oz.) tube

of ramses Vaginal Jelly.

gynecological division

JULIUS SCHMID, INC.
423 West 55th Street, New York 19, N. Y.

quality first since 1883

*Active agent, dodecaethyleneglyeol monolaurate

5%, in a base of long-lasting barrier effectiveness.
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Orthopedic Appliances
Made to Order

Surgical Corsets & Girdles Sacro-lumbar Supports

Hernia Supports Postoperative Garments

Elastic H osiery

—Spinal Braces Our Specialty—

BRUN BRACE CO.
Charles A. Larimer, Mgr.

1530 W. Jefferson Des Moines 14, Iowa

Use the Want Ad
Section of Your

JOURNAL
Advertising FREE to members
and widows of deceased

members

For twenty years . .

.

we have constantly endeavored to serve

\l/ the medical profession with . .

.

better products for
better birth control

Cooper Creme
no finer name

W.,

iOOPER
CREME

in contraceptives
f **i««M*

active Ingredients

Trioxymethylene 04%
Sodium Oleate 0 67% i§|gy

Whittaker Laboratories, Inc. FRFIT
Peekskill, New York

rilfcfc

Please send: Full Size $1.50 Combination Package

Free—Cooper Creme/Dosimeter.

Name Jd.D.

Address-

City . Zone_ . State-

Roster of Iowa Physicians in Military Service

(Continued from page xxviii)

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, John E., Shenandoah
(MacDill A.F.B., Tampa, Florida) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Randolph A.F.B., Texas) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck

Hickman, D. M., Indianola
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Isham, R. B., Osage U.S.N.R.

Iwen, G. W., Iowa City

Jenkins, H. F., Ogden
(Randolph A.F.B., Texas) U.S.A.F.

Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.

Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) .....1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Raleigh, North Carolina) 1st Lt., U.S.A.F.

Knouf, Clare E., Lake City

(519 SW 3rd Ave., Portland, Ore.) . . . .Lt., U.S.N.R.

Koptik, George Jr., Garwin '.

Kruse, R. H., Conrad

(Pearl Harbor, T. H.) Lt.. U.S.N.R.

Kuehn, W. G., Clarinda

(A.P.O. San Francisco, Calif.) Lt., U.S.N.R.

Kuehnle, G. R., Dubuque
(Baton Rouge, La.)

Kurth, R. J., Waterloo

(Minneapolis, Minn.) Capt., U.S.A.F.

Larson, Erling, Jr., Des Moines

(Indianapolis, Indiana) Lt., U.S.N.R.

Lawler, Matthew P., Des Moines

(Corona, California) U.S.N.

Lee, R. W., Burlington

Leiter, E. R. K., Des Moines
(Bangor, Me.) Capt., U.S.A.F.

Martins, J. K., Waterloo
(Bayonne, N. J.) Lt., U.S.N.R.

Maxwell, J. R., Iowa City
(Camp Stoneman, California) 1st. Lt., A.U.S.

Middleton, W. H.. Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(Topeka, Kan.) 1st Lt., U.S.A.F.

Paul, R. E., Des Moines
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Perman, Harvey H., Forest City

(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

(Continued on page xxxii)
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in

arthritis

ana allied

disorders

Rapid Relief of Pain

usually within a few days

Greater Freedom
and Ease of Movement
functional improvement in a significant

percentage of cases

No Development of Tolerance

even when administered over

a prolonged period

BUTAZOLIDIN
(brand of phenylbutazone)

Its usefulness and efficacy substantiated by numerous published reports,

Butazolidin has received the Seal of Acceptance of the Council on

Pharmacy and Chemistry of the American Medical Association for use in:

• Gouty Arthritis • Rheumatoid Arthritis

• Psoriatic Arthritis • Rheumatoid Spondylitis

• Painful Shoulder (including peritendinitis, capsulitis, bursitis and acute arthritis)

Since Butazolidin is a potent agent, patients for therapy should be selected

with care; dosage should be judiciously controlled; and the patient should be regularly

observed so that treatment may be discontinued at the first sign of toxic reaction.

Descriptive literature available on request.

Butazolidin® (brand of phenylbutazone), coated tablets of 100 mg.

GEIGY PHARMACEUTICALS
Division of Geigy Chemical Corporation

220 Church Street, New York 13, N. Y.

In Canada: Geigy Pharmaceuticals, Montreal 357
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Roster of Iowa Physicians in Military Service

(Continued from page xxx)

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm., Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Puntenney, A. W., Boone
(Portsmouth, Va.) Lt., U.S.N.R.

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,
Seattle)

Saunders, R. J., Colfax 1

(APO San Francisco, Calif.) 1st. Lt., U.S.A.F.
Schlichtemeier, E. O., Peterson
(FPO San Francisco, Calif.) .Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.
Shuldberg, Arthur, Des Moines

(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.
Sinton, D. W., Iowa City

(Colorado Springs, Colorado) A.U.S.
Smith, C. B., Iowa City

(Bowling Green, Ky.) Capt., A.U.S.
Sphonheimer, L. N., Donnellson

(Mountain Home AFB, Idaho) ....1st Lt., U.S.A.F.
Stivers, T. W., Des Moines

(Hutchinson, Kansas) Lt. (jg) U.S.N.R.
Sugioka, Kenneth, Iowa City

(Long Island, N. Y.) A.U.S.
Theilen, E. O., Iowa City

(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Troxel, J. F., Cedar Rapids
(APO New York, N. Y.) 1st Lt., A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M., Boone
(Bryan A.F.B., Texas) 1st Lt., U.S.A.F.

Walker, J. R., Waterloo
(Bethesda, Maryland) Lt., U.S.N.R.

Walston, J. H., Graettinger
(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.

Westly, J. S., Mason City
(F.P.O., New York City) Lt., U.S.N.R.

•Wilkins, D. S., Iowa City
(APO San Francisco, Calif.) Capt., A.U.S.

Wilson, Robert G., Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Young, R. A., Clarion
(Ft. Sam Houston, Tex.) Capt., A.U.S.

Zeilenga, R. H., Orange City
(Madison. Wise.) 1st. Lt., U.S.A.F.

Zoekler, Samuel J., Des Moines
(7071 A.U.S. Hospital, Ft. Belvoir,

Virginia) Capt., A.U.S.

THE MARY POGUE SCHOOL
Complete facilities for training Retarded

and Epileptic children educationally and
socially. Pupils per teacher strictly limited.

Excellent educational, physical and occupa-

tional therapy programs.
Recreational facilities include riding, group

games, selected movies under competent su-

pervision of skilled personnel.

Catalogue on request.

G. H. Marquardt. M.D. Barclay I. MacGregor

Medical Director Registrar

22 Geneva Road, Wheaton. 111. (near Chicago)

MILWAUKEE SANITARIUM
Wauwatosa, Wisconsin

(Chicago Office—1509 Marshall Field Annex
Bldg., 25 East Washington St.—Wednesday,

1-3 P.M. Phone: Central 6-1162)

Maintaining the highest standards since 1884,
the Milwaukee Sanitarium continues to stand
for all that is best in the contemporary care
and treatment of nervous disorders. Photo-
graphs and particulars sent on request.

Josef A. Kindwall, M.D.
Carroll W. Osgood, M.D.

William T. Kradwell, M.D.
Benjamin A. Ruskin, M.D.

Lewis Danziger, M.D.
Russell C. Morrison. M.D.
James A. Alston, M.D.

Waldo W. Buss, Executive Director COLONIAL HALL—One of the 14 Units in “Cottage Plan”
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The Management of Non -Tuberculous

Lesions of the Chest*

ALVAN L. BARACH, M.D.**

NEW YORK, N. Y.

In the treatment of non-tuberculous diseases of

the chest, what is now called physiologic therapy
is increasing in importance. By physiologic ther-

apy, we understand the attempt to restore respi-

ratory function as nearly as possible to normal.
One of the earliest examples of this type of ap-

proach was the administration of oxygen. Later,

not only were new gases used, but also a variety

of pressures were employed. And even more re-

cently, the mechanics of breathing have been
taught to the patient. Physiologic therapy is not

confined to the administration of oxygen and
teaching the patient to breathe, but includes the

administration of nebulized aerosols, such as

epinephrine for treatment of asthma and the bron-

chospastic type of pulmonary emphysema, pres-

sure breathing for the treatment of edema of the

lungs and negative pressure for assistance in the

elimination of bronchial secretions.

Instead of discussing disease entities such as

chronic bronchitis, bronchiectasis, asthma and pul-

monary emphysema, I propose to consider the

treatment of bronchospasm and the elimination

of retained secretions in these conditions; in other

words, I shall deal with the principles and treat-

ment of these disturbances in physiology which
occur frequently in each one of those clinical

entities.

Bronchospasm is, as you know, a common char-

acteristic of patients with pulmonary emphysema.
It is well known that administration of nebulized

* Aided by a grant from the Mary W. Harriman Fund.
Read before the meeting of the Polk County Medical Society,
October 21, 1953.

** From the Department of Medicine, College of Physicians
and Surgeons, Columbia University, the Presbyterian Hos-
pital and the Columbia Division, Goldwater Memorial Hos-
pital, New York.

epinephrine through a good nebulizer, such as

the vaponephrine nebulizer or the DeVilbiss No.

40, generally provides adequate treatment at the

start of the disease. But patients in time become
refractory to it. Aminophylline administered by
mouth on an empty stomach in a dosage of 3 to 5

grains is an effective bronchodilator, and when
mixed with benzocaine, generally prevents nausea

f

Aminophylline, an excellent bronchodilator, may
often be used for long periods without refractori-

ness developing. Although at the start the treat-

ment of asthma is simple, later the lack of sensi-

tiveness to these drugs presents an imposing prob-

lem. Bronchospasm, when it occurs in chronic

bronchitis, in asthma or in emphysema, involves

the treatment of the refractory state. It is of ad-

vantage to anticipate that these patients, after a

while, will not respond so well, and it is also advan-
tageous to be aware that there are measures which
will restore their sensitivity to bronchodilator

medication.

Among the most important steps that can be

taken is to stop the use of the bronchodilator

drugs which the patient has been using and to

substitute something else. We all know that a

regimen of ACTH and cortisone works, but it is

generally of only temporary value, except in two
instances. Those exceptions are pollen asthma,

where it is very valuable, and in those patients

in whom a moderately well controlled asthma or

a bronchospastic pulmonary emphysema case has
become worse after a cold. In those cases hydro-
cortone may be used, since it will produce a re-

mission much more quickly and with smaller dos-

t This compound is available as the Dainite tablet from the
Irwin Neisler Company.
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age than cortisone. In a variety of other cases,

however, we still need something else to substi-

tute for bronchodilator medication. What should

we use? Potassium iodide, a long-used remedy, is

almost always of some value. The addition of

Fowler’s solution, in a dosage of 3 drops 4 times

a day, for a week or ten days, is frequently capa-

ble of ushering in a remission. Sometimes ether

anesthesia, or fever therapy with Kirk’s typhoid

vaccine or pyromen, produces a remission. Ipecac

to produce vomiting and elimination of mucus
can also be used. What is more important than
reviewing the list of remedies is realizing the

necessity of trying to terminate the refractory

state.

In many instances it is not only bronchospasm
that prevents response to aminophylline or vapo-

nephrine, but the presence of retained secretions

in the lungs—secretions of an allergic nature or

of the purulent or mucopurulent type. What meth-
ods have we to treat this? Postural drainage has
been known for a long time. There are other pro-

cedures that the patient himself can perform.

When one sees patients with either chronic

bronchitis, bronchial asthma, pulmonary emphy-
sema or bronchiectasis, he is faced with the fact that

retained secretions from time to time play a large

role in evoking the symptoms of the disease. The
patient may inhale nebulized epinephrine for the

relief of bronchial spasm, but that, in itself, may
not be enough. " Manual compression of the thorax

is additionally helpful. The patient takes a deep
breath, and then, as the breath is being expelled,

the physician compresses the patient’s lower
thorax and abdomen with his hands, thus making
the expulsion of air virtually explosive. That ab-

rupt compression results not only in a decreased
distention of the lungs, in patients with pulmonary
emphysema, but also aids them in the expectora-

tion of mucus. The maneuver is taught to the

patient.

effect of change of posture on pulmonary
VENTILATION AND OXYGEN CONSUMPTION IN A

PATIENT WITH PULMONARY EMPHYSEMA

Pulmonary
Ventilation
cc. per min.

O' Consumption
cc. per min.

Breathing air. Sitting . . 13,750 304

Breathing air, head down 22°

“viscero-diaphragmatic”
breathing . . 11,150 271

Breathing 100 per cent oxygen.
Sitting . . 11.550 291

In a certain number of people, administering
nebulized epinephrine by means of a hand bulb
is less effective than giving 0.5 cc. of epinephrine,

* Among the broncho-dilator aerosols, 2.25 per cent
racemic epinephrine (Vaponefrin) appears to be the most
effective in most cases. The isopropryl modification of
epinephrine (aleudrine, isuprel 1.0 per cent) is used in
refractory cases.

vaponephrine or isuprel, mixed with 2 cc. of nor-

mal saline, through a nebulizer attached to a meter
mask with a flow of 5 liters of oxygen per minute.
It is often of value to let the patient breathe this

mixture for about 15 minutes, since the lung does
not always open entirely at one time. During a

period of 12 to 15 minutes most of the bronchial

tubes will have received this bronchodilator and
vasoconstrictor solution in dilute form.

In recent years, intermittent-pressure breathing

devices have been used by Gordon, Motley and
Smart in such a way as to nebulize bronchodi-
lator solutions. It facilitates the expenditure of less

effort in breathing, but it has been our experience

as well as that of Fowler, Helmholtz and Miller,

that in patients treated alternately with the old-

fashioned method and with the Bennett or the

Mine Safety Appliance apparatus, the results have
been for the most part the same. If one takes a

deep breath, the diameter of the bronchi is just

as large as an equivalent chest volume produced
by pressure. The I.P.P.B. apparatus (Halliburton,**

Bennett or M.S.A.) are useful for the purpose of

relieving asthmatic dyspnea or pulmonary edema,

but I should like to point out that its principal

achievement in the treatment of pulmonary em-
physema is the continuous aerosolization of bron-

chodilator solutions. For patients of moderate
means, this purpose can now be accomplished at

home with a pump supplying air for the nebuliz-

ing of bronchodilator drugs, f There is one further

point that is of considerable importance. One must
be sure to instruct the patient to cough after the

inhalation. Many individuals are so relieved that

they fail to do so, and, unless told to cough deliber-

ately, the mucus has a tendency to remain in their

respiratory system and be the cause of dyspnea
later.

The physiologic effect of inhaling a broncho-

dilator solution of 2.25 per cent racemic epineph-

rine and manual compression of the chest, was
measured as follows. When breathing room air

before treatment, the pulmonary ventilation was
13,000 cc.; after treatment, 7,900 cc. The relief of

dyspnea is shown by the decrease in the minute-

volume of breathing. Patients with emphysema
manifest a decrease in ventilation with oxygen,

which, to my mind, is one of the most important of

the functional tests for this disease. The difference

between the ventilation with oxygen and air after a

patient has coughed up secretions from his lungs

was much less, i.e. a difference between 8,500 cc.

and 7,400 cc.

** We have found the Halliburton apparatus the most sat-

isfactory of the various devices employed to accomplish
intermittent pressure breathing and nebuiization of bronch-
diiator aerosols, and it has the special advantage of pro-
viding automatic mechanical ventilation in the patient who
is unable to carry on voluntary respiration, either because
of respiratory paralysis or a comatose state. Since it is capa-
ble of providing 50 per cent oxygen, the cost of oxygen is

reduced and the side effects of administering 100 per
cent oxygen are avoided.

t The pump can be obtained at the Maihof Engineering Co.,

Avenel, New Jersey.
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Fig. 1. In the erect posture, diaphragmatic descent is absent on inspiration (1). When patient bends forward, protrusion
of his abdomen makes manifest the diaphragmatic contraction on inspiration (3).

In our present program of treatment for pa-

tients with pulmonary emphysema and, indeed,

those with asthma and bronchiectasis also, we use

the head-down position. This does what, in effect,

pneumoperitoneum accomplishes. The pressure of

the liver, spleen and the abdominal organs pushes

the diaphragm headward into the chest. When the

patient inspires properly, the diaphragm pushes

against those crowding viscera, a phenomenon
that is evidenced by a marked proturbance of the

abdomen. When the erect patient takes a breath

with his rib cage, on the other hand, the dia-

phragm is often sucked up, rather than pushed
down.
Diaphragmatic breathing is of utmost impor-

tance in the treatment of practically all patients

with the diseases of the chest. If the patient is

supine, with his head down, and the physician then

places his hands on the patient’s abdomen and

presses gently against it, instructing the patient

to oppose that pressure as he takes a breath, he

can very quickly train him to breathe with his

diaphragm. In our clinic more than 200 patients

suffering from pulmonary emphysema have been

trained to use the diaphragm to breathe. Later,

they use the diaphragmatic technique sitting and,

finally, standing and walking.

With abdominal contraction during expiration,

as advocated by Hofbauer, Schutz and Allan, the

diaphragm can be further elevated, but it is not

often that this method is used unconsciously.

People who fail to use their diaphragms in

breathing have been neglectful or have been sub-

ject to psychosomatic influences. Men whose train-

ing was in military schools often do not adequately

move their diaphragms. I have also had occasion

to discover that standing up straight and expand-

ing the chest during inspiration has at times pro-

duced what may rank as virtually an occupational

disease among moving picture actresses. Heck-
scher in Denmark believes that the erect position

itself may be a cause of emphysema.
Using the diaphragm is an old method of breath-

ing, and, indeed, it appears that people who suffer

from pulmonary emphysema have assumed the

erect posture prematurely. Had they preserved

an inclination to use all four extremities for loco-

motion they would have continued to lean for-

ward, thus facilitating adequate ventilation of the

lower lobes of their lungs, which, indeed, provide

the greatest part of the diffusion of oxygen and
CO... With the decrease of pulmonary ventilation

initiated by the head-down position, there is often

an increase in the oxygen saturation of the arterial

blood. In some cases of respiratory acidosis, the

head-down position can be used to facilitate elim-

ination of COo. One must realize that normally

elevation of the diaphragm is the result of negative

pressure produced by the contraction of the lungs.
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VITAL CAPACITY 2,$60 cc

MAXIMUM BREATHING CAPACITY - lli, 300 cc

VITAL CAPACITY - 2,990 cc

MAXIMUM BREATHING CAPACITY - 16,100 cc

Fig. 2. Bronchospasm relieved by anti-cholinergic drug (Prantal), as revealed by increase in vital capacity and maximal
breathing capacity.

In these cases the tension of the lungs is reduced,

which in part increases the difficulty of raising the

diaphragm; special training is generally necessary
to aid the patient in this respect. In the accom-
panying illustrations (Fig. 2) ,

the physiologic re-

sponses to the head-down position, the leaning
forward position and administration of a broncho-
dilator drug are illustrated.

When a man stands upright, he has increased
the amount of air in his lungs by about 25 per
cent (Lindhard). If a man walks bending forward,
he is able to breathe more easily since lung vol-

ume is still high, but less downward pressure is

exerted on the diaphragm. Although it may not be
an esthetic way to walk, it is more desirable for

patients with pulmonary emphysema.
I am not convinced that doctors’ telling their

patients to stop smoking is adequate treatment.

I think we have to be cautious about interpreting

the results. Bickerman and I have just finished an
investigation of the acute effects of tobacco smok-
ing. Individuals who have an allergy to tobacco
should not smoke, especially when smoking causes
a productive mucoid discharge. However, it is also

true that smoking at times has the worthwhile
effect of stimulating the coughing up of mucus,

and the resultant increase in vital capacity is at

times similar to that produced by the administra-

tion of vaponephrine. Since the coughing up of

mucus is one of the purposes for which the drug
is used, smoking, in many cases, is valuable in

that it stimulates coughing.

The expression “cigarette cough” should only

be used as a diagnosis when confirmed by the

absence of a disease process. If a man says that

he has stopped smoking and that his cough has
disappeared, we should be hesitant to congratulate

him until we are sure that the irritant effect of

tobacco smoke is not a trigger mechanism for

pulmonary or some other pathology. I saw a

woman with a large cavity in the right upper lobe

who had stopped smoking at the suggestion of her
obstetrician. Her cough had temporarily disap-

peared, but giving up cigarettes was not the

remedy for a tuberculous cavity. A patient who
had congestive heart failure was told to stop smok-
ing by his physician and his coughing, in large

measure, ceased. The patient was still somewhat
short of breath, and his venous pressure was found
to be 180. It is quite true that left heart failure

with congestion of the lungs is a syndrome in

which cigarette smoke may stimulate coughing.
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However, when this patient was digitalized and
had mercuhydrin, he was able to smoke a pack of

cigarettes a day without any cough. I also recall

a similar reaction in a man with cancer of the

lung. A disease of the lungs may be irritated by
smoking, or smoking may provoke a cough in such
an individual, but we should not limit our inves-

tigation on the grounds that stopping smoking has
relieved him of the symptom. Instead, we should

be concerned to discover the basic cause of the

symptom, if there is one. Granted, some people

have a cigarette allergy, but in other people who
cough, it is possible that when their disease has

been treated they will be able to smoke without

coughing. A cough is frequently due to broncho-

spasm, pulmonary distention and retained mucus.
My point, obviously, is not that people must smoke.
Rather, it is that we should not be content with

ascribing the cough to the smoking unless we have
investigated the possibility of another etiology of

the cough.

Next, I wish to discuss a recent development in

our clinic—something that we are inclined to be-

lieve may have a revolutionary effect on the man-
agement of diseases of the chest. It is called ex-

sufflation with negative pressure, developed as a

result of studies on mechanically induced cough
by my colleagues Beck, Bickerman, Smith and
me. It consists of a motor blower unit that inflates

the lung with a pressure of 30-40 mm. Hg; then the

sudden opening of a valve deflates the lung with
a negative pressure by which air is delivered

away from the lungs at a rate of about 10 liters

per second. Mucus is blown from the lungs in this

way. Whereas a patient with pulmonary emphy-
sema or asthma very often, during coughing, de-

velops a pressure in the alveoli which is larger

than the pressure in the bronchi, with the result

that the bronchi close off and no mucus is brought
up for expectoration, the machine enables him to

eliminate air with a velocity and effectiveness far

greater than his own cough.

Experimenting with dogs, Dr. Bickerman has
shown that lead bullets and safety pins inserted

in the animals’ lungs by means of the broncho-
scope can be removed by means of E.W.N.P. In

some instances six or more exsufflations were
necessary, but the machine succeeded in nearly all

cases in blowing these foreign bodies from the

lungs. Then he inserted bullets along with a mu-
cilagenous substance which prevented the dog
from coughing them up. Three days later, when
the dog had not coughed up the foreign bodies

and had developed a pneumonitis, E.W.N.P. was
used. After one hour’s treatment, the last bullet

had been blown out.

Now one of the important features of the mech-
anism is that it gets air behind the mucous plug.

If negative pressure were applied by itself, noth-

ing would happen. First, a high positive pressure,

20 to 40 mm. Hg, is applied in order to distend the

bronchial tree. If that pressure is applied repeat-

edly for 1 to 2 seconds, the alveoli distal to the

mucous plug may be aerated.

In our hospital, a polio patient who had con-

tracted pulmonary atelectasis was extremely ill,

and indeed, he looked as if he were going to die.

But by means of E.W.N.P. exsufflator, large quan-

tities of green, purulent sputum that had collected

in his respiratory system were eliminated, and
twelve hours later the atelectasis had cleared. He
was subsequently treated with polymyxin B, with
recovery. Continued use of E.W.N.P. enabled him
to be taken out of the tank respirator. If he were
to stop using it regularly three times a day, ac-

cumulation of secretions would result in progres-

sive impairment of respiratory function, and in all

likelihood would necessitate his return to the res-

pirator. We have had a number of such cases, in

which the blowing out of an ounce or so of mucus
each day by means of E.W.N.P. has meant free-

dom from the iron lung. These are borderline pa-

tients with respiratory difficulties, in whom an in-

ability to cough handicaps ventilatory function.

In cases of postoperative pneumonia in whom the

use of E.W.N.P. obviates the necessity of the pa-

tient's coughing, Dr. Williams has observed that

patients have none of the pain of coughing. In

patients with lung abscess who haven’t coughed
up sputum in a week, drainage by E.W.N.P. took

place, with subsequent healing of the cavity.

Obviously, there are other means of treatment
in cases of chronic pulmonary disease—antibiotic

therapy, oxygen inhalation, pneumoperitoneum
and other measures. Actually, we are using pneu-
moperitoneum a great deal less than we used to

do, since it is now possible to teach diaphragmatic
breathing to many patients with pulmonary em-
physema and, when they are fitted with the Gor-
don-Barach belt, the diaphragm reveals an in-

creased excursion.

When a man stands, the weight of the viscera

pulls his diaphragm downward. If he bends for-

ward, the weight is not so much straight down-
ward, but perhaps at an angle of 45°. Thus, this

stooping posture has been emphasized to facilitate

movement of the diaphragm. But because there
are some patients who don’t want to walk like

gorillas, even if doing so would enable them to

breathe more easily, we have to resort to a
mechanism to aid them. We have found that a

properly fashioned and applied belt is an impor-

tant adjunct in treatment. One should bear in

mind that elevation of the diaphragm is not just

for remedying shortness of breath, but also for

ventilating the lower part of the lung with air,

thus making his cough more effective in the ex-

pectoration of mucus, saliva and pus, reducing
the chances of further infection and enabling as

much of the lung as possible to function normally.

Until recently, of the various belts that were
available, the one which I found most effective

was designed by Dr. Burgess Gordon. He wrote
a paper on it in 1936, but I doubt that he realized
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at that time just how valuable his belt was. Re-

cently, in cooperation with the Spencer Company,
of New Haven, we have designed a belt in which
an elastic pressure can be applied and varied at

will, depending upon whether the patient has a

full abdomen or not.* In a man with a big ab-

domen, the pressure is upward and backward, and
the belt can be tilted to produce the proper degree

of elevation of the abdomen. In a man with a small

abdomen, the same degree of tilting will produce

pain. Thus, in the slender patient, the pressure

should, and can, be applied more or less directly

backward.
In addition to wearing the belt, the patient

must, of course, breathe properly. In fact, breath-

ing exercises are instituted before the belt 'is pre-

scribed. In the office, the physician should have a

two-step arrangement on which the patient walks
until he is short of breath. Then, the physician

should stand behind him and apply pressure

upon his abdomen, either upward and backward,
or straight backward. It is helpful if, at the

same time, the physician bends him forward a

little bit. The patient should immediately experi-

ence some relief from breathlessness; if he doesn’t,

there is no point in getting him a belt. The doctor

should get him at some other time and try the pro-

cedure once again, or should tell him to try the

procedure on himself, using his own hands. Often
the sensation of relief from dyspnea is quite

marked, and under those circumstances one may
apply the belt. Patients almost never are happy to

wear the belt, at the start, for they aren’t used
to it and find it somewhat uncomfortable, but they
are willing to do so when they find that it helps

their breathing.

Now what happens when the patient either

applies the pressure with his hands or wears a
belt? Alexander, Gordon, Kerr, Prinzmetal, Ban-
yai and others have studied various effects of

increasing abdominal pressure. By the proper ap-

plication of abdominal pressure, the intrapleural

pressure may change from —2 to —5, instead of

from +2 to —3. Since there is nothing wrong with
the diaphragm other than disuse, in these patients

with chronic pulmonary disease, the application

of pressure which opposes the weight of the ab-

dominal organs that are pulling upon the dia-

phragm facilitates a more efficient ventilation of

the bases of the lungs. It also makes possible a

more effective cough.

In these patients there is, more often than not,

a combination of difficulties. They have problems
of infection and bronchospasm, but one of the

principal things that we can do for them is to

teach them to aid themselves in the mechanics of

breathing. The person who has breathed with his

costal muscles for years has an atrophic dia-

phragm, and, at first, it is going to be difficult for

him to learn to move the diaphragm adequately.

* The Gordon-Barach belt is available in large, medium
and small sizes from the Spencer Company.

It is of value for such patients to put a 12-pound
sandbag upon their abdomens, as they lie on their

backs, and then to practice diaphragmatic breath-

ing. When they have learned diaphragmatic
breathing, their pulmonary ventilation may fall

25 per cent, as Dr. Beck, Dr. Williams and I have
found. In so doing, they will have begun helping

themselves toward a more lasting recovery of

ventilatory function. The weight can then be given

to the patient with the instruction to use it for

half an hour to one hour, three times a day, so

that the diaphragm muscle can be built up. After

three or four months of such exercise, the muscle
will have been strengthened enough so that the

belt will give them maximal benefit. A similar pro-

gram for patients with poliomyelitis is being

studied in our clinic.

Among other things, we hope that E.W.N.P. will

be useful particularly in the treatment of chronic

respiratory infections. In our hospital, we have
had seven fatalities resulting from vigorous broad-

spectrum antibiotic therapy in debilitated patients

who had poor bronchial drainage. In our enthusi-

asm to erase the last vestiges of infection, we
used to give patients terramycin in large doses,

sometimes intravenously, and saw them develop

B. proteus pneumonia subsequently. Dr. Habiff

came to the conclusion that the broad-spectrum
antibiotics had been given in too high dosage, and
he discovered that in many instances a 250 mg.
dosage of terramycin two or three times a day
was adequate to control some surgical infections.

His findings were based upon a study of about 300

cases. In our previous use of terramycin, we had
usually given 2 gm. per day, but, stimulated by
him, we ran a series in which 1.0 gm. per day
has appeared to be adequate to control respiratory

infections due to organisms sensitive to this drug.

The idea has been suggested to us that the diar-

rhea produced by aureomycin and terramycin re-

sults from irritative effects on the intestinal mu-
cous membrane, and that the irritation is less apt

to take place when these drugs are given with a

full glass of milk at each dose. However that

may be, it is none the less true that we had been

in the habit of overdosing our patients with broad-

spectrum antibiotics, and we think that the com-
plications we experienced can be avoided by giv-

ing smaller doses of these drugs and emphasizing

bronchial drainage. E.W.N.P., we hope, by help-

ing patients to rid themselves of retained mucus
and pus, will aid in making drug therapy more
effective.

We have used E.W.N.P. on previously inoper-

able cases of bronchiectasis. When we have such

a case, we may take out the worst lobe, and pro-

vide the patient with a home model of E.W.N.P.

when he leaves the hospital, in the belief that

with it he will be able to blow out the stagnant

material from the other lobes. The apparatus is

new, but in the 200 or more patients on whom it

has been used, we have seen no harm from its use.



Certain Common

Urological Problems in Children

DWAYNE E. HOWARD, M.D.

SIOUX CITY

It is not my intention to discuss all the problems
involving the urinary tract in children. Rather I

have selected four common conditions the recogni-

tion, investigation and treatment of which, will

not only make the child feel better but will save

him the consequences of serious genito-urinary

disease later in life. I wish to limit my discussion

to pyuria, hematuria, cryptorchism, and hydrocele.

Pyuria and hematuria have been listed repeatedly

as two of the cardinal symptoms of urinary tract

disease.

An investigation of the genito-urinary tract in a

child, which endeavors to establish the exact etiol-

ogy of the symptom or finding, often requires

much gentleness and sympathy. It will certainly

include a careful history, physical examination

and urinalysis, definitive x-ray examinations and
often careful and skillful instrumentation.

PYURIA

Pyuria is the commonest symptom of urinary

tract disease. 1 ’
17 About 1-2 percent of all illnesses

in children are due to infection of the urinary

tract.5 ’
6 Seventy-five to ninety percent are in fe-

males.5 ’ 6

The following facts regarding pyuria should be

emphasized:

1. The degree of the pyuria does not indicate

the severity of the disease. 1

2. There may be disease of the urinary tract

with a normal urine. 1

3. A systemic disease like diabetes may enhance
the pyuria.

4. Recurrent or persistant pyuria requires

definitive investigation.

The cause of pyuria may be one of many and
thus difficult to locate or simple examination may
suffice. The eminent pediatric urologist Merideth
Campbell lists some fifty causes in his textbook. 1

’
2

From my own experience, I have found the fol-

lowing to be at fault most often:

1. Cystitis and urethritis

2. Pyelonephritis

3. Congenital hydronephrosis
4. Vesical obstruction due to:

(a) Stenosis of urethral meatus (the most
common neglected urological condition

in children) 13 - 14

(b) Stenosis of perpuce
(c) Polyps of posterior urethra

(d) Congenital valves of posterior urethra

(e) Bladder neck sclerosis or congenital bar
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The organism most often encountered in urinary

tract infections is some member of the colon-

typhoid group of gram-negative bacilli, most often

E. coli. Gram-positive cocci, most frequently

Staphylococcus and Streptococcus, are responsible

in only fifteen to twenty percent. 5 ’
6 Although per-

sonally I have not encountered a significant

amount of tuberculosis of the urinary tract in

children, Campbell states that one of sixty cases

of persistant pyuria is attributable to tuberculo-

sis. 2 Kirby also emphasizes tuberculosis as a cause

of chronic infection of the urinary tract in chil-

dren. 11

My suggested routine for care of a child with

pyuria is as follows: As soon as pyuria is found

the history and physical examination is reviewed,

particular attention being paid to the possibility

of congenital abnormalities. In many instances it

is necessary to again talk with the child or his

parent to obtain omitted details. If this is done
and no apparent cause of the pyuria is found,

and if this is the first of such illnesses, I am in

favor of a trial with medication with no further in-

vestigation other than a gram stain of the urinary

sediment. This smear may be very helpful in

choosing a medication for specific treatment. In a

gram stain, about eighty-five percent will show
gram-negative organisms for which the sulfa prep-

arations are usually effective. Logan emphasizes

the value of the sulfonamides. 15 ’ 16 Fifteen percent

will be gram positive, for which penicillin may
be used. 7 In many instances there will be mixed
infections requiring antibiotics with wider range
of action, but such treatment, it should be noted,

is more expensive. Usually I start treatment with

gantrisin, elkosin or thiosulfil, but of course the

triple sulfa preparations may be used readily also.

I suggest the upper limit of recommended dosages

in all cases, whether of chemotherapy or of anti-

biotics.

It is important to follow all these cases carefully.

The child should be examined periodically, even
though the mother feels that the child is well and
that all symptoms have subsided. A persistent or

recurrent pyuria, despite the absence of symptoms,
makes complete evaluation and explanation a

must.

Urological investigation includes:

1. Intravenous urograms (Excretory urography
has proved the greatest boon to the study of

urinary-tract disorders since the invention of the

cystoscope) .
9
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2. Catheterization for residual urine.

3. Cystoscopy including the visualization of the

urethra, especially in boys.

4. Retrograde pyelograms, if the intravenous

urograms are not completely diagnostic.

5. Segregated urine specimens from each kidney

for culture (routine and tuberculosis), sensitivity

studies, and renal function tests.

6. Cystogram—a delayed cystogram may reveal

ureteral reflux when a single film fails.18

Such an examination will almost invariably give

a clear visual and laboratory description of the

causative factor for the pyuria. Only when this

has been accomplished can proper treatment be

administered.
,

The treatment of course varies with the etiol-

ogy. In some instances, surgical correction of the

lesion may be possible and must be done before

permanent improvement can be expected. In other

situations, the treatment may involve the choice

of appropriate medication, adequate dosage and
administration over long enough period of time.

Too often chemotherapy or antibiotics are given

only until symptoms are absent, rather than until

by laboratory means it has been determined that

the etiology has been eradicated. It should be

given for four to six days after the urine has been
reported “negative.” Only by such vigorous at-

tacks on urinary tract infection may the physician

expect prolonged improvement or cures.

hematuria

Bloody urine in a child is of extreme impor-

tance. It is most apt to mean nephritis, acute

urinary-tract infection or tumor, in that order. 1

Campbell, in his text, lists some 36 causes. 1 Many
of these also are responsible for pyuria. It is in-

teresting and significant that dark mine may not

be due to blood, but be the result of, a heavy diet

of beets, in which case anthocyanin is the excre-

tory product which is responsible for the dark
color.

Higgins offers a classification of hematuria
which is all-inclusive. 12 ' 19 ’

20 Most of the following

will apply to children.

I. Hematuria in general disease

A. Acute fevers: tonsillitis, scarlet fever,

rheumatic fever and the like.

B. Chronic infection: endocarditis (renal in-

farction), malaria.

C. Blood dyscrasias: purpura, leukemia, hem-
ophilia, polycythemia vera.

D. Deficiency and dietary disease: scurvy and
liver deficiency.

E. Diseases of unknown etiology: Hodgkin’s,

hypertension or arteriosclerosis with renal

involvement, periarteritis nodosa.

F. Ailments following medications: sulfon-

amides, methanomine, salicylates, bar-

biturates, mandelic acid.

G. Urethral disorders: infection, stricture,

tumor, pathology following instrumenta-

tion.

II. Hematuria due to intrinsic disease of the

urinary tract

A. Renal
1. Calculi or crystals

2. Nephritis

3. Tumor—capsular, parenchymal, pelvic

4. Infection—-acute and chronic including

tuberculosis

5. Anomalies—polycystic, horseshoe kid-

ney, nephroptosis

6. Trauma
B. Ureteral

1. Calculi

2. Infection

3. Stricture

4. Tumor
C. Vesical

1. Tumor
2. Infection

3. Calculi or foreign bodies

4. Ulcer

5. Trauma
D. Bladder neck

1. Prostate, including seminal vesicles

III. Hematuria associated extrinsic pathology

A. Acute appendicitis

B. Diverticulitis of the colon

C. Neoplasm of the colon, rectum or pelvic

structures

D. Acute or chronic salpingitis

To investigate the cause of hematuria, again a

careful examination of the urine is imperative

along with physical examination and the securing

of the history. The presence of casts, albuminuria

and edema almost certainly means nephritis. In-

travenous pyelography may be carried out, if de-

sired, but certainly instrumentation of the urinary

tract is contraindicated.

Bloody urine associated with urinary tract in-

fection includes a wide variety of conditions and
locations. The commonest cause of microscopic

hematuria in infants and children, according to

Tudor, is some manipulative procedure such as

dialating the foreskin or breaking the labial fold. 12

The. next-commonest cause is pyelonephritis and

it is surprisingly common in small girls under the

age of 3 years. 12 Tumors that bleed are rare in

children. Bandler found only three percent of

cases in his series of renal tumors of children.4

Locating the site of the bleeding may be easy.

A mere inspection in boys may reveal the meatus

to be small, ulcerated and with a small crack in

the mucosa. A small drop of dried blood may be

found adherent over the meatus. It is the simplest

of all congenital defects in the male. 14 A simple
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meatotomy is the treatment necessary, for only

rarely will ointments answer the problem. A
small meatus should not be overlooked when an

infant is circumcized. 10

With hematuria, one must completely evaluate

the urinary tract in the same manner as described

for pyuria. Prior to manipulative investigation,

certain laboratory work, including complete blood

count, prothrombin time, bleeding and clotting

times, and platelet counts should be done.

Specific treatment, of course, depends upon the

etiologic factor. Congenital anomalies may some-

times be corrected surgically. Blood dyscrasias

may or may not be amenable to treatment. Ex-

trinsic pathologic conditions warrant careful
therapeutic measures. Infectious lesions usually

respond to specific chemotherapy or antibiotic

treatment.

CRYPTORCHISM

Complete descent of the testes occurs in 99 per-

cent of males by birth.3 Thus in 1 percent of boy
babies, there is some degree of undescent. It is

now usually considered that the chorionic hor-

mone is responsible for the migration, and the

gubernaculum exerts a passive influence, acting

as a guide in its path. The testes may therefore

be undescended because of lack of proper hor-

monal stimulation, because of mechanical arrest

in the path of one of them, or because of combina-

tion of the two causes. It may be bilateral or

unilateral. The testicle may be found in the ab-

domen, in the inguinal canal, in the upper scrotal

area, or in an ectopic position such as in the pubic,

femoral or perineal areas.

Opinions as to phases of treatment of cryptor-

chism vary considerably. It is my impression that

bilateral undescended testicles warrant a trial at

hormonal therapy. One can surmise that the hor-

mone may have been present in insufficient quan-
tities at the 7-9 month in utero, so that normal de-

scent did not take place. Unilateral cryptorchism

offers no significant chance of success of treatment

other than by surgery. Large hernias and hydro-
celes are contraindications for hormonal treat-

ment.3 ’ 21 Bilateral undescended testicles should

be handled separately.3 ’ 21 Some authorities be-

lieve surgical correction should be done by the 6th

year to be sure that testicular damage does not

occur. Dr. Robert Gross,3 ’ 23 however, believes

that an older child is a better operative undertak-
ing. He is also of the opinion that hormonal treat-

ment does practically no good. Occasionally, he
says, the testicle will come down, but probably it

would have done so anyway at puberty, under the

influence of gonadotropic hormones. He doesn’t

feel that the hormone is of any use as an adjunct

to surgery and that it doesn’t enlarge or lengthen

the cord structures, as is sometimes thought.

I believe that hormonal treatment should be
carried out at an age near puberty—at about
nine to twelve years—so that in the event of any

secondary changes it will not be too significant.

Hamm and Harrison use 250-500 I.U. of chorionic

hormone intramuscularly twice weekly for 8

weeks. 3 ’ 21 Deming has used Follutin 250 I.U. in-

tramuscularly three times a week for four weeks.

Rolnick states that endocrine therapy should be

given a six-month trial at an early age, and then

if it fails, operation is advised as early as the

eighth year. 22 It is my impression that 250-500 I.U.

twice weekly for 8-12 weeks is an adequate course

of treatment and if this fails, then operation is

indicated.

Surgical correction of the undescended testicle

is necessary in a very high percentage of these

cases. The choice of operation depends upon each

individual case and the preference of the operator.

McDonald has used the vacuum treatment with

considerable success. 14

In a small percentage, surgery will be unsuc-

cessful because it is necessary to sacrifice too

much of the blood supply in order to gain enough
length of cord structures to bring the testicle into

the scrotum. If this is a bilateral situation, then an

artificial hormonal puberty and maintenance will

be required.

hydrocele in children

A congenital hydrocele is an accumulation of

serous fluid in the distal end of the nonobliterated

vaginal process. 22 The infantile type is sealed offT

does not vary in size and warrants early correc-

tion. The true congenital type communicates with
the peritoneal cavity and thus may come and go.

It may disappear spontaneously, and it has been
said that development of lymphatics after birth

is responsible for the disappearance. Very often,,

with the hydrocele in young boys, there is a

demonstrable hernia which should always be

looked for and corrected in conjunction with the

hydrocelectomy. An acquired hydrocele usually

has a history of trauma or epididymitis.

The differential diagnosis is usually between
hernia and hydrocele, or a combination of the

two. Rarely, a tumor of the testicle must be con-

sidered. The acute onset of pain and inflammatory
changes associated with torsion and epididymitis

respectively usually rules it out in the differential

diagnosis. Spermatoceles in boys are not seen,

since spermatogenesis has not yet taken place. 1

A history of injury is usually present if a diagno-

sis of hematocele is to be considered in a child.22

Except in the acquired type, the diagnosis of

hydrocele in a child is made on the history, since

birth, of an enlarged scrotum, which may or may
not vary in size. It transilluminates readily and
may or may not have an impulse, depending on an
associated hernia. If aspirated, the exudate is

straw colored, has a specific gravity of 1.020 to

1.026, and contains primarily albumin, some glob-

ulin and fibrinogen, a few leukocytes, endothelial

cells, cholesterin and fat droplets.22
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The treatment includes aspiration, where one is

sure there is no associated hernia, and in chil-

dren a fair percentage of cures are encountered.

Aspiration and injection of some sclerosing solu-

tion into the sac are not recommended. Surgical

treatment is usually the choice, and consists of

either eversion or almost complete removal of the

sac. The proper time for surgery in children has

been debated. Campbell says if the hydrocele re-

mains tense and shows no sign of disappearing

in one month, then operation should be performed
without delay. 1 If there is a hernia associated,

then surgery can be performed at any time after

the first year. If the cystic mass is enlarging, it

should be corrected promptly. Operation may be

delayed in those cases where there is a' small,

soft, fluctuant mass. These may disappear sponta-

neously, but if still present at puberty, I feel that

they should be corrected. Surgical treatment en-

joys a high percentage of success, but recurrences

do take place.

CONCLUSION

It is exceedingly important to do a complete in-

vestigation as to causes for pyuria and hematuria

in children. These have been discussed. In addi-

tion, the subjects of undescended testicles and
hydroceles in children have been briefly presented.
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MEDICAL HISTORY OF POLK COUNTY
Just off the press is a history of medicine of

polk county, iowa, authored by Walter L. Bier-

ring, chairman of the county society’s historical

committee. The text—144 pages, bound in blue

cloth—includes an index of physicians, hospitals,

medical associations and journals. It begins with
the establishment of the first white settlement in

October, 1845, and records, year by year, the

achievements of outstanding physicians since 1901.

A limited number of copies have been printed,

and the price is $4.00.

Deafness in Children Investigated

“A look through the older literature on the

etiology of deafness makes it obvious that a great

deal has been learned in the last few years con-

cerning loss of hearing in young children,” Drs.

E. P. Fowler and Milos Basek, of Columbia-Pres-
byterian Medical Center, New York City, declare
in the current issue of the archives of otolaryn-
gology. The old catch-all category “congenital

deafness,” they assert, must be cast away, and
septic meningitis and scarlet fever must no longer
be regarded as the most frequent causes of ac-

quiring hearing difficulty.

In a study of 270 deaf children under the age
of 10, in all but two of whom deafness began
before the child was five years old, they found
that 81 had been injured prenatally. Ten of those

cases were attributed to such conditions as heredi-

tary deafness and syphilis; 50 became deaf as the

result of German measles, Rh blood factors, emo-
tional causes (excessive vomiting), use of abor-

tives and convulsions during pregnancy; and 21

became deaf as the result of labor difficulties.

Of the 189 in whom deafness was acquired, 45

lost their hearing after inflammation of the middle

ear; 39 became deaf following high fever and such
infectious diseases as meningitis, mumps and
measles; 8 cases were attributable to drugs and
poisoning; and 11 developed deafness following

such conditions as fractured skull, Meniere’s dis-

ease, leukemia and cerebral degeneration. In 86

cases, the exact cause of deafness was undeter-

mined.
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The first reported case of L. pomona infection

in Iowa was described by Larson 1 in 1953. Inas-

much as he excellently reviewed the literature

on the subject, it will be omitted here. This

paper reports an additional case, briefly discusses

a blood-test survey for leptospirosis among Iowa
veterinarians, reports the results of leptospirosis

tests on a group of residents in an Iowa Mental
Institute and summarizes the epidemiology of the

disease as it has occurred in Iowa. Since it is

recognized2 that man is infected with Leptospira

by contact with infected animals or their excreta,

a discussion of the disease in animals is presented

first.

Although leptospirosis due to L. pomona has

been known to exist in farm animals in this coun-
try for about a decade,3 Bennett4 of the Iowa Vet-

erinary Medical Diagnostic Laboratory reports

that it was first recognized in Iowa cattle in 1951

and in Iowa hogs the following year. As deter-

mined by serologic tests, it has occurred in farm
animals in most of the counties in Iowa since

then. During the period August 1, 1952, to July

31, 1953, the infection was reported in hogs only

in 16 counties, in cattle only in 23 counties and in

both species in 22 counties (Map I). In addition

there was one serologically positive horse each
from Audubon, Madison, and Johnson counties.

The infection may have been present in other

counties during this period, for the reports rep-

resent only those suspected cases that were con-

firmed by serologic tests at the Iowa Veterinary

Medical Diagnostic Laboratory.

The clinical picture of leptospirosis in cattle may
vary grealy from case to case. It may be a severe,

fulminating hemolytic infection causing death

within 24 hours of onset, or it may be so mild

that it is clinically inapparent. Most cases are

between these two extremes. Reinhard 3 has listed

fever, anorexia, depression, diarrhea, anemia,

icterus, hemoglobinuria, hemoglobinemia, oligo-

galactia, agalactia, weight loss and abortion as the

principal clinical manifestations of bovine lepto-

spirosis. Since many of these same manifestations

may be due to other etiologic agents, a clinical

* Director, Division of Preventable Diseases and Deputy
Commissioner, Iowa State Department of Health. Assistant
Director, State Hygienic Laboratory, and Public Health Vet-
erinarian, Iowa State Department of Health, respectively.

diagnosis of leptospirosis usually is difficult or

impossible without laboratory tests.

While there is evidence that the disease in

hogs also varies in severity, its clinical manifesta-

tions remain to be clearly delineated.3 L. pomona
has been isolated from the urine of a hog sick

with hog cholera.5 Serologic evidence indicated

that subclinical leptospiral infection existed among
other hogs on the same farm. In Illinois'’ the

organism has been isolated from aborted swine
fetuses from a herd that had been found negative

to the Brucella agglutination test. Sippel and At-

wood 7 state that in this country the abortion-

icterus-anemia syndrome is most common, where-
as in Europe symptoms referable to the central

nervous system predominate. Gsell8 mentions that

L. pomona infection in pigs usually does not pro-

duce a characteristic illness.

L. pomona has been isolated from horses that

showed manifestations of acute septicemic dis-

ease." Yager et al. 10 and Bohl and Ferguson11 re-

port antibody titers for L. pomona among horses

and observe that the incidence of such titers is

higher among horses with recurrent iridocyclitis.

Yager12 reports the isolation of L. pomona from
the fluid of the anterior chamber of the eye of a

horse one year subsequent to experimental intra-

muscular inoculation with the organism. It is his

belief that recurrent iridocyclitis in horses is

caused by Leptospira. Johnson13 states that two
of the Iowa horse serum specimens with positive

titers for L. pomona mentioned above were from
animals that showed clinical manifestations of re-

current iridocyclitis (periodic ophthalmia).

Knowledge regarding the epizootiology of L.

pomona infection is incomplete. The disease occurs

in both sexes.3 In Iowa, animal cases have been
reported every month of the year. 4 It has been

observed that morbidity and mortality in mature
cattle are lower than in young animals. 14, 15 The
organism localizes in the tubules of the kidney,

where it may remain and multiply for many
months.15 Such renal carriers shedding the or-

ganism afford ample opportunity to contaminate

the environment of other animals and man. Goeh-

enour and Yager15 state that the carrier condi-

tion may develop subsequent to either a clinical or

subclinical infection. Reinhard3 states that Lepto-
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MAP i

LEPTOSPIRA POMONA INFECTION IN CATTLE AND HOGS IN IOWA AS DETERMINED BY SEROLOGIC TESTS'

Cattle and Hogs 22 Counties

Species and geographical distribution of positive blood specimens August 1, 1952-July 31, 1953

spira can persist for several weeks in natural

waters in warm seasons. Although the most com-
mon avenue of infection is not known, the res-

piratory, oral and pharangeal mucosa, the con-

junctiva, and skin wounds or lesions have been
listed as likely portals of entry.3

Bohl and Ferguson11 suggest the probability of

spread from cattle to hogs, or vice versa, based
on positive serological findings in both species

from three farms on which the cattle and swine
were in close contact. Gochenour et al.5 reported
serologically positive cattle and hogs on the same
farm. In this instance the two species of animals
were not in contact, but the cattle pasture drained
into the hog lot.

HUMAN CASE REPORT

The following account of a human illness

thought to be due to L. pomona infection was
made available through the kind cooperation of

the attending physician, Thomas E. Brobyn, M.D.,
Grinnell, Iowa. The patient was a veterinarian,

aged 37, engaged in general veterinary medical
practice in central Iowa. He suddenly became ill

August 26, 1952, with extreme weakness and
fever as the principal manifestations. He was
hospitalized the following day with a temperature
of 104°F. His chief complaints were weakness,

muscular aches and pains, severe headaches, and
painful testes. He returned home September 1,

stayed in bed three or four days and still had
severe headaches. He resumed practice in a few
days, but felt weak and became fatigued easily for

several weeks. When interviewed one year sub-

sequent to his illness, he stated he still tired more
easily than he did prior to the illness. On Novem-
ber 5, 1952, a specimen of his blood was submitted

to Dr. Karl Reinhard, U.S.P.H.S. Rocky Mountain
Laboratory through Dr. Paul Bennett, Iowa Vet-

erinary Diagnostic Laboratory, for agglutination-

lysis test. Dr. Reinhard reported a positive reac-

tion for L. pomona antibodies in a dilution of

1:10,000. A second specimen drawn January 20,

1953, (identified as No. 8 in Table No. 1) and
tested by Dr. Martha Ward, U.S.P.H.S. Com-
municable Disease Center Bacteriological Labora-

tories at Chamblee, Georgia, gave a positive re-

action with L. pomona antigen in a dilution of

1:512. A third blood specimen, collected in No-
vember, 1953, and tested by Dr. Reinhard, gave

a positive titer of 1: 100 for L. pomona. While the

patient had had no known contact with proved

cases of animal leptospirosis prior to his illness,

he had collected blood samples from a herd of

cows for a brucellosis test about ten days before

the onset of his illness. One of the cows was off
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feed and secreting bloody milk. Prior to the

illness, the patient had treated several other herds

of cattle that were suspected of being infected

with leptospirosis, but serology had not been done.

Subsequent to his illness, clinically suspected

cases of leptospirosis in both cattle and hogs in the

area have been confirmed by positive agglutina-

tion-lysis tests.

BLOOD TEST SURVEY AMONG VETERINARIANS

In an effort to learn more about the human
health significance of Leptospira pomona in Iowa,

a survey was conducted among veterinarians.

Blood samples were drawn from 148 veterinarians

in attendance at the annual meeting of the Iowa
Veterinary Medical Association in Des Moines in

January, 1953. Three specimens were broken in

transit and five were unsatisfactory for examina-
tion. The remaining 140 specimens represented

75 Iowa counties and 7 neighboring states. The
agglutination-lysis test for leptospiral antibodies

was applied to these specimens by Dr. Martha
Ward. All sera were tested against L. ictero,

L. canicola, L. pomona, L. grippotyphosa, L. sejroe,

L. bataviae, L. pyrogenes, and L. ballum antigens.

In addition some of the specimens were also tested

against L. hebdomidis and L. autumnalis antigens.

(Complete results of the survey are being re-

ported elsewhere.)

Of these 140 specimens, 23 gave some degree of

reaction to L. pomona antigen. The results show-
ing the titers for each Leptospira species of these

23 specimens (all Iowa veterinarians) are given in

Table I.
16 It will be noted from this table that

all of these specimens also reacted with L. can-

icola antigen and that the canicola titer was as

high or higher than the pomona titer on all spec-

imens except No. 8 and No. 67. Specimen No. 8

is from the veterinarian whose illness with lep-

tospirosis is reported above. Specimen No. 67 is

from a veterinarian, aged 27, who had been in

general veterinary medical practice about one and
one-half years. He had no knowledge of being in-

fected with Leptospira. About three months prior

to collection of this blood specimen, he had been
mildly ill for a few days. Based upon history, clin-

ical manifestations and rising blood titer for

brucella, his illness had been diagnosed as brucel-

losis. When interviewed a year later, he stated that

he had been in good health subsequent to the

mild illness. Prior to his illness, he had treated

cattle that showed clinical manifestations of lep-

tospirosis and hogs that had been serologically

positive and showed clinical signs of the disease.

The rather high titers of these specimens when
tested with L. canicola antigen are shown in Table

I. When considering the significance of these titers,

one must keep several factors in mind. Gochen-
our17 has stated that there are co-reactions be-

tween serotypes and points out that higher titers

for L. canicola than for L. icterohemorrhagiae are

frequently encountered in persons infected with

L. icterohemorrhagiae A serotype. Bohl and Fer-

guson 11 list the dog as the primary and man as

the secondary host for L. canicola. Although the

incidence of leptospirosis among dogs in Iowa is

unknown, the report18 of the Veterinary Hospital

Clinic at Iowa State College showing 53 cases for

1952 would indicate that the disease is not uncom-
mon. As is the case with cattle and hogs, many
dogs may have subclinical leptospirosis and be
renal shedders of Leptospira Since most veter-

inarians have been in close contact with dogs
during their practice, their opportunity for sub-

clinical infection with L. canicola is not remote.

Since Reinhard8 states that agglutinating anti-

TABLE i

Blood Titers for Various Species of Leptospira on Specimens (Veterinarians) that reacted with L. pomona Antigen

Specimen
No. L. canicola*

Titers
L. pomona * L. ictero* Remarks

8 1:32 1:512 Clinical leptospirosis in August, 1953.
9 1:128 1:32

11 1:128 1:32 Non-febrile illness, backache, pyuria in December, 1952.
18 1:128 1:32
32 1:128 1:8
33 1:512 1:32 “Not feeling well'' (Chronic).
40 1:128 1:32
60 1:128 ± Gall bladder disease last two years.
61 1:512 “Flu" twice in last two years.
67 1 :128 1:512 1:32
77 1:512 1:32
80 1 :512 1:32
82 1:128 1:32
96 1:128 1:32
99 1:32 "+-

107 1:128 1:8
120 1:128 1:32
127 1:128 ± Sinusitis.
131 ± ±
132 1:128
135 1:128 1:32
141 1 :512 1:32
142 1:128 1:8

* In addition all specimens were tested with L. grippotyphosa, L. sejroe. L. bataviae. L. pyrogenes, and L. ballum ant-
igens with negative findings. Specimens 120, 127, 131, 132, 135, 141, and 142 were also tested with L. hebdomidis and L
autumnalis antigens with negative results.
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bodies persist in animals for years following in-

fection, titers for L. canicola in man could also

indicate evidence of past infection. As in most
serologic tests, anamnestic reactions must also

be considered as a possible factor.

At the time the blood specimens were drawn,

each donor was asked if he had experienced any
febrile illness in the preceding two years. The
comments in answer to this question are shown
under “remarks” in Table I. Only one, No. 8,

gave a history of being ill with leptospirosis.

For diagnostic purposes, the desirability of test-

ing paired blood specimens is well recognized.

That is, in order to demonstrate a rising titer, one

specimen taken early in the course of the disease

and another taken two or three weeks later are

necessary. In some cases a third specimen is neces-

sary to demonstrate a rising titer. When only one

specimen is tested, as was the case in this survey,

it is Dr. Ward’s belief that titers of 1:32 are of

questionable significance, but that titers of 1: 128

or above are definitely indicative of past expe-

rience with leptospira. 10

Map II, showing the counties of residence of

the veterinarians whose leptospirosis tests are re-

ported in Table I, indicates that no particular

geographical area in the state is more involved

than other areas are.

TESTS AT AN IOWA MENTAL HOSPITAL

In association with an extensive laboratory test-

ing program during an amebiasis control project

at an Iowa mental institution, blood specimens
from 20 selected residents were tested for lep-

tospirosis. This group of specimens also was tested

by Dr. Ward. The results are shown in Table II.

Of the 20 specimens tested, 8 reacted with L. can-

icola and L. pomona antigens but did not react

with other leptospira antigens. One specimen
(P.S.) reacted slightly with only L. pomona. The
remaining 11 specimens were negative to all the

leptospira antigens used.

DISCUSSION

The occurrence of a newly recognized disease

in animals and man in Iowa emphasizes the edito-

rial comment of the American journal of pub-

lic health 10 which states: “With the notable re-

ductions which have taken place in many diseases

spread from man to man, the relative importance
of certain infections which may be spread from
animals to man becomes greater.” With the live-

stock population on Iowa farms counted in the

millions, the potential reservoir for zoonoses (dis-

eases transmitted between animals and man) is

very large. The raising, marketing, and processing

of such a large number of animals results in

repeated and close contacts of man with the

animals and with the environment of the animals.

If the animals are infected with or are carriers

of human pathogens, cases of illness among the

human population are likely to develop. Gsell*

observed a higher incidence of L. pomona human
infections in areas that had large swine herds

than in areas with small swine herds. Spink,20

who described the first human case of L. pomona
infection in Minnesota, states that leptospirosis

should be suspected among persons with an acute

febrile disease associated with lymphocytic men-
ingitis and especially among those having con-

tact with cattle or swine. It should be different-

iated from Q-fever, brucellosis, and infectious

mononucleosis. Spink further states that serologic

tests for L. pomona agglutinins are indicated on

sera of human patients with iridocyclitis, inasmuch
as this condition is occasionally a late complica-

tion of L. pomona infection.

bibliography

1. Larson, Erling: Leptospirosis Due to Leptospira Pomo-
na: Report of First Case in Iowa and a Review of the
Literature. Journal of the Iowa State Medical Society,
43:178-81, (May) 1953.

2. Editorial. Leptospirosis in Man and Animals. J.A.M.A.
150:1406-7 (December 6) 1952.

3. Reinhard, K. R.: Present Knowledge and Concepts of
Leptospirosis in Farm Animals. J. Am. Vet. M. A., 123:487-
93, (December) 1953.

4. Bennett, Paul C.: Iowa Veterinary Diagnostic Labora-
tory. Personal Communication. 1953.

5. Gochenour, W. S., Jr., Johnston, R. V., Yager, R. H.,
Gochenour, W. S.: Porcine Leptospirosis. Am. J. Vet. Res.,
13:158-60, (April) 1952.

6. Bryan. H. S., Rhoades. H. E.. Willigan, D. A.: Studies
on Leptospirosis in Domestic Animals: II Isolation of L.
pomona from Aborted Swine Fetuses. Vet. Med. 48:438,
(November) 1953.

7. Sippel, Wm. L . and Atwood, Max B.: Leptospirosis in
Swine. In Symposium on the Leptospiroses. 11-12 December
1952. Walter Reed Army Medical Center. Government
Printing Office, Washington, D. C., 1953.

8. Gsell. Otto R.: Epidemiology of Leptospirosis. In Sympo-
sium on the Leptospiroses. 11-12 December 1952. Walter Reed

TABLE II

Results of Positive Agglutination-lysis Tests for Leptospirosis on Blood Specimens from Residents of an Iowa Mental
Institution

Specimen L. canicola
Titers

L. pomona Remarks

KC 1:512 H-

PS ±
LB 1:1024 1:128
CW 1:2048 1:64
ST 1:128 it

EP 1:512 ^t

IC 1:512 ;t

WC 1:2048 ±
JB 1:64 1:64

All specimens were also tested with L. ictero.

L. grippotyphosa, L. sejroe, L. bataviae. L. py-
rogenes. L. ballum, L. hebdomidis, and L. au-
tumnalis antigens with negative findings.



Vol. XLIV, No. 7 Journal of Iowa State Medical Society 289

MAP II

GEOGRAPHICAL DISTRIBUTION OF IOWA VETERINARIANS TESTED FOR LEPTOSPIRAL AGGLUTININS

Shaded areas indicate counties having one or more veterinarians whose blood reacted with L pomona antigen. The
letter N in a county indicates one or more veterinarians tested for L. pomona with negative results.

Army Medical Center. Government Printing Office, Wash-
ington, D. C.. 1953.

9. Roberts, S. J., York, Charles J., and Robinson, J. W.:
An Outbreak of Leptospirosis in Horses on a Small Farm.
J. Am. Vet. M. A., 121:237-42. (October) 1952.

10. Yager, R. H., Gochenour, W. S., Jr., and Wetmore.
P. W.: Recurrent Iridocyclitis (Periodic Ophthalmia) of
Horses. J. Am. Vet. M. A.. 117:207-9, (September) 1950.

11. Bohl, E. H.. and Ferguson, L. C.: Leptospirosis in
Domestic Animals. J. Am. Vet. M. A., 121:421-8, (Decem-
ber) 1952.

12. Yager, Robert H.: Discussion, page 81. In Symposium
on the Leptospiroses. 11-12 December 1952. Walter Reed
Army Medical Center. Government Printing Office, Wash-
ington, D. C., 1953.

13. Johnson, M. J.: Veterinary Clinic, Iowa State College.
Personal Communication. 1953.

14. Reinhard, Karl R.: Newer Knowledge of Leptospirosis
in the United States. Exper. Parasitology, 2:87. (January)
1953.

15. Gochenour, W. S., Jr., and Yager, Robert H.: Man-
ifestations of Bovine Leptospirosis. Veterinary Medicine.
48:218, (June) 1953.

16. Ward. Martha K.: Special Bacteriological Laboratories.
U.S.P.H.S. Communicable Disease Center, Chamblee, Georgia.
Personal Communication, 1953.

17. Gochenour, W. S., Jr.: Laboratory Diagnosis of Lep-
tospira! Infections. (Abst. ) Bull. New York Acad. Med.
29:648-9, (August) 1953.

18. Catalog. Division of Veterinary Medicine. The Iowa
State College Bulletin. 1953-54. Ames, Iowa.

19. Editorial. The Zoonoses. Am. J. Pub. Health, 43:476-7,
(April) 1953.

20. Spink, Wesley W. : Human Leptospirosis Due to Lep-
tospira Pomona. Minn. Med., 35:525-8, (June) 1952.

POLIO PRECAUTIONS PAMPHLET

During the latter part of May, a folder entitled

"Polio Pointers for Parents—1954” was distributed

throughout the majority of the schools of the

country. Exceptions were schools where vaccine

trials took place, since comparable information

was supplied at that time to parents of the chil-

dren who took part.

The folder is now available to physicians, hos-

pitals and others for use during the polio epidemic

season. A companion poster, illustrating precau-

tions and giving brief statements on vaccine and
gamma globulin, also may be ordered. Address:

The National Foundation for Infantile Paralysis,

120 Broadway, New York City 5.

TRACHEOTOMY TUBE MARKETED

The tracheotomy tube developed at the Ray-
mond Blank Memorial Hospital, in Des Moines, by
Dr. J. A. Downing and his associates has been
put on the market by the Pilling Company, sur-

gical instrument manufacturers, of Philadelphia.

The device, described in the October, 1950,

Journal of the Iowa State Medical Society*, is

useful in treating patients who suffer from bulbar

poliomyelitis, from tetanus with laryngo-spasm,

from drowned lungs, and from head and chest

injuries where a positive O2 closed system must
be maintained.

* 40 :479-81.



Diagnosis and Treatment of Masses and

Tumors in the Neck
ROBERT C. HICKEY, M.D.*

IOWA CITY

The clinical management of masses and tumors
of the neck does not fall within the scope of any
single medical discipline. The variety and diversity

of the problems demand multiple skills for the

well being of the patient. Derangements attribut-

able to embryological maldevelopment, infection,

trauma and neoplasia may occur—and may occur

throughout life, with no age being immune. The
maldevelopments are at times quite striking, and
at times perplexing diagnostically; the infections

are highly variable; trauma may present a prob-

lem; and if the term neoplasia is used loosely, the

tumors may tax the endocrinologist or an entire

tumor-clinic group. Any discussion of neck masses
is inadequate without some consideration of adja-

cent anatomical areas, but in this discussion no
consideration is to be given to diseases of the

central nervous system.

DIAGNOSIS

A well-elicited history is essential in the evalua-
tion of a tumor or mass in the neck. In the his-

tory, the embryological and normal anatomy must
be considered, as well as the age, habits, oc-

cupation and sex of the patient. The manner and
time of discovery, coupled with subsequent be-

havior, will often differentiate a congenital abnor-
mality, an infection and a neoplasm.
A well-executed and well-interpreted complete

physical examination is necessary. As with any
other anatomical areas, thoroughness is essential.

The local examination must be complemented by
indirect mirror examinations, routine radiographs
and laboratory procedures; and it should be sup-
plemented by endoscopy, antral punctures, radi-

ographic laminography, special laboratory studies

and other indicated procedures.

Microscopic verification of the disease will be
necessary on many, many occasions. The biopsy is

best done by the individual or group prepared to

complete the therapy. An injudicious open biopsy
may interfere subsequently with skin incisions,

may cross lymphatics or may cause seeding of can-
cer cells. At the University Hospitals, aspiration
biopsy (Fig. 1) is frequently done. The aspirated
material is sandwiched in Gelfoam,® and with the
aspirated tissue embedded thus, excellent paraffin

sections are obtained. For effective results, how-
ever, the cooperation between surgeon and pathol-

* From the Department of Surgery, College of Medicine,
State University of Iowa.

ogist must be of a high order. At times, an open
biopsy of a neck mass will need to be done, par-

ticularly in lymphomas or infections. But an open
biopsy for confirmation at the time of a large

therapeutic procedure such as neck dissection is

to be condemned most emphatically because of the

likelihood of seeding cancer cells in the wound.

CONGENITAL MASSES AND TUMORS

The neck structures are derived from the so-

called three germ layers, and the intricate em-
bryological development, with infoldings and tis-

sue migrations, allows for diverse malformations
which may present as fistulas, cysts or masses.

Usually the congenital malformations are noted in

childhood, although on rare occasions older in-

dividuals may exhibit them. The congenital lesions

most likely to be encountered are thyroglossal cyst

and fistula, branchiogenic cyst and fistula, lym-

phangioma (cystic hygroma colli); and, more rare-

ly, dermoid inclusions, and functioning (but mis-

placed) rests, such as lingual thyroid, and bran-

chiogenic carcinoma.

The thyroglossal anomalies spring from the mi-

gratory path of the thyroid in its embryological

passage from the foramen cecum at the base of

the tongue to its position over the upper tracheal

rings. The tract usually obliterates, but if rem-

nants remain as a cyst or a fistula, they are near-

midline, and the cyst is usually not infected un-

less opened. Treatment is by excision through

Figure 1. The equipment necessary for an aspiration biopsy
is shown. The skin is infiltrated with procaine, the skin
incised and the needle with stilette is introduced into the
tumor. The aspirated material is placed in Gelfoam and
processed in the pathology laboratory.
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Figure 2. Ureteral catheter in a branchiogenic fistula.

A radiograph showed an intra-oral communication at the
faucial tonsil when iodized material was introduced. The
dissection was between the external and internal carotid
arteries.

Figure 3. Infant, 8 weeks old. with cystic hygroma colli.

Child was operated upon under urgent conditions, and mod-
ified radical neck dissection done.

transverse incision. Dissection of the tract is car-

ried cephalad to the base of the tongue and into

the mouth, a mid-segment of hyoid bone is re-

moved, and the bone reapproximated. Repeated
stepladder transverse incisions may aid in the

tract dissection. A longitudinal incision is not used,

for such an incision produces an unsightly rigid

scar.

One must be judicious in excising the rare

lingual thyroid, for it may be the only source of

endogenous thyroxin. First, the inferior portion

of the neck should be explored, or radioactive-

iodine tracer studies done. The usual substernal

thyroid results from the growth of a thyroid

adenoma through the thoracic cage inlet and is

not an anomaly.

The branchiogenic fistulae and cysts are most
frequent, apparently from the second branchial

pouch. The branchiogenic anomalies are laterally

situated. The cyst presents generally medial to

the upper border of the sternocleidomastoid mus-
cle, and the fistula presents lower in the neck
(Fig. 2). Therapy of the fistula is by dissection,

carried cephalad by a series of transverse incisions

and followed to the tonsillar area between the ex-

ternal and internal carotid arteries. The cysts are

excised, and a communication intraorally may not

be found. A first branchial pouch fistula may pre-

sent anterior to the ear, and a third branchial

pouch fistula may present low in the antero-

lateral neck. Both may have intra-oral com-
munications.

Cystic hygroma colli is encountered most fre-

quently in infants. This is a benign multilocular

cystic anomaly which is the result of an embryo-
logic abnormality of the lymphatic channels. The
failure of orderly development of the lymphatic

system results in the endothelial lined tumor. The
mass may enlarge slowly or swiftly, and may ex-

tend from the face to the thorax or may be rel-

atively localized. It may distort normal structures

extensively, infiltrate muscle, and surround major
vessels and nerves (Fig. 3). The choice of therapy

is surgical excision. The dissection of this lym-

phatic tumor may constitute a major undertaking.

For those cysts which cannot be removed, punc-

ture and injection with 25 percent dextrose solu-

tion should be done to induce scarring. Results

of X-radiation are equivocal, at best, unless large

doses are used, and in the child they may be in-

judicious.

Brief consideration should be given to bran-

chiogenic carcinoma. This must be a biologically

proved diagnosis; that is, all too often a branchi-

ogenic carcinoma is a metastasis from an undis-

closed primary. In Fig. 4, a 68-year-old patient

is shown with a large cervical mass of proved
epidermoid carcinoma. The primary in the hy-

popharynx was not discovered until three months
later, in spite of effortful searches. To establish

the diagnosis of a branchiogenic carcinoma, a

primary tumor, which could have produced a

mimicing metastasis, must not be discovered for

five years.

CERVICAL LYMPHADENOPATHY

The neck is a frequent site for the secondary

manifestation of a disease. A systemic virus in-
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fection, such as mumps, has parotitis as the most
frequent finding. Rubella may be the cause of

posterior cervical lymphadenopathy, and infec-

tious mononucleosis also may cause enlarged

cervical nodes.

The lymphatic pathways of the head, upper
respiratory and upper alimentary passageways, as

well as adjacent cervical structures, drain through

the neck nodes. Indeed, communications from sub-

clavicular levels are frequent. Bacterial infections

draining to the cervical nodes can cause painful

and usually discrete lymphadenopathy. The gran-

ulomatous infections such as tuberculosis or ac-

tinomycosis, draining to the cervical nodes, often

produce matted, firm, enlarged nodes which can

be quite resistant to therapy. Cancer me^astases

lodge in the cervical nodes and are the most fre-

quent cause of painless unilateral or asymmetrical
cervical lymphadenopathy.

A knowledge of the lymphatic drainage of the

neck helps to determine the source of a primary
disease. For example, the initial drainage to the

preauricular node is from the temporal portion

of the scalp, eyelid and check, and drainage to

the postauricular node is from the parietal scalp

area. The submaxillary nodes drain the floor of

Figure 4. The cervical mass was suspected of being a
branchiogenic epidermoid carcinoma, but the primary hy-
popharangeal cancer was found three months later.

Figure 5. Seventeen-year-old girl with carcinoma of the
thyroid. The lateral cervical metastases are seen.

the mouth, anterior portion of the tongue, lower
gingiva and cheek. The submental nodes drain

the lower lip and anterior floor of the mouth.
Diseases of the tonsil are likely to be reflected

in any enlargement of the nodes near the angle

of the mandible, and diseases of the tongue cause

enlargment of the jugulo-digastric node. These
nodes communicate with the deep jugular and
spinal accessory chain of nodes, and overlapping

does occur. The thyroid and larynx drain to adja-

cent nodes. In addition, the supraclavicular nodes
may receive lymph flow from the axilla, arm,

breast, mediastinum and even stomach (Virchow’s

node)

.

PRIMARY TUMORS IN THE NECK

Primary ectodermal, endodermal and mesoder-
mal tumors, both benign and malignant, may oc-

cur in the neck. Of first consideration are the

salivary gland mixed tumors which occur most
frequently (85 percent) in the parotid; the es-

timated occurrence in other individual salivary

glands is roughly proportional to the normal size

of that gland. Tumors of the parotid should be

excised widely. Since most occur in the super-

ficial parotid lobe, a superficial parotid lobectomy
is done, with the seventh cranial nerve under
direct vision. A simple excision of a parotid mixed
tumor without an adequate margin of tissue is

poor therapy. The tumor has no definite capsule,

and the recurrence rate will be high. Further-

more, mixed tumors are not unequivocally benign.

Malignant parotid tumors may be excised with

or without a neck dissection and without regard

for the seventh cranial nerve. X-radiation may be
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Figure 6. A total thyroidectomy and bilateral radical neck
dissection was done. The left deep jugular vein was pre-
served. Therapeutic I 131 was given six weeks later.

used in therapy also, but it is not used as an

alternate means to preserve the seventh nerve,

for the nerve is destroyed by the tumor. The
other salivary gland tumors are treated in a sim-

ilar manner.
The endodermal tumors are principally those

of thyroid and parathyroid origin. The therapy

may depend largely on the hormonal activity of

these tumors, and insofar as the endocrinological

aspect is a complete treatise, hyperthyroidism, hy-

perparathyroidism or the converse will not be dis-

cussed. Solitary thyroid adenomas have attracted

attention because of their frequent association

with carcinoma. These are well handled by lobec-

tomy, with careful tissue examination at the

operating table. Multiple adenomas of the thyroid

are less likely to be cancer. Even the malignant

thyroid or parathyroid tumor may be endocri-

nologically active. The ideal therapy for malignant

thyroid disease is total thyroidectomy with ipsilat-

eral or bilateral neck dissection as indicated (Fig.

5, 6), followed by therapeutic Iodine 131. Follow-

ing surgical oblation of the thyroid and regional

metastases, distant or minute metastases are more
likely to develop hormonal activity; these cells

will be destroyed when utilization of the radio-

active iodine is attempted.

It is to be recognized that the therapy for

carcinoma of the thyroid depends on the cell type

and on the clinical stage of the disease. With an

undifferentiated, locally invasive carcinoma, the

therapy must be directed toward palliation. Car-

cinoma of the thyroid also occurs in children. In

children, as in adults, the single nodule in the

thyroid possesses malignant potentials.

The mesodermal tumors are less frequent, but

cavernous angiomas, lipomas, fibromas and their

malignant counterparts may appear. As a rule

these are treated by appropriate excision.

If the unicentric origin for lymphosarcoma and
Hodgkin’s disease is accepted, these neoplasms
may appear primarily in the neck. The accepted

form of therapy is full, judiciously administered

therapeutic X-radiation, rather than surgery alone

at this time.

head-and-neck cancer with regional spread

In neoplastic therapy, it is axiomatic that the

primary disease and its spread must be controlled

to afford the diseased patient an effective op-

portunity for survival and cure. The rationale for

“en bloc” surgical control of a primary tumor

and the node-bearing area is exemplified by the

treatment of carcinoma of the breast. With the

standard radical mastectomy, the afflicted breast,

intervening lymphatics and the axillary lymph

nodes are removed in continuity. Some head-and-

neck cancers are well treated by “en bloc” resec-

tion, particularly those which metastasize in a

predictable manner, although variations for any

given patient or neoplasm must be expected. The

impetus for the composite head-and-neck cancer

Figure 7. Combined radical neck dissection and floor-of-

mouth resection with partial glossectomy. The mandible
was free from disease and preserved. The right side of the
divided tongue and floor of mouth are drawn into the neck
wound. The radical neck dissection has been finished (Vet-
erans Administration Hospital patient, age 64).

Figure 8. Specimen. Poorly differentiated squamous car-

cinoma, floor of mouth with metastases to 7 of 27 nodes.
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Figure 9. Primary healing of internal and external suture
lines, fourteen days after operation.

operations came largely from Ward and from
Martin.

Until a decade ago, the therapeutic role of the

surgeon in neoplasms of the head and neck rested

with extirpational therapy for readily accessible

lesions, including intrinsic carcinoma of the lar-

ynx, and neck dissection for metastatic carcinoma
in nodes. The primary lesions were treated, for the

main part, by irradiation. Dissatisfaction with the

over-all results of therapy, along with the sequelae

of justifiably heavily administered irradiation

therapy, led to the undertaking of the composite,

or in-continuity operations for head-and-neck can-

Figure 10. Combined bilateral supraomohyoid neck dis-
section with lower lip and face resection for epidermoid
carcinoma of the face adjacent lip. The dissection has been
completed (Veterans Administration Hospital patient, age
38).

cer at a time when improved surgical methods
became available through fluid balance, better an-

esthesia and the control of infection. In no wise
is irradiation therapy being condemned, nor has
it been entirely replaced. Many lesions respond
best to irradiation, but radiosensitivity and radio-

curability must not be confused. Then too, good
radiation therapy is far better than poor surgery.

For some lesions, no satisfactory therapy exists

at present.

The fundamental principle in the composite

operation is that the primary neoplasm, interven-

ing lymphatics and the lymph-node-bearing areas

are removed at one operation. For every operation

of this type, mature and individual judgment must
be given to planning. Tumor or drainage path-

ways must not be transected. Certain neoplasms
of the head and neck lend themselves to the

composite operation, such as carcinoma of the

larynx with palpable nodal metastases, and
carcinoma of the tongue, floor of the mouth,

face and lower gingiva. Cancer of the lower

lip with palpable metastases and thyroid can-

cer with regional spread are other examples. (Figs.

5-12). One should know whether the operation is

directed toward cure or palliation. If the operation

is to give only temporary benefit, an operation of

this magnitude is unjustified unless to relieve in-

tractable pain. For some lesions, combinations of

modalities using X-radiation, gamma radiation and
surgical neck dissection afford the patient the

best opportunity for survival.

Patients treated by radical surgery need critical

postoperative care. One must direct attention par-

ticularly to the airway. Tracheostomy is manda-
tory.

Even though radical resection of cancer tissue

is done, the patients tolerate the operation well,

and the complication rate is reasonably low. It

is to be acknowledged that there is some dis-

figurement, but in general, the ultimate cosmetic

result is satisfactory. At the present time we are

directing our efforts toward a more satisfactory

Figure 11. Specimen. Squamous carcinoma with no node
metastases, although palpable nodes were present pre-

operatively
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technique for mandibular bony reconstruction. It

is imperative at operation, however, that po-

tential cosmetic advantage not he retained at the

sacrifice of a good cancer operation. Because most

of the operations have been performed since the

end of World War II, a significant documentary

series of end-results is not available. But at this

time the results appear encouraging.

SUMMARY

A general review of masses and tumors in the

neck has been undertaken. Head-and-neck cancer

surgery has been extended in the past decade by

an “en bloc” surgical technique, whereby a pri-

mary tumor, intervening lymphatics and node-

bearing areas are removed in one operation. The
results of such operations are encouraging.
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Figure 12. Primary healing of all suture lines, fourteen
days after operation. On the right, the Bernard triangle
incision is seen extending from the lip toward the nose.
This was used to gain mouth width by advancing the right
cheek to form part of the lower lip.

State University of Iowa College of Medicine

Clinical Pathologic Conference

March 31, 1954

SUMMARY OF CLINICAL FINDINGS

A 65-year-old widow and hat saleslady entered

the medical service complaining of coughing blood

for four weeks and progressive shortness of breath

for two months.
Ten years before admission, she developed swell-

ing of the legs and ankles, also shortness of breath

upon exertion, for which she received digitalis

and mercurial diuretics intermittently. Five years

before admission, she was told that her gallbladder

was diseased and that her liver was large and was
functioning poorly. She remembered no treatment.

One year before admission, she was hospitalized

for four months because of swelling of the legs and
dyspnea. Two months prior to admission she again

was hospitalized, coughing blood without pain,

and was told she had pneumonia in the right lung.

She believed that her chest had been tapped three

times before her transfer to the University Hos-

pitals.

There was no history of rheumatic fever, high

blood pressure, jaundice, or Bright’s disease. She
had delivered four normal children and had
ceased menstruating after an appendectomy at

the age of 36. A history of excessive wine con-

sumption was obtained, but later was emphatically

denied. Her father had died at the age of 81 of

“cancer of the eye” and her mother had died at

the age of 94.

Physical examination disclosed a thin, elderly,

seriously-ill white woman who was occasionally

disoriented. The blood pressure was 120/60 mm.
Hg\, the pulse was 120 beats per minute, and res-

pirations were 32 per minute. Ophthalmoscopic
examination showed moderate arteriosclerotic

changes. The trachea was shifted to the right.

There were physical signs of fluid in the lower
right lung and moist rales throughout the lung
fields. Ascites was well-developed, and the liver

was palpable 4 cm. below the right costal margin.
The spleen was not palpable. Red palms and blue-

red nail coloring were noted. Edema of the ankles,

legs and sacrum was very marked.
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Laboratory examinations at the time of admis-

sion and subsequently included urinalysis with

specific gravity of 1.005 to 1.010 and a 1-2+ albu-

min. There were white blood cells in the urine and
a positive Myer’s test for blood. The hemoglobin

was 15.4 grams per 100 ml. The erythrocyte count

was 6.5 million per cu. mm., and the leukocyte

count was 29,300 per cu. mm. The platelet count

was 138,000 per cu. mm. The reticulocyte count

was 0.2 per cent. The hemoglobin determination

fell to 8.5 gms. during her hospital stay, but the

white blood count remained high. Liver function

tests included: bromsulfalein 41 per cent reten-

tion in 30 minutes; albumin 2.27 grams per 100

ml.; serum and globulin 3.10 grams; zinc sulfate

14 units; cephalin flocculation 2+ in 48 hours.

Blood urea nitrogen was 22 mg., and the creatinine

was 2.0 mg. per 100 ml. There was no phenosul-

fonthalein excreted in the urine in 30 minutes, but

there was 18 per cent excreted in two hours.

The bone marrow showed moderate myeloid

hyperplasia, and cytologic examination of sputum
and pleural fluid revealed no abnormal cells.

X-ray examinations included a normal gastro-

intestinal series and esophagram, and normal skull

films. The retrograde pyelograms revealed a con-

genital hydronephrosis on the right side and a

normal-appearing kidney on the left side. Cystos-

copy showed hemorrhagic cystitis. The initial

chest x-ray disclosed generalized cardiac enlarge-

ment with pulmonary congestion and pleural ef-

fusion on the right. In the lateral view, there were
two fluid levels—one at the right base and one at

the level of the third interspace.

Treatment included digoxin, mercurial diuretics,

aminophylline, demerol, and nasal oxygen as nec-

essary. She was literally spoon-fed an anorexic

diet, stressing a high intake of protein and carbo-

hydrate. Ten days following admission, a thoracen-

tesis revealed thick, creamy pus. About 120 cc.

it of was aspirated from the chest; and at that

time penicillin, streptomycin, streptokinase, and
streptodornase were injected. The following day
700 ml. of pus was aspirated from the chest. Later
a closed thoracotomy tube was inserted into the

right pleural cavity, but the lung failed to re-

expand. Methylene blue placed in the thoracotomy
tube was seen in the patient’s sputum.

The patient’s course in the hospital was im-

proving slightly with the forced diet, 0.25 mg. of

digoxin daily, 1 gram of streptomycin, and 400,000

units of penicillin twice daily. She continued
afebrile, as she had throughout her hospital course,

was rational most of time, sat up in a chair daily,

and had no edema or ascites.

On the 30th hospital day, under local anesthesia,

a thoracotomy with open drainage was performed.

However, following this procedure she began a

downhill course with progressive dyspnea and
loss of appetite, and died quietly on her 38th hos-

pital day.

CLINICAL DISCUSSION

Dr. Johann L. Ehrenhaft, Thoracic Surgery:

Since all of you have the protocol, I shall not read

it over completely, but shall attempt to discuss a

few of what seemed to me the more important
points. This 65-year-old woman gives a good his-

tory of cardiac difficulty and heart failure for 10

years prior to her death. She did have shortness

of breath and had been treated with mercurial

diuretics and digitalis. Her complaints, in the form
of hemoptysis, started about two months prior to

this hospital admission. It seems to me that this

patient had a pulmonary infectious episode start-

ing at that time.

On admission here, the patient was critically ill.

Her pulse was 120 per minute. There is no mention
in the protocol as to regularity or irregularity of

her heart action. The patient’s blood pressure was
not elevated, and she did not seem to have been
a hypertensive or severely arteriosclerotic patient.

Examination revealed a large liver, but I believe

that the history of prior alcoholic intake can be

discounted. Examination of the patient’s chest re-

vealed a shift of the trachea to the right, and there

were physical signs of fluid in the lower right

hemithorax, with moist rales throughout both lung

fields. Having an acute infectious episode and hav-

ing findings in her right hemithorax with medi-

astinal and tracheal shift toward the side of the

involvement, she could have had a neoplasm of

the lung with an effusion or an empyema, post-

pneumonic or otherwise, and also should have
had an atelectasis associated with it, producing

the mediastinal shift toward the right. The labo-

ratory findings reported are of interest. The pa-

tient had a urine of low specific gravity with

albuminuria of 1-2+ and hematuria. The patient’s

blood hemoglobin at the time of admission was
15.4 grams with a red count of 6.5 million and a

white count of 29,300. The platelet and reticulocyte

counts were normal. During her hospital stay of

30 days, there was a rapid drop of her blood hemo-
globin from the previously mentioned level to 8.5

grams, with a white count remaining persistently

at high levels. Obviously, there must have been

some blood loss which probably was not hemolytic

in type, for the patient had no evidence of jaundice

or other indications of a hemolytic type of anemia.

The patient’s liver-function tests showed some
unusual findings. The bromsulfalein test, which
normally shows from zero to 10 per cent retention

in 30 minutes, showed a 41 per cent retention.

There was a lowering of the total blood proteins,

with a reversal of the albumin-globulin ratio. The
zinc sulfate test, which normally is between 2 and

8 units, showed 15 units. The cephalin flocculation

test was not too unusual. The blood urea nitrogen

and a creatinine at the time of admission were

somewhat elevated, being 22 mgs. and 2.0 mgs.

per 100 ml., respectively. The phenosulfonphtha-

lein excretion in the urine in 30 minutes was cer-
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tainly abnormal, and an 18 per cent excretion in

2 hours is definitely abnormal. Those findings

make me believe that this patient must have had
some renal disease which probably was the main
contributory factor to her death.

In addition, the patient seemed to have had a

congenital hydronephrosis on the right, as domen-
strated by retrograde pyelography. Evaluation of

the patient’s pulmonary status makes one believe

that she had an empyema and a bronchopleural

fistula, which later, after drainage of the empyema
space, was converted into a bronchopleurocutane-

ous fistula by open drainage.

Prior to this operative procedure, attempts had
been made to treat the empyema with strepto-

kinase and dornase, but without notable success.

The presence of a bronchopleural fistula prior to

the drainage procedure was proved when methy-
lene blue was injected into the pleural space and
she coughed it up in her sputum.

In summary then, I believe that the history and
the findings during her hospital stay show this

patient to have had long-standing cardiac failure.

There is definite evidence that she had renal dam-
age, as based upon retrograde pyelography, abnor-

mal urinary findings, and abnormal excretion tests.

Her pulmonary status, in my opinion, is on an
infectious basis, possibly postpneumonic, with de-

velopment of an empyema or possibly formation

of an empyema following a lung abscess. The pos-

sibility of neoplastic disease must be kept in mind,

but is not brought out in this protocol. The same
pulmonary complications may also arise from long-

standing bronchiectasis or possibly from a pulmo-
nary infarct with breakdown. I am unable to ex-

plain the rapid lowering of the patient’s red blood

count over the rather short period of time without

massive bleeding, the only evidence of blood loss

being a moderate hematuria.
Dr. Raymond F. Sheets, Internal Medicine: Re-

garding the anemia that this patient developed, I

would suspect that she probably was dehydrated
when she was admitted and had the count of 6V2
million in consequence. There was no evidence on
the chart that the anemia was due to blood loss,

and I would suspect, Dr. Ehrenhaft, that it prob-

ably developed incident to the other diseases,

possibly the infection or possibly the kidney dis-

ease.

Dr. Ruben H. Flocks, Urology: How often does

an empyema occur in patients with pneumonia?
Dr. Sheets: Bronchial pneumonia does occur in

congestive heart failure, and empyema would be
secondary to the pneumonia, if that’s what she

had, rather than secondary to congestive failure.

Empyema at the present time is extremely rare

in comparison to what it was, say, ten or fifteen

years ago. I would like Dr. Ehrenhaft to comment
on the decreased incidence of empyema which he

has observed and the change in treatment during
the last ten years.

Dr. Ehrenhaft: If you had gone through the

surgical wards 15 years ago, you would always

have seen many chronic cases of empyema, and
many of those patients were with us for a good
many weeks each time. In times past, empyemas
were treated during the acute stage with aspira-

tion and later on, in the chronic stages, with inter-

mittent irrigation and open drainage. Empyemas
were a very common complication of pneumonic
episodes in those days, and we saw many post-

pneumonic empyemas in children and adults. Now-
adays, empyema is a rare disease; and, if we do

see it, it is usually modified by antibiotic drugs.

The morbidity and mortality rates have dropped
precipitously during the antibiotic era.

Dr. Sheets: How long did it take to cure a pa-

tient with empyema ten years ago?
Dr. Ehrenhaft: Sometimes many months. It de-

pended on the size of the empyema, the causative

organisms, the duration and many other factors.

Rib resection and often repeated drainage took

many weeks to bring the lung out to the chest

wall, or, using the extensive operative procedures

at a later stage, to bring the chest wall down to

the lung and so to obliterate the empyema space.

The treatment today is different. In the acute

stage, we aspirate and re-instill antibiotics after

we have determined the offending type of organ-

ism. If the empyema does not resolve itself, one
may try streptokinase or dornase in selected in-

stances. If a chronic empyema develops and the

lung becomes captive, open thoracotomy and de-

cortication are usually carried out. Thus the un-

derlying captive lung is freed, the parietal pleural

scar tissue is removed, and the lung and the rib

cage are rapidly restored to normal.
Dr. Stephen A. Forbes, Radiology: The films of

interest for this patient are a series of chest films

and a retrograde pyelogram. The films taken of

the chest on admission show the left lung field to

be clear. The broncho-vascular markings are mild-

ly prominent. The appearance suggests only a

mild pulmonary congestion at this time. There is

no fluid at the left base. The left costophrenic

angle is entirely clear. The heart is enlarged, and
the contour suggests left ventricular hypertrophy.

The right lung field is largely opaque due to fluid.

Fluid lines can be seen in the lower third of the

right hemithorax and above the third interspace

posteriorly in both the PA and lateral projections,

suggesting locculation. Progress examination ten

days later shows a right hydropneumothorax fol-

lowing thoracentesis. The heart and mediastinum
are not appreciably displaced. Lung markings are

somewhat coarsened on the left, but there is no
fluid at the left base.

A few days later, a film apparently following

further thoracentesis shows almost complete col-

lapse of the right lung. The heart is still not dis-

placed; the mediastinum and trachea are in their

normal positions.

A film taken two days later shows a right

thoracotomy tube in place, and again demonstrates
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fluid at the base of the right hemithorax. A rough-

ly outlined radiolucency in the middle of the col-

lapsed lung suggests cavity formation and is again

seen on the film taken 48 hours later. An over-

exposed film of the chest a few days later, taken

with the dorsal spine technique, obliterates all

Fig. 1. Acute, necrotizing renal papillitis.

lung tissue except that which is abnormally con-

solidated, and it seems to show two areas of cavi-

tation within the collapsed lung. These findings all

seem to emphasize the probability of an inflam-

matory process rather than cardiac failure as the

main problem, though cardiac enlargement with
mild congestion is demonstrated.

The retrograde pyelograms show a normally
outlined collecting system on the left side. On the

right side, however, the renal pelvis is unusually
full, and the abrupt change in outline of the pelvis

at the utero-pelvic juncture suggests the constric-

tion produced by an aberrent vessel.

Dr. Flocks: Do you feel that there is any irregu-

lar enlargement of the kidney substance on either

side? Is there any swelling?

Dr. Forbes: No. No renal enlargement can be
seen.

Dr. Flocks: There might be a little. You can’t

be sure, can you?
Dr. Forbes: No. The films do not demonstrate

any enlargement.
Dr. Sheets: Are there any comments or ques-

tions? Dr. Carter.

Dr. John R. Carter, Pathology

:

In this case

there were a variety of pathologic findings which
correlated very well with the clinical observations.

The right lung was collapsed, and there were foci

of edema. The empyema cavity contained 50 cc.

of inspissated pus, from which Hemolytic Staph-
lococcus aureus was cultured. The pleura was
greatly thickened, in places being as much as 1

cm. in thickness. Beneath the pleural surface, the

parenchyma was seeded with foci of organizing
pneumonitis. Bronchiectasis and lung abscess

were not found. At the time of autopsy it was not

possible to state whether or not the empyema be-

gan as an infarct. Dense adhesions were present

between the parietal pleura and the diaphragm.
The left lung was grossly normal. A most con-

spicuous finding was the bilateral pyelonephritis,

with acute necrotizing renal papillitis involving

all the renal papillae. The postmortem BUN was
201 mgm. per cent and the creatinine was 8.5 mgm.
per cent.

Other findings included a very severe subacute

cholangitis involving primarily the portal areas,

myocardial hypertrophy (450 grams), dilatation

and extensive fibrosis of the heart, generalized

arteriosclerosis and generalized atrophy and ema-
ciation. The cause of death was considered to be
toxemia secondary to the widespread infection,

uremia, and congestive heart failure.

Necrotizing renal papillitis was first described

by Friedrich in 1877. Approximately 60 per cent

of the patients having renal papillitis are diabetics,

and the majority of this group have an associated

pyelonephritis also. Of the remaining 40 per cent

(non-diabetics), the majority have some evidence

of urinary-tract obstruction. Necrotizing papil-

litis is, in essence, infarction of the renal papillae.

The pathologic changes, as might be expected, ex-

tend from the area cribosa upward. One of the

first significant histologic changes is the degenera-

tion and necrosis of the collecting tubular epithe-

lium. These processes then proceed upward to in-

volve the distal and then the proximal convoluted

tubules. Pyelonephritis, both on an inflammatory

basis and secondary to the necrotizing process, is

a common accompaniment. Since papillitis is basic-

ally an ischemic process, the associated edema and
inflammatory exudate of the pyelonephritis add
further insult, causing pressure upon the vessels

and subsequently diminishing the blood flow. The
diminution becomes especially severe when there

also is obstruction in the lower part of the urinary

tract. The lesser circulatory system of the kidney,

particularly the vasa rectae vessels, bear the brunt

of the pressure. Because these vessels are perpen-

dicular to the direction of the pressure, they be-

come occluded. It is logical to suppose that dia-

betics are more likely to develop necrotizing renal

papillitis, since in diabetics arteriosclerosis is a

very common finding and not infrequently is se-

vere. This is particularly true of elderly diabetics.

Thus, if superimposed upon the arteriosclerosis,

the pressure exerted by the inflammatory exudate

logically results in ischemia. Pathogenetically, it

is worth re-emphasizing that renal papillitis is

basically an ischemic process, the inflammatory

reaction being secondary.

Acute renal papillitis can be produced experi-

mentally in a number of different ways. One way
is by tying off the ureter, either bilaterally or

unilaterally. What one observes experimentally is

quite comparable to what one sees in patients. Re-

cently another method has been used. When vinyl-

amine has been injected into animals, the result-

ing lesions first give the appearance of a lower



Vol. XLIV, No. 7 Journal of Iowa State Medical Society 299

nephron nephrosis. This is then followed by is-

chemia, interestingly enough, of the medullary

portion and not the cortical portion of the kidney.

This, in turn, results in sufficient ischemia to pro-

duce infarction and sloughing.

When renal papillitis does occur, the prognosis

is poor, for the ischemia occurs rather suddenly,

with concommitant precipitous elevation of the

BUN and creatinine. If patients do recover from
renal papillitis, or even if only a few of the papil-

lae are involved, not infrequently the renal papil

litis produces enough tubular damage to result in

death several days later.

Dr. Flocks: Did you find any difference in the

incidence of lesions on either side?

Dr. Carter: No. In the present case the renal

papillitis was present bilaterally. The cause of the

unilateral hydronephrosis was constriction result-

ing from an accessory renal artery. The prosector

did not comment in the autopsy protocol as to

whether or not the side that showed the hydro-

nephrosis exhibited the more extensive infarction

of the papillae. It is probable, however, that the

lesions were somewhat more severe for the rea-

sons that I have mentioned above.

SUMMARY OF NECROPSY FINDINGS

A variety of pathologic changes were found at

autopsy. The right lung was collapsed, edematous,

and seeded with foci of organizing pneumonitis
beneath the pleura. A rather large chronic empy-
ema (right) containing 50 ml. of inspissated pus
was found. The pleura was greatly thickened, was
scarred, and was the seat of acute and chronic

cellulitis. Hemolytic Staphylococcus aureus was
cultured from the pus. Dense adhesions to parietal

pleura and diaphragm were present. The left lung

was normal.

A conspicuous finding was the extensive and
severe acute necrotizing inflammation of all renal

papillae, together with diffuse, bilateral, acute and
chronic pyelonephritis and tubular degeneration.

The postmortem BUN and creatinine were 201 and
8.5 mgm. per cent respectively.

Other findings included acute cholangitis, myo-
cardial hypertrophy, dilatation and fibrosis, gen-

eralized arteriosclerosis, generalized visceral atro-

phy and emaciation.

The cause of death was toxemia, secondary to

widespread infection, uremia, and congestive heart

failure.

NECROPSY DIAGNOSES

Chronic empyema, right; hemolytic Staphylo-

coccus aureus

Collapse of right lung with pulmonary edema
and organizing pleuritis and pneumonitis

Acute and chronic pyelonephritis, bilateral,

with acute necrotizing renal papillitis

Uremia
Acute cholangitis

Myocardial hypertrophy, dilatation and fi-

brosis

Generalized arteriosclerosis

Dr. Sheets: Are there any questions at this time?

You may be wondering about the time when the

renal papillitis developed. That question can’t be

answered satisfactorily. The blood urea nitrogen

Fig. 2. Acute pyelonephritis.

was normal on admission and normal intravenous

pyelograms were made three days later. At the

time open drainage of the chest was instituted,

there was no hypotension, and there were no epi-

sodes of shock at any other time during her hos-

pital stay. The urinary output as recorded on the

charts shows no essential change during the last

two weeks of her life. Therefore, one has only a

vague idea from the clinical story of the time the

renal papillitis occurred, and no precipitating epi-

sode can be suspected.

Dr. Flocks, would you like to carry on?
Dr. Flocks: There is really very little to add to

what has already been said. Dr. Carter has given

us a complete description of the phenomenon
called “renal papillitis.” I knew that she had had
renal papillitis when I reviewed the protocol this

morning, for I had been informed of the fact. But
I was searching for a reason for its development.

As far as I could gather, the cardiac situation came
first, and the pulmonary situation and sepsis came
second. Sepsis was the basic underlying fact of

the renal disease.

At the time of admission she already had evi-

dence of fairly severe renal disease. It has been
shown by Belt and others that an elevated urea

nitrogen and creatinine, as it is used here for the

renal function test, means that approximately
three-quarters of the renal tissue is not function-

ing adequately. Usually at about this stage in pro-

gressive renal destruction in animals, if you want
to check the efficacy of these various renal func-

tion tests, the phenosulphonphthalein excretion
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gradually gets down to practically zero, and at

that stage the blood urea nitrogen and creatinine

become elevated. The patient under consideration

apparently was just about at that stage when she

entered the hospital. There was a good deal of

albumin in the urine, and pus cells were present,

evidence at that time of renal injury and renal

Fig. 3. Acute cholangitis.

infection. Then the terminal point, the infarction

of the papillae, seems to have come rather sud-

denly, as Dr. Carter and Dr. Sheets have de-

scribed.

Clinically, there have been cases of papillar

necrosis reported that were unilateral, and you
can conceive, as Dr. Carter described the patho-
genesis, that such cases can occur. Also, cases have
been described which have not been as fulminat-

ing, so that x-ray changes have been demonstrated.
Dr. Bunge obtained a slide for me in another case
which shows some of the calices. It shows macera-
tion actually at the tips of the calices in the ear-

lier cases, because, as the necrotic particles fall

off, a little portion of the pyramid remains which
may produce a filling defect. The next slide shows
that complete sloughing has taken place. There
is squaring off of the ends of the calices, with in-

dentation. Dr. Bunge saw a case several months
past in which ureteral colic was produced by the

passage of some of these sloughed calices. As Dr.

Carter emphasized, these usually occur in dia-

betics. These diabetics frequently have acute renal

infection and terminally may develop this type of

lesion.

It is to be emphasized that in diabetics who
show evidence of sepsis, any renal infection may
suddenly develop, as in this particular situation,

and that the mortality is extremely high! The
therapy is prevention, that is, realizing that this

can occur, and instituting very intensive therapy
to eliminate infection and sepsis, if it is present,

in the hope that there is enough renal substance
to keep the patient going.

RAISED TUITION WOULD BE COLLECTED
POST HOC

Solving the problem of deficit financing of the
nation’s medical schools by “billing” the graduate
for his education after he is established in practice
is suggested by Dr. Brian Bird in an article in

the June issue of the journal of medical educa-
tion.

Dr. Bird, assistant professor of psychiatry at

Western Reserve University School of Medicine,
Cleveland, points out that for many years tuition

charges have fallen short of equaling the cost of

training medical students. Schools have made up
the difference by appeals for gifts from alumni,
from business firms, from charitable foundations,
from individual philanthropists and, reluctantly,

from governmental agencies. And, perhaps more
importantly, they have kept costs down by fail-

ing to keep teachers’ salaries proportionate to the
rising cost of living.

A way out of this dilemma, according to Dr.
Bird, would be to regard the cost of medical edu-
cation as a legal debt, which the recipient is

obligated to repay within a certain number of

years after his graduation. The question of how
the doctors who go into research and teaching,

instead of into private practice, could pay such
debts would be answered by the increases in the

salaries of such personnel which the scheme would
facilitate.

POSTGRADUATE TRAINING IN

OTOLARYNGOLOGY

The University of Illinois College of Medicine
announces the beginning of a three-year postgrad-

uate course and residency program in otolaryn-

gology at the Research and Educational Hospital,

the Illinois Eye and Ear Infirmary and the Hines
V-A Hospital. Stipends are $1,320, $1,620 and
$1,920 for the three years, respectively, and it is

expected that openings will occur throughout the

year.

The University of Illinois College of Medicine

also announces its Annual Assembly in Otolaryn-

gology, September 6-11, 1954, an entire week de-

voted to surgical anatomy and cadaver dissection

of the head and neck, and histopathology of the

ear, nose and throat. The Assembly will be under
the direction of Maurice F. Snitman, M.D., and
registration will be limited.

Interested physicians can receive further infor-

mation on either of these offerings by writing to

the Department, at 1853 West Polk Street, Chicago

12.
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COMMITTEE ON RURAL HEALTH AIDS

PHYSICIAN PLACEMENT

Enlargement of its membership from five to

eleven has made it possible for the Committee on

Rural Health to begin its evaluation of communi-
ties desiring physicians. Deemed a desirable move
for some time, the project will now get under way
with adequate personnel to accomplish the task.

Two members of the committee plan to visit each

community requesting a physician. Criteria for

the survey will consist, for the most part, of

standards set up by the Council on Medical Serv-

ice of the American Medical Association.

County medical societies have been asked about
the openings within their confines. The needs of

the community are to be rated on the doctor-

population ratio, the distance to the nearest ade-

quate medical care, the age of physicians serving

the area, and lastly, the intangible factors entering

the picture. A fairly accurate survey should result,

and a conclusion can be reached as to the need
of the community.

The desirability of the community from the
physician’s standpoint will be based on the hos-

pital facilities available to him, the office accom-
modations offered by the community, the oppor-
tunity for an assured income, resources for his

family life (housing, schools, churches and social

opportunities), and the intangible assets which

may or may not exist.

A point system has been devised by the AMA
for the different factors, and at the conclusion of

the study a community will rate a certain number
of points both on its need for a physician and its

desirability from the physician’s standpoint.

There would seem to be many advantages in

using this system of evaluation and in the personal

investigation by a team of physicians. Communi-
ties will have an opportunity to explain their

need and to appraise their existing facilities. They
will be asked to cast a critical eye on their assets

and possibly some of them will find it necessary

to correct shortcomings.

The Committee hopes to make a thorough study

of the communities and then to follow this up by
explaining to the community what its decision is.

If the Committee feels a community is too small

to support a doctor, it will endeavor to explain

how the people can best utilize the medical serv-

ices nearest to them. If it feels the community is

too close to available facilities to make the opening
attractive to a physician, it will point that out to

the people. At the same time, it will check with
the county medical society to be sure that medical

service is being made available to the neighboring

communities. Most counties have established some
sort of emergency call service through which a

doctor can be obtained in time of emergency. This

is most necessary if medical care is centered in

the county seat or some other central city. The
Committee will also investigate to determine
whether necessary home calls will be made by
adjacent physicians.

Many communities base their need for a physi-

cian on the emergencies that may arise. It needs
to be explained to them that real emergencies are

rare, and that for the most part, they will obtain

better medical care by utilizing the medical center

near them. Time, not distance, is now the main
factor in computing need, and good paved roads
have lowered this element.

The Committee strongly recommends that phy-
sicians set up an appointment system for their

patients. The central office receives many com-
plaints that persons having to go to a nearby town
for medical care not only have to reckon the
travel time involved but also that of sitting in the

doctor’s office all afternoon. This is a serious pub-
lic relations problem and the Committee hopes
to be able to convince many physicians of the

value of an appointment system.

Looking to the time when the communities will

have been investigated and rated, the Committee
envisions talking to prospective physicians about
the good locations. It is hoped something can be
done in this direction. It would be most helpful

to the young man looking for a place to practice,

and should assist the communities really needing
physicians.
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TO CUT OR NOT TO CUT

The overcrowding of the general surgeon’s field,

together with the proliferation of other surgical

specialties which has had the effect of limiting him
to the gastrointestinal area, may be responsible, in

large part, for the repeated public outcries of the

American College of Surgeons against unneces-

sary or incompetent knife-wielding and fee-split-

ting, according to a highly interesting article*

published in the May, 1954, issue of g.p. As an
actual or a potential member of the A.C.S., the

surgeon may spend his time playing golf, going

fishing, raising cattle or building houses, but the

only branch of medicine he may practice is sur-

gery, and not enough of that is coming his way to

keep him busy. A recent questionnaire survey, the

author reports, has revealed that 36 per cent of

surgeons do fewer than 100 major operations each

year, and 71 per cent of them lack what they con-

sider satisfactory charity or teaching-hospital ap-

pointments.

Though he is of the opinion that the A.C.S. rule

limiting members to surgery alone is outmoded
and ill-advised in the present circumstances, the

author points out that both the comparative idle-

ness of a considerable share of young surgeons

and the mismanagement of operations by men of

limited experience and qualifications could be

done away with if the ratio between surgeons’

and general practitioners’ fees were corrected.

Besides, he contends that there is no other realis-

tic way of attacking the abuse of fee-splitting.

The time was, he says, when every major opera-

tion was an adventure in virtually uncharted seas,

in which success or failure depended upon the

skill and resourcefulness of the surgeon who per-

formed it. Nowadays, however, because nearly all

procedures have been standardized and because
diagnosis, over which the general practitioner

originally has charge, determines with a high de-

gree of accuracy what the surgeon will find when
he has made his incision, there is less justification

than there once was for the surgeon’s getting $250
when the general practitioner gets no more than

$25 or $30.

As regards the prevalence of both unnecessary
and incompetent surgery, the pseudonymous
author shows no inclination to argue. But he con-

tends that surgeons are partially to blame for

both those sorts of mismanagement, since they

have insisted on having the lion’s share of every-

thing in which they participate. It is his suggestion

that in procedures that promise to be simple and
uncomplicated, the specialist surgeon should be
willing to enter the operating room as the general

practitioner’s assistant. Then, if everything goes

as expected, the G-P can collect the larger of the

two fees. If, however, unforeseen complications

* “The General Practitioner and Surgeon.” by J. Ray
Thomas. M.D. (pseud.), g.p., vol. 9, number 5 (May, 1954),
pp. 93-8.

develop, the two men can switch places on the

spot, thus avoiding embarrassment for the less

adept of the men and providing the anesthetized

patient the benefit of the specialist surgeon’s skill.

It is no more than realistic to recognize that

since general practitioners see patients first and
are in position to refer or to fail to refer them to

the specialists, concessions must be made to them
if an end is to be made of the abuses about which
the A.C.S. complains.

LABORATORY DIAGNOSIS IN OBSTETRIC

HEMORRHAGE

Post partum hemorrhage has long been a lead-

ing cause of maternal death. Of course, not all of

these cases develop because of an acquired de-

fect in the blood-clotting mechanism. In one
series, 1 however, more than 10 percent of the pa-

tients admitted for antepartum hemorrhage were
shown to have a clotting defect which is suscept-

ible to prompt definitive treatment. In this group,

premature separation of the placenta was the only

associated diagnosis. Furthermore, almost 20 per-

cent of the patients with premature separation of

the placenta had this same blood-clotting abnor-

mality.

The defect in clotting mechanism is a deficiency

of fibrinogen, probably as the result of absorption

of large amounts of thromboplastin into the ma-
ternal blood stream from the placenta and decidua.

Since there is often a significant concomitant re-

duction in the number of circulating blood plate-

lets, it has been suggested that the absorbed

thromboplastin initiates intravascular platelet ag-

glutination and the formation of many minute fi-

brin emboli, which are then distributed through-

out the body. Large amounts of fibrinogen are

thus removed from the circulating blood, and a

clotting defect results.

Whatever the mechanism, reconstitution of ad-

equate fibrinogen levels in the blood stream re-

pairs the defect and restores the clotting power
of the blood in this condition. This can be done
by transfusing freshly drawn citrated blood or

plasma, or by using purified fibrinogen, if whole
blood or plasma are contraindicated or unavail-

able.

Thus establishing the diagnosis of fibrinogen

deficiency is the initial step in the management
of the one out of five premature separations of

the placenta in which a serious clotting defect de-

velops. The laboratory diagnosis is fairly simple

and rather specific. Whole-blood clotting time may
not be significantly altered until the fibrinogen de-

ficiency has become quite severe. A simple bedside

test can be performed which is almost diagnostic.

Withdraw 5 ml. of blood from a vein, allow it to

clot, and incubate the clotted blood for 30 minutes

at 37° C. If no clot appears, or if at the end of
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30 minutes’ incubation the clot appears to dis-

integrate or fall apart easily, the patient’s fibrin-

ogen level is critically low.

The time required for quantitative determina-

tion of the fibrinogen level may be so long that

the delay in beginning therapy may be quite

serious. A simple fibrin-titer assay has been de-

veloped by Schneider2 and has proved quite use-

ful for rapid estimation of fibrinogen levels. Ven-

ous blood is added to Ringer’s solution in a series

of test tubes so that the resultant dilution of the

plasma component are 1, 10, 50, 100, 200, 400, 800,

1600. To each tube, 0.1 ml. of topical thrombin

solution is added, and the highest dilution in which

clotting occurs is the fibrin titer. Anything above

a titer of 400 is considered normal. Both pro-

cedures are valuable as screening tests, even if

accurate chemical methods are available. To-

gether, they are certainly reliable enough to in-

itiate therapy.

Commercially prepared solutions of throm-

boplastin have recently become available and are,

of course, the most direct way of restoring the

blood-fibrinogen level to normal. Whole blood or

plasma can also be used, but the volume required

may be so large that cardiovascular hemodynamics
are disturbed.

1. Sawitsky, A. and Plotkin. D.: Hypofibrinogenemia and
Post-Partum Hemorrhage. Proceedings of Scientific Sessions,
Sixth Annual Meeting, American Association of Blood Banks,
1954.

2. Schneider, C. L. : Rapid Estimation of Plasma Fibrinogen
Concentration and Its Use as a Guide to Therapy of In-
travascular Defibrination. Am. J. Obst. & Gynec., 64:141-147.
(July) 1952.

SUE NOT (FOR FEES), LEST YE BE SUED

At least wait until the Statute of Limitations

has run

A doctor who files an action to collect fees

for professional services rendered before the

statute of limitations has run, almost invariably

is presented with a countersuit alleging mistreat-

ment and demanding affirmative damages, an edi-

torial in the May issue of the journal of the Mich-

igan state medical society points out.

The statutory period in Iowa on malpractice

actions is two years from the last time the doctor

saw the patient professionally. On actions to col-

lect open accounts, the period is five years.

The table shows the statutes of limitations on

ordinary malpractice actions, actions for wrongful

death, and actions to collect open accounts, in

several states. In all listed states except Florida

and Texas the statutory period is longer on actions

to collect fees than on malpractice or death

actions. In Illinois the filing of the suit to collect

fees reopens the case and makes it possible for

the defendant to file a countersuit for malpractice,

demanding affirmative damages after the statutory

period on malpractice actions has expired. In all

other states listed a countersuit can be filed after

the statutory period on malpractice actions has

run, only as a defense to the fee action and not

for the collection of affirmative damages.

STATUTES OF LIMITATIONS
(Numbers indicate years)

State
Ordinary
Malpractice

Wrongful
Death

Collection
of Accounts

California 1 1 4

Florida 3 2 3
Illinois 2 1 5
Indiana 2 2 6

Iowa 2 2 5

Kansas 2 2 3

Kentucky 1 1 5

Massachusetts 2 2 6
Michigan 2 3 6
Minnesota 2 2 6

Missouri 2 1 5
Nebraska 2 2 4
New Jersey 2 2 6
Ohio 1 2 6
Pennsylvania 2 1 6
Texas 2 2 2
West Virginia 1 2 5
Wisconsin 2 2 6

JOURNAL OF THE MICHIGAN STATE MEDICAL SOCIETY

53:478, (May) 1954

POST OFFICE URGES CARE IN BLOOD
PACKAGING

The assistant postmaster in Chicago has pro-

tested to the AMA’s general secretary, Dr. Lull,

that many doctors are mailing blood specimens in

glass vials placed in metal screw-topped cardboard
tubes to private and governmental laboratories,

and, because of carelessness in screwing the tops

on securely, making it possible for the vials to

slip from the tubes, When the vials fall out and
break, the blood stains the other mail and is lost;

when they fall out but do not break, postal em-
ployees reinsert them, perhaps inadvertently ex-

changing tubes as they do so.

That this sort of thing occurs occasionally in

Iowa, as well as in Illinois, is suggested by a com-
ment regarding the breakage of such vials in the

leptospirosis report published in this issue of the

Journal. Perhaps these accidents are all the fault

of the postal clerks, but perhaps they aren’t, and
the danger that specimens and identifications may
be exchanged in transit is enough to make anyone
shudder.

DRUG HOUSES AID RELIEF EFFORT

CARE, Inc. announces that American pharma-
ceutical firms have made large and unsolicited

gifts of penicillin and dehydro-streptomycin for

use among the displaced and disease-ridden civil-

ians of Indo-China.

Following the lead of the college hospital at

Berea, Kentucky, Bristol Laboratories, Commer-
cial Solvents, Inc., and Charles Pfizer & Co. made
substantial contributions.
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Some fifteen months ago the Iowa State Medical Society Educa-

tional Fund was set up to help medical students needing financial

assistance to complete their studies. Funds were obtained from many

physicians willing to lend money for ten years to the project. We are

most grateful for their generosity. They made it possible for the Fund

to function during this past year.

So great is the need, however, that it has proved impossible to

procure enough loans from physicians to implement the program sat-

isfactorily. Consequently, the House of Delegates voted at its 1954

meeting to increase the annual dues $10.00 a year for the next five

years, the $10.00 to be earmarked for the loan fund. Only two dis-

senting votes were cast on this proposal.

This means that when dues for the State Society are collected next

year, each physician will pay an additional $10.00 for the loan fund.

Thus each member will participate equally in assisting medical

students. Times have changed greatly since many of us obtained our

own education. Most of the students are married; many have children.

The cost of a medical education is now far greater than it was twenty,

thirty, or forty years ago, and the cost of living is even higher. Those

of us who received our training through the assistance of prevailing

endowments and grants should welcome the opportunity to do our

part in helping the present generation. The cost per member is small,

but the benefits will be great. I know you will contribute your portion

graciously.
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BOOKS RECEIVED
LOW BACK PAIN AND SCIATICA, by Louis T. Palumbo,
MD. (Philadelphia. J. B. Lippincott Company, 1954. $3.00).

THE ATOM STORY, by J. G. Feinberg, M.Sc. (New York,
The Philosophical Library, Inc., 1953. $4.75).

FIFTY YEARS OF MEDICINE, by Lord Horder, G.C.V.O.,
M.D., F.R.C.P. (New York, The Philosophical Library,
Inc., 1954. $2.50).

THE YEAR BOOK OF ENDOCRINOLOGY (1953-1954 YEAR
BOOK SERIES), by Gilbert S. Gordan. M.D., Ph D. (Chica-
go, The Year Book Publishers, 1953-1954. $6.00).

RECENT ADVANCES IN CARDIOVASCULAR PHYSIOLOGY
AND SURGERY. (A SYMPOSIUM PRESENTED BY THE
MINNESOTA HEART ASSOCIATION AND THE UNIVER-
SITY OF MINNESOTA.) $1.00.

TRANSACTIONS OF THE AMERICAN OPHTHALMOLOG-
ICAL SOCIETY. Vol. LI. (Eighty-ninth Annual Meeting,
Hot Springs. Virginia. 1953). (New York, Columbia Uni-
versity Press, 1954, $18.00).

ENDEMIC GOITER, by John B. Stanbury, M.D., Gordon
L. Brownell, Ph D., Douglas S. Riggs, M.D.. Hector Perinet-
ti, M.D., Juan Itoiz, PhD., and Enrique B. Del Castillo,
M.D. (Cambridge, Mass., Harvard University Press, 1954.
$4.00).

BOOK REVIEWS
Additional Book Reviews on page 307

School Health Services, by Charles C. Wilson, M.D.
(Washington, D. C., National Education Associa-

tion, 1953. $5.00).

School health services is a report of the joint com-
mittee on health problems in education, of the National

Education Association and the American Medical Asso-

ciation with the cooperation of contributors and con-

sultants, and edited by Charles C. Wilson, M.D., Pro-

fessor of Education and Public Health, Yale University,

and copyrighted in 1953 by the National Education
Association.

This book discusses all of the aspects of school

health under special headings, with detailed descrip-

tions of the different services. Under student health,

the architecture of a good school health committee is

gone into and is designated the Advisory School Health
Council. Included or represented in that body are,

school administrator, custodian, various civic agencies,

Parent Teachers Association, voluntary health agencies,

the Mental Society, Medical Society, the Dental Soci-

ety, Health Department and the nurses.

The program starts with the preschool child, and
suggests periodic examination throughout the primary
and secondary school life, either by the school health

physician, or by physicians appointed by the Medical
Society to make such health appraisals, or better still,

by the family physician in his own office, where pos-

sible.

The dental examinations are to be made by the same
means. Throughout the period, screening tests are

conducted on visual status, auditory acuity, and
mental health of the children, either by the school

health physician, by technicians assigned these duties,

or by the teachers. Referrals are then made for spe-

cial study of those found likely to require such special

services.

Other phases taken up include health counseling and
follow-up of health problems, and the adjusting of

programs to individual needs—special health prob-

lems such as heart disease, epilepsy, and tuberculosis.

Under separate headings are discussed emergency
care and the legal authority or safeguards for such
procedures, communicable disease control, school san-

itation and playground conditions, and the health serv-

ices in physical education and school camping. Also,

there is a chapter on school personnel.

This is a well outlined book, with a wealth of both

general and specific information on the problems of

school health, the accumulation of four biennial con-

ferences of the National Education Association and
its component state and city contributors, of the Amer-
ican Medical Association and its component state and
local contributors, of the Public Health Association,

and the National and State Dental Association, as well

as consultants from all interested fields.

This book should be available to all schools that

have or are contemplating having school health pro-

grams.—C. P. Phillips, M.D.

Surgery of the Biliary Tract, Pancreas and Spleen,

by Charles B. Pnestow, M.D. (Chicago, The Year
Book Publishers, 1953. $9.00).

This book is, as Dr. Puestow states, a handbook of

surgery: a guide to methods or technics of pre-

operative and post-operative care. It was written for

the trained and experienced physician in an attempt
to improve his results.

The handbook is divided into four sections— (1) The
Liver, (2) The Extra-hepatic Biliary System, (3) The
Pancreas, and (4) The Spleen. In each of these sec-

tions are to be found clear and concise resumes on
anatomy, physiology, diseases and surgical technic.

Although the book is not a text with long discussions,

the author attempts to deal with the facts. He does
delve into both common and infrequent conditions,

simple and complicated. And in an effort to clarify his

method of surgical technic, an abundance of diagram-
matic drawings have been supplied, which leave little

to be desired.

Surgical residents will find Dr. Puestow’s handbook
a valuable aid during the months of their didactic

training. It offers a means for orientation away from
the operating table. The well-trained surgeon will

find little, if anything, new; but, he will be able to

refresh his memory quickly on most questions that

might arise in the fields discussed.

The reviewer was impressed with this “primer”
from one standpoint particularly—not only does Dr.

Puestow offer factual information, but also there is a

thread of his philosophy of surgery through the book,

which is most welcome .—Ferald Mauk, M.D.
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COMING PROGRAMS

September 22 and 23—Des Moines

The scientific program will be presented by a
panel from Mayo Clinic, by Dr. Francis Murphy,
of Milwaukee, and by Dr. Willard Allen, of St.

Louis. This is also our annual meeting and elec-

tion.

November 4—Cedar Rapids

This program will feature Dr. Priscilla White,
of Boston, and Dr. Lee Forrest Hill, of Des Moines.

January 20, 1955—Des Moines

Program to be given by the staff of Iowa Meth-
odist Hospital, with Dr. Edward Davis, of Chicago,
as guest speaker.

May 19, 1955—Des Moines

Lederle Laboratories has asked permission, in

association with the Iowa Academy, to present one
of its remarkable symposia at Hotel Savery. The
general topic will be “Heart Disease,” and the
speakers will be nationally known in their fields.

Topics have been selected for six speakers, and
time is to be allowed for question periods. Lederle
graciously provides the luncheon and follows the
scientific program with a cocktail party. Wives are
invited and entertainment will be provided for

them.

These symposia are known for their excellence
in many parts of the United States and Canada.
Watch for details.

HOUSECLEANING TIME

Incredulity was our first reaction when we
heard that those colleagues of ours in Iowa who
belong to a large college had been informed that

their state was “quarantined”, that the College
would accept no new members from Iowa, ir-

respective of their eminent qualifications; that our
surgeon colleagues have been “denied” the right

to hold meetings in the state and that the only
way Iowa members may be restored to “grace”
would be on the terms laid down by the College,

in other words, by submitting their books for a

financial audit. As alternative to submitting to the

audit, the members will be permitted to resign,

or be dropped as members.
If the College is in earnest about “cleaning out”

all the unethical practices which they allege

spawn in Iowa, in view of the fact that they gave
out the press releases which were the basis of so

much publicity, why don’t they wait a little while

longer, exhibit some degree of charity toward
their Iowa members, and give us all an opportu-

nity to see what is going on here and do some-
thing about what we find?

The Iowa Academy of General Practice certain-

ly pledges its support to such a program. We do
not want to see our surgeon colleagues suffer the

slightest disgrace. We do not want to see them
lose their cherished membership in an organiza-

tion that gives them standing among other sur-

geons. In short, the Academy wants to support

them whatever they do about the financial audit.

The primary aims of the surgeons and the general

practitioners are convergent, not divergent. Be-

sides, there exists genuine affection and admira-

tion among the general practitioners of Iowa for

their surgeon confreres.

Why should not we general practitioners and
our surgeon friends work together on this prob-

lem, as we have on many others? But, let us hunt

and clean up all evils that have been charged

against us, fee-splitting, unnecessary surgery,

ghost surgery and even exorbitant fees; not just

be satisfied, as the College seems to be, by con-

trolling only fee splitting among some 200 sur-

geons, practically all of whom are not and never

have oeen guilty of indulging in such practices.

This recalls Hitlerism, where 100 innocent men,
women and children were shot because of the al-

leged mis-deeds of one or two, just to make “an
example.” In America, we outlawed that principle

farther back than anyone can remember.

If the College will grant its members a bit of

tolerance and be just a little forbearing, the Iowa
Academy would like to discuss possibilities for a

satisfactory solution of this problem with our sur-

geons. Some of their loyal patients—and they are

ours, too—have been bewildered by the accusing

articles that appeared in popular magazines and
newspapers, and though we are convinced that the

306
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charges contained in them are exaggerated, we are

anxious, both individually and as an organization,

to remove all grounds for further criticism. We
neither wish nor intend to defeat the lofty ideology

of the College, but only to prove to our patients

that we, here in Iowa, are more deeply concerned

about any unethical practices existing in our state

than any outside organization can possibly be.

When we get through, the College will be glad

to lift its restrictions and try to forget the whole

sorry mess.

To quote President Eisenhower in his address

at the Bicentennial Celebration of Columbia Uni-

versity, what we need is “more understanding and

intelligence, and less prejudice and passion.”

BOOK REVIEWS
Additional Book Reviews on page 305

A Doctor Talks to Women, by Samuel Raynor Meaker,

M.D. (New York, Simon & Schuster, 1954. $3.95).

Dr. Meaker has written a very thorough explana-

tion, in non-medical language, of most of the gyne-

cological problems for which women seek a physi-

cian’s advice. It would be of great help to physicians

if their women patients could have read this book

before coming to them.

Today, the ordinary individual is far more interested

in medical problems than he used to be—mainly be-

cause there is so much “medical literature” in our

popular magazines. This book does much to correct

some lay misconceptions relating to female physiology

and anatomy, and also discusses marital problems and
relationships in a very understanding and easily read-

able way.
It would be a fine education for women (and for

some men) to read this book.

—

H. Kirby Shiffler, M.D.

Antibiotics Annual, 1953-1954: Proceedings of the

Symposium on Antibiotics, edited by Henry Welch.

Ph.D. and Felix Marti-Ibanex, M.D. (New York,

Medical Encyclopedia, Inc., 1954. $8.00).

The proceedings of the Symposium on Antibiotics of

October 28, 29, and 30, 1953, are hereby presented in

book form. The volume is perhaps more of interest to

those in the pharmaceutical manufacturing industry

and bacteriology than to the clinician, though many
excellent clinical papers are included.

The isolation, preparation, physical and chemical

properties and antibacterial spectrum of all of the

presently used antibiotics is presented, including anti-

fungal agents which promise to solve some of the new
problems we encounter as a result of the widespread
use of the older antibiotics.

Studies indicating lack of hemopoietic toxicity of

all broad-spectrum antibiotics, a summary of anaphy-
lactic reactions to penicillin, an evaluation of the ef-

fectiveness of new types of penicillin in syphilis and
other worthwhile papers are of interest to the clini-

cian.

The uses of antibiotics in animal husbandry are

also discussed. The nonclinical articles are filled with

laboratory procedures and logarithmic tables which

only research workers would understand, but if one

avoids these, there remains a fair portion of interesting

clinical information.

—

Charles H. Gutenkauf, M.D.

Holt Pediatrics, ed. by L. Emmett Holt, Jr., M.D., and
Rustin McIntosh, M.D. (New York, Appleton-Cen-

tury-Crofts, Inc., 1953. $15.00).

This textbook has long been a favorite, and its

newest revision provides the student and practitioner

an up-to-date, concise, single-volume reference work
in pediatrics. The tremendous accomplishment of keep-

ing this work authoritative and current has resulted

from cooperative authorship. The list of collaborators

should in itself be the book’s greatest recommenda-
tion.

Developments in the field of pediatrics have been
rapid and many. Hormonal therapy with ACTH and
cortisone, surgical advances of the gastrointestional

tract and heart, newer antibiotics and viral diseases

are but a few of the many aspects of this text which
concern the everyday practice of those devoting time
to pediatrics. Though the final chapter on accidents

and poisonings is to be commended, I am critical of

its brevity.

The medical student should find this textbook most
helpful, if he isn’t overcome by visual fatigue. It seems
to me a double-column page and something less than
glossy paper would have been excellent prophylaxis.

—C. L. Burr
,
M.D.

Reconstructive Surgery of the Eyelids, by Wendell
L. Hughes, M.D., F.A.C.S. (St. Louis, C. V. Mosby
Company, 1954. $8.50).

Dr. Hughes has given a comprehensive review of

plastic operations of the eyelids, many of which are
his own procedures.

Almost one-half of the book is made up of a his-

torical discussion of plastic surgery, including all pro-

cedures and techniques that have been employed as

far back as the 16th century.

The pre- and post operative care is explained at

length, and the author goes into quite a bit of detail

about materials used for the dressings.

A large number of illustrative case reports are in-

cluded in the volume.
One of the high-lights of the book is the author’s

own technique of complete reconstruction of the lower
eyelid, which is by now recognized as standard pro-

cedure in cases of total loss of the lower lid.

The book is profusely illustrated so that every
procedure can be followed step by step.

Although most of the plastic procedures are covered
in other texts on ocular surgery, it is a valuable book
because of the great detail and comprehensive cover-

age of the subject.

—

Henry H. Gurau, M.D.

Clinical Endocrinology, by Karl E. Paschkis, M.D.,

Abraham E. Rakoff, M.D., and Abraham Cantarow,
M.D. (New York, Hoeber-Harper, 1954. $16.00).

Each year the study of diseases of the internal se-

cretory glands becomes more complex. And because
textbooks on the subject have become numerous and
progressively more massive, we practitioners are
anxious to find a few reliable source books to use for

(Continued on page 316)



NEW HOME OF SIOUX CITY BLUE CROSS

Associated Hospitals Service, Inc., the Sioux City Blue Cross Plan, moved into its new offices the

early part of this year.

The new address is 1622 Pierce Street, in Sioux City. This Plan provides Blue Cross coverage for

entire state of South Dakota and for 26 counties in northwest Iowa.

Blue Shield is sold to persons in the above-mentioned Iowa area by the Sioux City Blue Cross-Blue

Shield sales department.

Mr. Morris E. Bandy, of Sioux City, is the Blue Cross-Blue Shield Physician Relations Represent-

ative for the Iowa area of the Sioux City Plan. Mr. R. W. Glenn is President of the organization.

Blue Shield Monthly Statistics

Claims Paid, May, 1954 $337,344.99

Number of Claims 12,885

Enrollment May 1, 1954 439,271
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STATE DEPARTMENT OF HEALTH

COMMISSIONER

GAMMA GLOBULIN DISTRIBUTION, 1954

Measles and Infectious Hepatitis

Like every other state, Iowa will receive gamma
globulin from the Communicable Disease Center,

Public Health Service, Department of Health, Edu-
cation and Welfare, as it did in 1953. Allocations

are being made to each state on the basis of the

average number of reported cases of measles and
poliomyelitis for the last five-year period. Since
Iowa has already exceeded its quota allotted for

measles and infectious hepatitis, it is continuing to

receive more only because physicians here are

reporting epidemic incidences of those diseases.

Cases must continue to be well reported if we are

to continue getting gamma globulin for the con-

tacts.

But gamma globulin is to be used only for pro-

phylaxis, and not for therapy of measles, infec-

tious hepatitis and poliomyelitis.

GAMMA GLOBULIN FOR MEASLES PROPHYLAXIS

A. Prevention:

1. For children under 3 years of age to prevent
bronchopneumonic complications.

2. For older children, such as those having dia-

betes, rheumatic fever or rheumatic heart disease,

severe attacks of asthma, or other debilitating dis-

eases which might be aggravated by an attack of

measles.

3. For measles-susceptible pregnant women in

their later months of pregnancy if the physician
believes that measles might complicate either

pregnancy or labor.

B. Modification:

For children between 3 and 5 years of age in

whom an immunity to measles should be permit-
ted to develop, but in whom the severity of the
attack should be controlled.

DOSAGE FOR MEASLES PROPHYLAXIS

Age Prevention Modification

Up to 6 months 2 cc
6 months to 3 years 3 cc
Over 3 years 1 cc per year 0.2 cc per year
Susceptible pregnant women 20 cc

Since more physicians are sure of the ages than
are sure of the weights of those to whom gamma

globulin is to be given for measles, dosage is

given here according to age. (Weight dosage may
be found in the instruction slip packaged with

the gamma globulin.)

GAMMA GLOBULIN FOR INFECTIOUS HEPATITIS CONTACTS

1. Household contacts: Since there is no age or

sex difference in susceptibility to infectious hepa-

titis, all household contacts should be given gam-
ma globulin.

2. Close associates, such as playmates and office

workers at adjoining desks, should be given the

same opportunity for gamma-globulin protection

given household contacts.

3. Nurses, laboratory workers and other hospital

staff: Many are now considering infectious hep-

atitis as an occupational disease or hazard to those

groups. Unless all hospitalized cases are cared

for from the time of their admission under isola-

tion precautions, secondary cases can be expected.

Hospital staff and patients in contact with any in-

fectious-hepatitis case should be given gamma
globulin.

4. Classroom contacts in schools: If the supply

of gamma globulin permits, children who have
definitely been exposed to infectious hepatitis in

the classroom will be considered eligible for pro-

phylactic gamma globulin.

The gamma globulin packaged for measles use

is to be used for infectious hepatitis.

DOSAGE FOR INFECTIOUS HEPATITIS PROPHYLAXIS

0 —25 lbs. 1 cc 75—100 lbs. 4 cc
25—50 lbs. 2 cc 100—125 lbs. 5 cc
50—75 lbs. 3 cc Over 125 lbs. 6 cc

GAMMA GLOBULIN FOR GERMAN MEASLES CONTACTS

The use of gamma globulin here is strictly lim-

ited to susceptible women in their first trimester

of pregnancy with definite exposure to a case of

German measles. Dosage: 20 cc. All injections of

gamma globulin are to be given intramuscularly.

Gamma Globulin for Polio Prophylaxis

Although last year’s studies on gamma globulin

did not demonstrate any effectiveness of the mate-
rial in the prevention or modification of polio-

myelitis, it is still necessary that its use be kept

under control at least during 1954. The larger

(Continued on page 312)
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Gamma Globulin Distribution 1954

(Continued from page 309

)

supply available this year makes it possible to

extend the use from the previous limits of house-

hold-contact groups to larger groups.

In 1954, gamma globulin is not to be used in

therapy for poliomyelitis, any more than for ther-

apy in measles and infectious hepatitis. Instruc-

tions for its use in polio prophylaxis given below

apply to the 96 counties not participating in the

field trials of the Salk vaccine. Scott, Linn and
Woodbury counties, which have that program,

have already received instructions.

Groups: Iowa will continue the use of gamma
globulin for family contacts of paralytic or non-

paralytic poliomyelitis, but prefers to broaden
the group beyond the family during 1954. Those
eligible may include residents in an apartment

house, camp group, day nursery, classroom, or a

corn-detasseling crew composed of high-school

youngsters, or, if situations warrant, neighbor-

hoods or areas may be included. The last-men-

tioned and largest sort of group will be considered

upon the recommendation of the local health of-

ficer.

Ages: Anyone in such group who is under the

age of 35 will be considered eligible for prophy-
lactic gamma globulin for poliomyelitis. The age

exception will be that pregnant women of any
ages, in these groups, will be considered eligible.

Dosages: Recommendations for 1954 include an
increase of dosages from the basic 1953 dosage
of 0.14 cc per pound of body weight (to a maxi-
mum of 20 cc per person) to a 1954 basic 0.20 cc

per pound of body weight (to a maximum of 30 cc

per person) . The maximum dosage is recom-
mended for any eligible pregnant woman.

MECHANICS OF DISTRIBUTION

Physicians may obtain gamma globulin on re-

quest either from the Department of Health, Divi-

sion of Preventable Diseases, from the Regional
Health Office nearest the physician, or from depots

set up in certain hospitals and local health depart-

ment offices. Since this system of distribution has
been in effect for some time in Iowa, and since

most physicians know where to obtain the mate-
rial, a list of the stations or depots is omitted here.

REQUEST FOR POLIO GAMMA GLOBULIN

Requests must include reports of the cases of

poliomyelitis of which the contacts are to be pro-

tected. The physician, or the person or agent re-

porting for the physician, must state whether the

case is paralytic or non-paralytic poliomyelitis,

and must state the approximate weights of the
persons who are to receive the material, if the
dispensing officer is to figure the amount to be
sent.

Gamma globulin packaged for measles and in-

fectious hepatitis is not to be used for poliomyelitis

prophylaxis. Supplies of gamma globulin for (1)

measles and infectious hepatitis and (2) for polio-

myelitis prophylaxis must be ordered separately
and dispensed in the same manner.

MICROCOCCUS ENTERITIS WITH SHOCK
FOLLOWS ANTIBIOTIC THERAPy

In the April issue of gastroenterology, the

Army Medical Corps physicians Lt. Col. C. S.

Christianson, Capt. M. P. Dacquisto and Lt. W. H.

Dobbs warn that increasing use of the broad-
spectrum antibiotics means that physicians may
anticipate an increase in micrococcus enteritis

cases with shock, and consequently more fatali-

ties.

They recommend the following precautions in

the administration of broad-spectrum antibiotics:

1. “Antibiotics should be used only when a def-

inite indication exists, and preferably after sensi-

tivity studies have been made.
2. “Gastro-intestinal upsets, particularly diar-

rhea, should be a warning signal, and if sympto-
matic therapy does not give relief, the offending

antibiotic should be discontinued.

3. “Should the diarrhea become intractable and
the stool cultures show Staphylococcus aureus,

erythromycin should be given promptly.

4. “If Staphylococcus is suspected as the cause
for enteritis, the laboratory personnel should be

notified. Appropriate media may then be utilized

and resistance studies accomplished.”

The Medical Corps physicians made their rec-

ommendations in the course of reporting the first

instance of a patient’s surviving shock secondary
to micrococcus enteritis following broad-spectrum
antibiotic therapy.

MORBIDITY REPORT

Disease
May
1954

Apr.
1954

May
1953

Most cases reported
from these counties

Diphtheria . . . 0 0 3
Scarlet Fever 177 212 212 Des Moines. Monona, Polk
Typhoid Fever 1 1 5* Scott
Smallpox .... 0 0 0
Measles

Whooping

3,520 2,227 3,135 Crawford, Harrison, Mono-
na, Polk, Potta., Scott

Cough 28 10 13 Floyd, Hardin, Woodbury
Brucellosis . .

.

26 13 22 Black Hawk (3), others
scattered 2 or 1 to a county

Chickenpox . .

Meningococcus

918 1,187 811 Dubuque, Harrison, Linn,
Polk

Meningitis . 6 3 4 Calhoun, Clinton. Linn (2).
Polk. Webster

Mumps 1,396 1,091 814 Des Moines, Monona, Polk,
Pottawattamie. Scott

Poliomyelitis

Infectious

5 7 14 1 case in Boone, Jasper,
Marion, Warren, Webster
(3 paralytic, 1 non-para-
lytic, 1 unspecified)

Hepatitis .

.

Rabies
527 495 315 Buena Vista, Polk, Webster

in Animals. . 47 45 20 Clayton 4. Dallas 3, Har-
din 6, Muscatine 5, Polk 4—others 2 or 1 to a county

Tuberculosis 102 63 143 For the state
Syphilis 165 110 197 For the state
Gonorrhea . . . 74 53 83 For the state

* Paralytic



WOMAN S AUXILIARY NEWS
Mrs. Keith M. Chapler, Chairman of Press and Publicity Committee, Dexter, Iowa

President—Mrs. Lester R. Hegg, Rock Valley
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Secretary—Mrs. Robert P. Mason, 5818 Chamberlain Drive, Des Moines 12
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LINES FROM THE PRESIDENT

A glorious Silver Anniversary Convention,

already history, along with the reports of the

year’s achievements is now a part of Auxiliary

archives and among our fondest memories. The
Golden Anniversary will be a reality to many; to

others, it will be a challenge for the present, and
to all a desired goal.

At present, the new programs being planned by
officers and committee chairmen demand our im-

mediate attention. Fall conferences in each of the

eleven districts are being scheduled. This will

afford an opportunity for your president to meet
you and for councilors and Auxiliary members to

become better acquainted. Friendly acquaintance
is a virtue of a good Auxiliary. We learn from
each other, and progress when we are united for

a noble purpose. Good thinking, right attitudes,

new inspiration and self-expression are out-

growths of friendly conferences.

On this we build!

Mrs. Lester R. Hegg

COUNTY AUXILIARY ACTIVITIES

Dallas-Guthrie

The Dallas-Guthrie Auxiliary met May 20, 1954,

in Adel. Miss Evelyn Kile, County Public Health
Nurse was a guest. The Auxiliary members were
invited to listen to a talk given by Dr. Fred Ster-

nagel, West Des Moines, on “The Business Side
of Medical Practice.” The Dallas-Guthrie Auxil-
iary was proud to rate 132 per cent in subscrip-

tions to today’s health and thereby gain a place
on “The Exclusive List.” Mrs. E. T. Warren, dele-

gate to State Convention, gave an interesting re-

port. Dallas-Guthrie is proud, also, of the honorary
membership and past president’s pin conferred
upon Mrs. M. N. Voldeng, Independence, organizer
and first president of Dallas-Guthrie Auxiliary in

1928, and also first president of the State Auxil-
iary.

Mrs. Charles E. Porter

Grundy

On April 15, 1954, the second meeting of the
Grundy County Auxiliary was held in the Memo-

rial Room of the Grundy County Hospital, with

nine persons present. Aims and purposes of the

organization were discussed at length. Dues of five

dollars were decided upon and were collected from
all members present.

The next meeting of the group will be a dinner

with the Medical Society. On the agenda for that

meeting are the further details of organizing, in-

cluding the drawing up of by-laws.

Mrs. Lynn E. Frink

Page

Two future nurses, accompanied by their reg-

istered-nurse sponsor, Mrs. L. L. Lilly, represented

the Page County Medical Auxiliary at the lunch-

eon and tour of Broadlawns Hospital. Many favor-

able comments were accorded the very artistic

third-dimensional poster made by Mrs. Stuart T.

Ramsdell, of Clarinda, and depicting the theme
of our Future Nurses Club in Shenandoah, when
it was displayed at the State Meeting. We thank
Dr. and Mrs. Render for providing transportation

to the convention for our future nurses and their

sponsor.

Plymouth

The Plymouth County Auxiliary held two meet-

ings in May. The first, on May 4, was a dinner at

the home of Mrs. F. C. Bendixen, Le Mars. The
doctors attended a staff meeting at Sacred Heart
Hospital following dinner. Auxiliary guests were
Mrs. Laurence Pierson and Mrs. Joe Krigsten,

Sioux City, Mrs. N. E. Weems, Paullina, and the

State President, Mrs. Lester R. Hegg, Rock Val-

ley. Mrs. M. J. Joynt was assisting hostess.

On May 17, the Plymouth County Auxiliary
entertained the Future Nurses of the county at a

tea in the activity room of the Central High
School, Le Mars. Thirty-seven future nurses at-

tended. Mrs. F. C. Bendixen, president, presided.

Speeches were made by Mrs. Laurence Pierson,

Sioux City; by Mrs. Ernest Stoudt, Instructor of

Nurses at Methodist Hospital, Sioux City, and
Miss Marilyn Bee, a Future Nurse of Central High
School, Sioux City. Mrs. Carroll Brown and Mrs.
Joe Krigsten, Sioux City, and Mrs. Lester R.

Hegg, Rock Valley, State President, were present.
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The committee in charge consisted of Mrs. M. J.

Joynt, Mrs. L. C. O’Toole, Mrs. R. J. Fisch, Mrs.

W. L. Downing, Mrs. Harry Vander Stoep, Mrs.

M. D. Hayden-Marcus, and Mrs. Ralph Brundige.

Mrs. F. C. Bendixen

Polk

The Polk County Auxiliary sponsored a card

party on March 26 for the benefit of the Future
Nurses Clubs and Student Nurse Loan Fund. Fol-

lowing a dessert luncheon at Hoyt Sherman Place,

Mrs. Joseph Priestley welcomed members and
guests. Tables were then arranged for bridge,

canasta, and samba. Mrs. Henry A. Gurau and
Mrs. J. H. McNamee were in charge of the benefit.

They were assisted by Mesdames Henry Decker,
N. C. Wirtz, George Finch, Robert Updegraff,

C. C. Woodburn, Ralph Dyson, John Bakody, Clif-

ford Lash, Jr., and George Watters. Reservations

were made for 238 members and guests.

Mrs. Howard G. Ellis

Pottawattamie

The regular monthly meeting of the Auxiliary to

the Pottawattamie County Medical Society was
held Tuesday evening, April 20, 1954, at the Hotel
Chieftain, in Council Bluffs.

Mr. and Mrs. Dick Walters were guests of the

group, and after dinner, Mr. Walters spoke on
music appreciation. At the business meeting which
was held following the program, it was decided
that next fall a rummage sale shall be held to pro-

cure funds for a worthy project, with Mrs. Donald
Hirst in charge.

Plans were made for a musical program to be
followed by card games for the women guests at

the Medical Seminar which will be held in Coun-
cil Bluffs on May 17, 1954.

It was announced that two dolls had been
dressed in the uniforms of graduate nurses of the
Jennie Edmundson Hospital and Mercy Hospital
schools of nursing and sent for display to the Iowa
State Medical Convention in Des Moines on April
26-28, 1954. Mrs. Isaac Sternhill and Mrs. Lee
Martin will represent the Pottawattamie County
organization at the state convention.

In place of a regular monthly meeting, the Pot-
tawattamie County Auxiliary met in conjunction
with the Iowa-Nebraska Medical Assembly Sym-
posium on May 17, 1954, at Hotel Chieftain, Coun-
cil Bluffs, Iowa. Following dinner, a varied musi-
cal program was presented for the ladies, after

which they played bridge.

Mrs. W. Clark Giles

Wapello

The Wapello County Auxiliary met for lunch-
eon at the Ottumwa Country Club on May 4. Re-

ports of the State Meeting were given and a total

of $150.00 was earned from the corsages made by
Mrs. Walker and sold at the convention. The
money was given to the American Medical Edu-
cation Foundation Fund. On display, for the ben-

efit of those who had not seen it, was the poster

made by Mrs. L. A. Taylor which won first prize

at the convention.

Arrangements were made and members were
appointed to assist at our annual nurses’ tea,

which will be held May 11 at the Ottumwa Hos-
pital. Mrs. Herbert Wormhoudt will be in charge.

It was voted that a Future Nurses Club should be
one of our projects. Mrs. C. Ray Phelps will head
this committee. Plans were made to hold the sum-
mer picnic at the home of Mrs. Wilson C. Wolfe.

Mrs. W. D. Maxier

A GOOD AUXILIARY IS YOU
“Are YOU an active member, the kind that would

be missed?

Or, are YOU just content that YOUR name is on
the list?

Do YOU attend the meetings and mingle with the

flock?

Or, do YOU stay at home and criticize and knock?
Do YOU take an active part to help our cause along?

Or, are YOU satisfied to be the kind that just belongs?

Do YOU ever go to visit a member who is sick?

Or, do YOU leave the work just to the few, and then

talk about the clique?

The auxiliary has quite a program scheduled, that I

am sure YOU have heard about,

And it is YOUR duty to come and help out.

Come to the meetings regularly and help with heart

and hand,

Don’t be just a member; take an active stand.

Think this over, members; YOU know the right

from the wrong,
Be an active member, do not just belong.”

Which are YOU?
What would the auxiliary do, if every member was

just like YOU?
The auxiliary is made up of individuals—the indi-

vidual is YOU.

SPEAKERS' BUREAU RADIO SCHEDULE

WOI—Thursday at 11:15 a.m.

“Train Up a Child”

July 1 The Child and Money
July 8 Unusual Behavior and Physical

Defects

July 15 Phantasies and Fibs

July 22 The Aggressive Child

July 29 The Over-submissive Child

WSUI—Tuesday at 11:45 a. m.

“Time Out”
July 6 Work
July 13 Clothing

July 20 Food
July 27 Prompt Care
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The exhibit of the Scott County Medical Soci-

ety in the second annual Health Fair will again be
given over to the Scott County Blood Bank which
it directs and manages. The Blood Bank will again

offer free Blood Group typing and Rh Factor
determinations as its part in the Health Fair.

There will also be present in the booth one of the

Blood Bank Committee members to answer ques-

tions. We hope there will be many to avail them-
selves of this service.

The Scott County Blood Bank is a non-profit,

but self-supporting organization within the Scott

County Medical Society, and is one of the contri-

butions to the health of this community by this

group. The sole purpose of the Bank is to supply

whole blood for the needs of patients in the local

hospitals.

In June, 1947, the Scott County Veterans’ Coun-
cil supplied the necessary funds for equipment and
supplies needed for the operation of a blood bank.

More than a score of members of local veterans’

organizations donated a pint of blood each, and
the necessary work was done by a committee from

the Scott County Medical Society. The Scott

County Blood Bank was then in operation.

For the past seven years this blood bank has
been quietly functioning. In this time more than

10,000 pints of blood have been used by this com-
munity. The initial advance by the Scott County
Veterans’ Council has since been repaid from
the nominal charge made for the blood, and this

blood bank remains self-supporting on a non-
profit basis.

The value of a local blood bank is known best

by those who have required transfusion in an
emergency. Since the Scott County Blood Bank
operates under a system of voluntary replacement
by close friends and relatives, rather than by
public recruitment of donors, it has not been the
policy of the organization to undertake any exten-
sive publicity program.
During the past year, the Scott County Blood

Bank has been aided by the institution of an
Auxiliary. A group of interested wives of mem-
bers are now giving their time to aid in the com-
fort of blood donors. Their services have become
quite valuable.
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MEETINGS

Black Hawk

At the meeting of the Black Hawk County Med-
ical Society held on June 15, Dr. Edwin Ernst, of

St. Louis, Missouri, spoke on cancer of the uterus

and uterine cervix.

Cass

Seventy-four doctors and their wives registered

for the Cass County Medical Society’s annual
meeting at the Atlantic Golf and Country Club
on May 26. Speakers who participated in the eve-

ning medical program were: Dr. John Lutton and
Dr. Archie O’Donoghue, of Sioux City, Dr. R. R.

Tidrick and Dr. Christian Radcliff, of S.U.I., and
Dr. John Thomas and Dr. H. B. Hunt, of the

Nebraska University School of Medicine.

Des Moines

The Des Moines County Medical Society held
its annual stag picnic and skeet shoot at New
Crystal Lake, on June 9.

Dubuque

At the May 11 meeting of the Dubuque County
Medical Society, Dr. F. H. Top, head of the De-
partment of Hygiene and Preventive Medicine at

S.U.I., spoke on poliomyelitis prophylaxis.

Johnson

The June meeting of the Johnson County Med-
ical Society was a picnic, held at the home of

Dr. George C. Albright, on June 2.

Linn

Dr. C. H. Stark, of Cedar Rapids, was installed

as president of the Linn County Medical Society,

at a meeting held in mid-May. Dr. Lawrence J.

Halpin was named president-elect; Dr. E. B. Mc-
Conkie was elected vice-president; Dr. Robert
C. Locher was elected secretary; and Dr. A. F.

Harrington was reelected treasurer.

Washington

Dr. Norman B. Nelson, Dean of the College
of Medicine at S.U.I., and Mrs. Nelson, addressed
a dinner meeting attended by Washington County
physicians, their wives and their guests, on May
28. A framed certificate, announcing the granting
of Life Membership in the Iowa State Medical
Society, was presented to Dr. W. S. Kyle.

Woodbury

At the meeting of the Woodbury County Med-
ical Society held on May 27, a motion picture

“Radio Isotopes and Their Application to Hu-
mans” was shown.

DEATHS

Dr. Matt Blakely Weir, 71, who practiced at

Griswold from 1918 to 1949 and since then has

practiced part-time at Atlantic, died on May 24 at

Jennie Edmondson Memorial Hospital, in Coun-
cil Bluffs. Dr. Weir suffered two strokes this

spring, the first of them while vacationing in

Florida.

Dr. Thomas Francis Duhigg, 76, who practiced

in Des Moines prior to 1922 and maintained his

membership in the Iowa State Medical Society

until 1932, died late in May. Following his retire-

ment from the Navy, with the rank of Com-
mander, he has lived in New York City, and he
was buried at Arlington National Cemetery.

Dr. William Oscar Smouse, 78, who retired in

1946 after practicing for many years in Des
Moines, died at Iowa Lutheran Hospital there, on

May 21, after a five-year illness. He was a Life

Member of the Iowa State Medical Society.

Dr. Arthur S. Fourt, 59, of Melbourne, died sud-

denly on June 6 of a dissecting aneurysm of the

aorta. As a memorial to him, the doctors of Mar-
shall County will redecorate one of the obstetrical

rooms at the hospital where he worked.

BOOK REVIEWS
(Continued from page 307

)

ready reference when a problem arises. This is such

a book. It is a large book, too, because the authors

have prepared a thorough discussion of all the en-

docrine glands in an orderly fashion; yet they have
done a commendable job in avoiding lengthy presenta-

tions of controversial topics. The reader finishes each
section with a clear concept of the present knowledge
regarding that particular gland and its relationship to

the others.

The reader is kept oriented by the logical repetition

of subheadings, Anatomy and Physiology, Hypofunc-
tion and Hyperfunction, in the sections, each of which is

devoted to one gland. Then, there are two unusual sec-

tions of related interest, both venturing farther than

most such texts. The first concerns the placenta and
its hormones, and the other considers the endocrine

aspects of obesity. The last chapter in the book de-

scribes laboratory procedures useful in studying en-

docrinological problems, with a paragraph to aid in

the interpretation of each test. Several tables at the

end furnish lists of the effective preparations avail-

able for therapy.

This book is so well written, so logically presented,

so authoritatively documented, that it is highly recom-
mended for easy reading and for the reference shelf

of all physicians who encounter disorders of the

endocrine glands.

A. G. Lueck, M.D.



MINUTES OF THE 1954 SESSIONS OF THE

HOUSE OF DELEGATES

Iowa State Medical Society

Des Moines, Iowa—April 25-28, 1954

The first session of the House of Delegates of the

Iowa State Medical Society was called to order at

2 P.M., Sunday, April 25, by Dr. Herman Smith, Des
Moines, Speaker. Roll call was taken by delegate reg-

istration cards. There were 107 delegates and 14 alter-

nates present.

SUNDAY AFTERNOON SESSION

APRIL 25, 1954

DELEGATES

Adair—A. S. Bowers
Adams—A. W. Brunk
Audubon—H. K. Merselis

Benton—J. E. Blumgren
Black Hawk—H. A. Bender
Black Hawk—C. D. Ellyson
Black Hawk—T. L. Trunnell
Boone—W. H. Longworth
Buchanan—R. L. Knipfer
Buena Vista—H. E. Farnsworth
Calhoun—Paul Ferguson
Carroll—J. M. Tierney
Cerro Gordo—H. G. Marinos
Cherokee—D. C. Koser
Chickasaw—M. J. McGrane
Clarke—H. E. Stroy
Clayton—P. R. V. Hommel
Clinton—R. T. Lenaghan
Clinton—R. F. Luse
Crawford—J. M. Hennessey
Dallas-Guthrie—W. A. Castles

Davis—P. T. Meyers
Delaware—J. E. Tyrrell

Des Moines—W. R. Lee
Des Moines—F. G. Ober
Dubuque—D. C. Conzett
Dubuque—R. J. McNamara
Dubuque—D. F. Ward
Emmet—J. L. Powers
Fayette—L. W. Ward
Fremont—Kenneth Murchison
Grundy—H. V. Kahler
Hamilton—F. F. Hall

Hancock-Winnebago—C. V. Hamilton
Hardin—L. F. Parker
Henry—J. S. Jackson
Howard—W. G. Doss
Ida—W. G. McAllister

Iowa—C. F. Watts
Jackson—L. B. Williams
Jasper—J. W. Billingsley

Jefferson—R. A. McGuire
Johnson—E. J. Boyd
Johnson—W. H. Flocks
Johnson—L. H. Jacques

Johnson—W. Kirkendall

Johnson—E. W. Paulus
Johnson—E. F. Van Epps
Jones—T. M. Redmond
Kossuth—J. M. Schutter

Lee—L. C. Pumphrey
Linn—J. J. Keith

Linn—John Parke
Linn—C. H. Stark

Linn—J. J. Redmond
Louisa—L. E. Weber
Lucas—A. L. Yocom
Madison—I. K. Sayre
Mahaska—K. M. Lemon
Marshall—D. D. Harris

Marshall—L. O. Goodman
Montgomery—E. L. Croxdale
Muscatine—L. H. Whitmer
O’Brien—T. D. Kas
Page—P. L. Spencer
Palo Alto—G. H. Keeney
Plymouth—W. L. Downing
Pocahontas—J. B. Thielen

Polk—W. D. Abbott
Polk—M. T. Bates
Polk—R. F. Birge
Polk—T. A. Bond
Polk—R. A. Dorner
Polk—O. A. Elliott

Polk—J. T. McMillan
Polk—G. E. Mountain
Polk—Fred Sternagel

Polk—D. C. Wirtz
Pottawattamie—C. V. Edwards
Pottawattamie—N. D. West
Ringgold—E. J. Watson
Sac—W. I. Evans
Scott—George Braunlich
Scott—W. C. Goenne
Scott—L. V. Schroeder
Scott—J. H. Sunderbruch
Shelby—J. H. Spearing
Sioux—M. O. Larson
Story—J. D. Conner
Story—G. E. McFarland, Jr.

Tama—C. W. Maplethorpe, Sr.

Union—H. J. Peggs
Van Buren—L. A. Coffin

Wapello—C. A. Henry
Wapello—W. C. Wolfe
Warren—L. E. Hooper
Washington—D. G. Sattler

Wayne—C. N. Hyatt
Webster—C. J. Baker
Webster—H. H. Allen
Winneshiek—E. F. Hagen
Woodbury—W. K. Hicks

317
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Woodbury—E. M. Honke
Woodbury—A. Q. Johnson
Woodbury—F. D. McCarthy
Woodbury—R. C. Mugan
Wright—G. E. Schnug

ALTERNATE DELEGATES

Appanoose—E. A. Larsen
Black Hawk—C. E. Manthey
Cerro Gordo—T. E. Davidson
Dickinson—T. L. Ward
Humboldt—I. H. Shohet
Johnson—J. S. Greenleaf
Johnson—S. C. Ware
Linn—E. H. Files

Marion—D. A. Mater
Polk—W. M. Sproul
Pottawattamie—J. W. Standeven i

Poweshiek—E. S. Korfmacher

Minutes of the Wednesday morning, session, 1953,

were approved as published in the July issue of the

Journal of the Iowa State Medical Society.

At this point in the deliberations, Dr. R. N. Larimer,

president, assumed the rostrum and called for remarks
of the Speaker of the House. The Speaker outlined

procedures to be followed by the members of the

House in presenting reports, resolutions, etc. He re-

quested permission to appoint reference committees,

which request was granted. Seven reference commit-
tees were selected from the personnel of the House of

Delegates. Articles of Incorporation and By-Laws:
E. J. Boyd, Iowa City, Chairman; G. E. McFarland,
Jr., Ames; J. E. Tyrrell, Manchester. Legislation and
Public Relations: D. F. Ward, Dubuque, Chairman;
C. D. Ellyson, Waterloo; C. O. Adams, Mason City;

P. L. Spencer, Essex; E. H. Files, Cedar Rapids. In-

surance and Medical Service: L. O. Goodman, Mar-
shalltown, Chairman; C. J. Baker, Fort Dodge; J. H.
Sunderbruch, Davenport; C. N. Hyatt, Humeston; C. H.
Stark, Cedar Rapids. Osteopathic: E. F. Van Epps,
Iowa City, Chairman; C. A. Boice, Washington; J. M.
Schutter, Algona; J. S. Jackson, Mount Pleasant;

R. J. McNamara, Dubuque. Miscellaneous Business:

C. V. Edwards, Council Bluffs, Chairman; H. E. Farns-

worth, Storm Lake; A. Q. Johnson, Sioux City; J. L.

Powers, Estherville; O. A. Elliott, Des Moines. Reports

of Officers: J. G. Fellows, Ames, Chairman; M. T.

Bates, Des Moines; L. H. Whitmer, Muscatine; D. C.

Koser, Cherokee; R. L. Knipfer, Jesup. General Prac-

titioners Award: F. D. McCarthy, Sioux City, Chair-
man; L. E. Hooper, Indianola; T. D. Kas, Sutherland.

William R. Myers, Henry R. Mol, Robert A. Sed-
lacek, and Edward R. Duffie, representatives of the
Student AMA chapter of the State University of Iowa
College of Medicine, were introduced to the members
of the House. These students were guests of the Iowa
State Medical Society.

Officers’ and committees’ reports were accepted as

printed in the official Delegates’ Handbook, and as

reprinted hereafter.

Help your central office to maintain an

accurate mailing list. Send your change of

address promptly to the Journal, 529-36th

Street, Des Moines 12, Iowa.

Reports of Officers

FROM THE OFFICE OF THE SECRETARY

The activity of your Society is constantly expand-
ing, which we believe is desirable. Much of this is

due to the increasing number of young physicians who
are taking an active interest in Medical Society affairs.

Most of the committees were busy this past year, and
we hope to maintain a comparable tempo during the
remainder of 1954.

The business of the State Society has grown to a
point where it has become necessary to department-
alize the office. The following departments have been
set up.

1. Membership, Accounting, Woman’s Auxiliary
(We have installed a new membership record sys-

tem which has made our membership record
keeping easier and far more complete.)

2. Journal and Research
3. Television, Radio and Speakers’ Bureau

(This department also prepares farm health ar-

ticle which appear in Wallace’s Farmer every
two weeks.)

We now employ eight people. There are the Assist-

ant to the President, the Executive Secretary, three
department heads, two private secretaries and one ad-

ministrative typist. General public relations, inter-pro-

fessional relations, and contacts with other organ-

izations are handled through the offices of the As-
sistant to the President and the Executive Secretary.

There are many activities of the Society which re-

quire a great deal of time and personal attention.

A few examples are relations with all of the press

services, liaison between the two Blue Cross Plans
and Blue Shield, legislation, and physician placement,

plus constant work with all of the committees of the

Society.

We have now been situated in our new offices long

enough to feel quite at home. The office is equipped
with the modern machinery which is necessary for us

to handle the mailings and other correspondence which
go to you from this office. We should like to encourage
you to visit the new building whenever you are in

Des Moines and especially while you are here attend-

ing the annual meeting.

Special Note: We urge you to give attention to all

communications which come to your office from the

State Medical Society and also to read the Journal
each month in order to keep abreast of the business

of the State Medical Society.

Financial Statement:

All funds due to the State Society have been col-

lected by the secretary and turned over to the treas-

urer, and all AMA dues have been remitted to the

American Medical Association.

Memberships:

Membership in the Iowa State Medical Society dur-

ing 1953 reached a total of 2481, as compared with
2490 in 1952, a loss of nine members. Forty-three

counties had 100 per cent membership, as compared
with 55 in 1952. The drop in the number of counties

maintaining 100 per cent was due to new doctors’

locating in Iowa late in the year who deferred their

State Society membership until the first of the year.

Our records indicated 30 more eligible non-members
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during 1953 than in 1952. There were 59 ineligible

physicians in 1953, as contrasted with 44 in 1952. This

increase of ineligible physicians was due to the ad-

dition of 15 D. P. physicians at institutions. There were

134 physicians retired or not in practice in 1953, as

against 142 in 1952. Total membership percentage in

1953 was 96 per cent, one point off 1952. The fol-

lowing counties attained 100 per cent membership dur-

ing 1953.

Adams Dickinson Lee Ringgold

Boone Emmet Lyon Shelby
Buena Vista Floyd Madison Tama
Butler Grundy Mahaska Taylor

Calhoun Hamilton Marion Van Buren
Carroll Hardin Monroe Warren
Cass Henry Muscatine Wayne
Chickasaw Humboldt O’Brien Webster
Clarke Ida Osceola Worth
Dallas-Guthrie Jackson Page Wright
Delaware Kossuth Pocahontas

AMA Membership:

The State Society has continued to collect dues for

the American Medical Association. Our percentage of

membership has remained high. During 1953, 2395

Iowa doctors were members of the AMA, a number
which was 96.5 per cent of the total Iowa State Med-
ical Society membership. Our membership of 2395 in

the American Medical Association entitles the Iowa
State Medical Society to three AMA delegates in 1954.

We have continued to serve as a clearing house
for physicians who desire to substitute some other
AMA publication in place of the AMA Journal.

1953 MEMBERSHIP RECORD

Not in Practice
County Members Eligible Ineligible or Retired Pctge

Adair 4 3 57
Adams 4 100
Allamakee 8 i i 89
Appanoose 13 3 81
Audubon 5 1 83
Benton 17 2 89
Black Hawk 101 2 i 98
Boone 21 100
Bremer 17 i 94
Buchanan 11 6 100
Buena Vista 21 i 95
Butler 10 100
Calhoun 19 100
Carroll 24 i i 100
Cass 16 1 1 100
Cedar 7 i 88
Cerro Gordo 61 l 99
Cherokee 13 l 6 4 93
Chickasaw 12 100
Clarke 6 100
Clay 11 i i 92
Clayton 10 6 4 63
Clinton 47 2 2 96
Crawford 10 1 2 91
Dallas-Guthrie 26 5 2 100
Davis 13 i 93
Decatur 6 i 1 86
Delaware 10 1 1 100
Des Moines 42 i 4 98
Dickinson 7 100
Dubuque 72 3 i 96
Emmet 15 100
Fayette 23 4 2 85
Floyd 17 1 100
Franklin 8 3 73
Fremont 8 1 1 88
Greene 19 1 1 1 95
Grundy 16 100
Hamilton 13 i 100
Hancock-
Winnebago 18 4 2 82

Hardin 20 i 3 100
Harrison 9 5 l 1 64
Henry 12 3 100

Howard 7 1 88
Humboldt 9 100
Ida 9 i 100
Iowa 11 1 l 92
Jackson 13 100
Jasper 20 5 i 80
Jefferson 7 1 l 88
Johnson 202 3 4 12 99
Jones 11 4 73
Keokuk 10 2 i 2 83
Kossuth 15 2 2 100'

Lee 35 100
Linn 118 5 i 6 96
Louisa 4 2 67
Lucas 8 100
Lyon 5 100
Madison 8 100
Mahaska 19 100
Marion 20 3 2 87
Marshall 38 1 2 97
Mills 5 2 3 73
Mitchell 11 4 2 73
Monona 11 1 2 92
Monroe 7 1 100
Montgomery 16 2 89
Muscatine 18 2 100
O'Brien 18 100
Osceola 8 1 100
Page 25 5 100
Palo Alto 15 2 89
Plymouth 11 3 4 79
Pocahontas 7 1 1 100
Polk 327 5 3 24 98
Pottawattamie 68 2 2 4 97
Poweshiek 14 1 93
Ringgold 4 100
Sac 11 1 92
Scott 105 2 2 7 98
Shelby 7 1 100
Sioux 15 1 94
Story 41 1 i 3 98
Tama 14 100
Taylor 5 100
Union 16 i 94
Van Buren 6 i 1 100
Wapello 55 i l 98
Warren 8 1 100
Washington 16 i 1 94
Wayne 7 1 100-

Webster 57 1 100
Winneshiek 10 2 2 83:

Woodbury 126 1 3 7 99
Worth 4 10O
Wright 22 3 100

Total 2481 112 59 134 96

Since we were unable to rent the Midtown Roller

Rink this year and since there was no other space
near the Fort Des Moines Hotel where we could dis-

play the scientific exhibits, it was the feeling of the

officers of the Society and the Committee on Scientific

Work that we should dispense with the scientific ex-

hibits this year. It is our hope that the Des Moines
Auditorium will be completed by the spring of 1955,.

which will make it possible for both the technical and
the scientific exhibits to be displayed at one central

location. The Midtown Roller Rink is the property of

the Central Broadcasting Company and the work of’

remodeling the rink into a television studio has be-

gun. This is the reason we were unable to obtain it;

for use in housing our scientific exhibits. We are in-

deed hopeful that the Des Moines Auditorium will be
completed and available for the Society’s use next
spring.

A. B. Phillips, M.D., Secretary

.

REPORT OF THE TREASURER

During the past year, complete new bookkeeping
and accounting systems were introduced which sim-

plify all transactions in the office and provide a
monthly statement that gives a clear picture to the

Board of Trustees and Council. Audits by our Certified

Public Accountant have also been considerably fa-

cilitated.

Our new financial statement, we believe, is far more
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revealing and more easily interpreted than the old

ones, but the streamlining has necessitated some
changes that need a bit of explanation. In the past,

salaries and expenses of various members of the staff

were charged against different activities and depart-

ments, and were not shown in the financial statement

under the heading “General Salaries.” According to

the new system, all salaries ai'e charged against the

general-salary account.

Expenses in connection with other business of the

Society, such as committee meetings, public relations,

television, etc., are charged against the respective com-

mittees or types of activity.

Any member of the Society is welcome to visit the

state office to examine the records at any time.

N. Boyd Anderson, M.D., Treasurer.

ASSETS:

Current Assets:

Cash in Banks $ 7,624.32

Government Bonds 60,000.00

Baldridge-Beye Memorial
Fund—Unloaned 1,557.00

Notes Receivable—Baldridge-

Beye Fund 4,678.00

Loan-Iowa State Medical Educa-
tion Fund 554.63

Pension Insurance due from
employees 607.50

Total Current Assets .... $ 75,021.45

Fixed Assets:

Land $ 5,000.00

Building 36,749.85

Office Furniture and Fixtures . . 12,596.99

Total $54,346.84

Less: Depreciation to date 5,368.24

Net Fixed Assets 48,978.60

TOTAL ASSETS $124,000.05

LIABILITIES AND NET WORTH:

Liabilities:

Withholding Tax ..$ 655.90

Social Security Tax 56.18

Federal Unemployment Tax . 84.90

Use Tax 85.96

Local Taxes 990.29

Accounts Payable 1,610.00

TOTAL LIABILITIES ...

Baldridge-Beye Memorial Fund

Balance 1/1/53 ....$ 4,147.00

Add: Income 1953 . 2,088.00

Nei Worth:
Balance 1/1/53 ....$105,311.85

Add: Net Income-
1953 8,969.97

Balance period

ending 12/31/53

TOTAL LIABILITIES AND
NET WORTH 12/31/53

Cash Receipts for the year 1953

Dues—State Society

Dues—A M A
Journal Advertising

Journal Reprints

Annual Session 7,520.70

Blue Shield Refund for Services 5,127.00

Miscellaneous 814.84

A M A Collection Commissions 488.75

Interest—Government Bonds 1,258.72

Interest—Savings Account 233.38

TOTAL RECEIPTS $186,197.01

Expenditures for the year 1953

Annual Session $ 9,298.89

Baldridge-Beye Memorial Fund 1953 2,088.00

County Society Services 2,491.99

Council Expense 1,503.16

Committee Expense:
Grievance 1,640.46

Legislative 10,200.00

Medico-Legal 1 993.25

Medical Service 1,799.10

Medical Education—Hospitals 200.18

Public Health 1,878.16

Public Relations 3,778.39

Other Committees 1,508.99

Depreciation—Building 915.11

Depreciation—Office Furniture and Fixtures 1,768.70

Dues to A M A 48,217.50

Dues and Subscriptions 912.00

General 835.76

Insurance 860.44

Janitor Supplies 73.25

Journal—Printing and Engraving 17,185.84

Legal and Auditing 297.65

Lights, Gas and Water 631.32

Local Taxes 990.29

Office Stationery and Supplies 2,293.79

Pension Insurance 3,706.04

Postage 1,200.37

Repairs and Maintenance of Office Building

and Equipment 78.75

Reprints 1,053.27

Salaries 48,389.06

Salaries—Outside Secretarial Service 225.26

Service Contracts—Machines 227.72

Social Security and Unemployment Tax . . . 554.97

Speakers Bureau 33.40

Telephone and Telegraph 2,388.71

Travel Expense (Officers) 3,393.82

Travel Expense (Salaried Employees) 1,895.46

Trustee Expense 1,368.91

Use Tax 349.08

TOTAL EXPENDITURES $177,227.04

REPORT OF THE BOARD OF TRUSTEES

Members of the House of Delegates:

The Board of Trustees has experienced an exceed-

ingly interesting and busy year. We held twelve of-

ficial meetings and numerous telephone conferences.

We have prepared a resume of the major activities

for your review.

In accordance with the wishes of the House of

Delegates, the Trustees established a pension plan for

the employees of the Iowa State Medical Society. An
employee becomes eligible after five years’ service and
is required to contribute to the plan. At present Miss

Mary McCord and Mr. Don Taylor are the employees
covered. However, according to federal regulations

Mr. I. W. Myers, our legal counsel, will have to be in-

$ 3,483.23

6,235.00

$114,281.82

$124,000.05

$103,496.50

48,217.50

17,861.61

1,178.01



Vol. XLIV, No. 7 Journal of Iowa State Medical Society 321

eluded when he becomes eligible in March, 1954.

The streamlining of the Society’s accounting system,
which we have supervised, is making it easier for us
to observe the finances of the Society and has made
it possible for us to present a financial statement to

you which is illustrative and, we hope, more easily

understood than those of past years. You will note in

studying the financial statement that the budget of

1954 income and expenses is so nearly at an equilib-

rium that the dues should remain as they are.

Since the 1953 annual meeting, we have lost the

services of Mrs. Dorothy Dolk, Executive Assistant,

and Dr. R. D. Bernard, General Manager. Mrs. Dolk
gave up her duties at the Society in order to devote
full time to her home. Through the years, Mrs. Dolk
served the Society very commendably. Dr. Bernard
resigned January 1, 1954, after serving for three and
one-half years as General Manager. He stated in his

letter of resignation that he believed he had accom-
plished the tasks which were assigned to him when he
was employed and, further, that he felt his first duty
was to care for Mrs. Bernard. The Trustees accepted
his resignation with sincere regret.

Following Dr. Bernard's resignation, we made some
changes in staff appointments. We abolished the posi-

tion of General Manager and established the new post
of Assistant to the President, to which Miss McCord
was appointed. Mr. Taylor succeeded Miss McCord as

Executive Secretary. He is now employed exclusively
by the Iowa State Medical Society, having been re-

placed as Director of Physician Relations for Blue
Cross-Blue Shield by Mr. Wilbur R. Quinn, who will

maintain liaison between the Medical Society, Blue
Shield, and the two Blue Cross plans. This past year
Miss McCord was absent from the office four months
because of illness, but we are happy to report she
has recovered and is performing her duties in the
usual efficient manner.

The State Society is extremely fortunate in having
Edward Hamilton, Ph.D., as Assistant Editor of the
Journal. He is doing an outstanding job for us.

By this time all of you should have received the Com-
mittee on Medical Services’ “Handbook of Resources
Available to Physicians,” for which Mr. Hamilton ac-

cumulated most of the material. We consider it to be
one of the outstanding manuals of its kind in the na-

tion, and the sale of a large number of the manuals
has greatly reduced the over-all cost of the booklet
to the Society.

Mrs. Hazel Lammey, who is the replacement for

Mrs. Dolk, is performing her duties in a most ef-

ficient manner. Mrs. Lammey handles memberships,
accounting, and certain activities for the Woman’s
Auxiliary.

Miss Tina Preftakes is developing into a finished

television producer. Under the direction of Dr. Ber-
nard and Mr. Taylor, Miss Preftakes has produced a

television show over WOI-TV every week since last

September. She has had to give up every Friday night

as well as many other evenings and Sundays in order
to pi'oduce these shows on a weekly schedule. In ad-

dition, she has done the rewrites of the health articles

which have appeared in Wallace’s Farmer. She works
with Mr. Taylor and the Committee on Public Educa-
tion in putting out this material. This farm publica-

tion reaches over 200,000 farm families, and one of

the State Society’s articles appears every two weeks.
Miss Preftakes is also in charge of the Speakers’
Bureau of the Society, under the direction of Dr. Rob-
ert Stickler. We believe this young lady shows real

promise, and we are expecting ever greater things

from her.

We would be remiss if we did not acknowledge the

outstanding work of our legal counsel, Mr. I. W. (Bar-

ney) Myers. He has given unceasingly of his time and
has been most helpful to your officers and various

committees in legal matters as well as in other and
more general problems of the Society. We are grateful

to Mr. Myers for his splendid work on behalf of the

Iowa State Medical Society.

Without exception, all of the staff members are de-

serving of praise. A tremendous volume of work has

been handled by a very small staff.

A supplemental report will be delivered before the

House of Delegates.

L. A. Coffin, Chairman,
J. W. Billingsley

W. L. Downing

Reports of the Councilors

FIRST DISTRICT

A Cancer Clinic for Councilor District One was held

at New Hampton on October 21, 1953. It was a very
successful and well attended meeting. The councilor

has regularly attended meetings held at the State

Society’s headquarters in Des Moines.
A. F. Fritchen, M.D., Councilor.

Bremer County. The Bremer County Medical Society

held meetings in April, May and December, 1953. Be-
cause physicians in the county who are not members
of St. Joseph Mercy Hospital’s staff hadn’t very fre-

quently attended county society meetings in previous
years, the 1953 gatherings were permitted to cover
both hospital and society business. However, if the

other doctors express the wish that they do so, the

Waverly men will be glad to have the agenda con-

fined to topics that are of interest to practitioners

throughout the area.

F. R. Sparks, M.D., Deputy Councilor.

Chickasaw County. The annual meeting of the Chick-
asaw County Medical Society was held in New Hamp-
ton, Iowa on December 15, 1953. The members present

went on record as in favor of the Bricker amendment.
They also approved the attitude of the State Medical
Society in regard to billing for surgical fees.

The County Society sponsored a “Cancer Clinic”

which was held in New Hampton, Iowa, on October

23, 1953. It was well attended and appreciated by all

present.

M. J. McGrane, M.D., Deputy Councilor.

Fayette County. The Fayette County Medical Society

held monthly scientific meetings during 1953, except

for July and August. Speakers were secured to talk

on various medical subjects of interest. Our October
meeting was held in conjunction with the veterinar-

ians’ group in four northeast Iowa counties, and we
have voted to make such a joint meeting an annual
affair, with the topic for discussion a subject of in-

terest to both groups.

The Society welcomed two new members during
the year, both of them general practitioners. Dr. Scott

Linge located in Fayette, and Dr. Harold Hallberg, in

Oelwein. The new million-dollar addition to Mercy
Hospital, Oelwein, and the complete remodeling of the

old hospital have provided us a total bed capacity of

72.

A. F. Grandinetti, M.D., Deputy Councilor.
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Howard County. All eligible practicing physicians in

Howard County are members of the Society. During

1953, two physicians from Cresco entered military serv-

ice, and two new men opened offices in the county,

one at Elma and one at Cresco. The Society held its

annual meeting in December, and no special activities

were planned for 1954.

P. A. Nierling, M.D., Deputy Councilor.

Mitchell County. The Mitchell County Medical Soci-

ety held nine monthly meetings during 1953, and at-

tendance at them averaged 80 per cent. There were no
outside speakers, and the proceedings were mostly of

a business nature.

T. E. Blong, M.D., Deputy Councilor

.

Winneshiek County. The Winneshiek County Med-
ical Society held only one separate meeting during

1953, its annual election meeting in December. All

members of the Society meet monthly with the De-

corah Hospital staff, and because of the small member-
ship in the Society, it is impossible to arrange formal

sessions throughout the year. Many of the Win-
neshiek County physicians have attended medical con-

ventions and post-graduate courses, as well as the

meetings of the State Society and the Iowa Academy
of General Practice.

Edward F. Hagen, M.D., Deputy Councilor.

SECOND DISTRICT

Activity in the Second Councilor District has gone
along about the same as it has in the past. It seems
as though gradually the amount of activity by the var-

ious county medical societies slowly increases. It is

heartening to see the interest shown by the doctors

of this District in the problems confronting organized

medicine, and to see their willingness to do whatever
possible to solve them.

C. O. Adams, M.D., Councilor.

Butler County. In Butler County the Society activity

is limited to two meetings a year. During the summer-
time a meeting is held to which the doctors’ wives
are invited, and the problems confronting the doctors

of the county are discussed in an informal manner.
A second meeting is held in December to take care

of the annual routine business. Activity in this Society

is limited because of the small number of doctors in

the county and because of the fact that their profes-

sional interests are quite divergent, depending on their

proximity to larger medical centers.

F. A. Rolfs, M.D., Deputy Councilor.

Cerro Gordo County. The Cerro Gordo County Med-
ical Society held nine dinner meetings during the year
1953. The regular meetings are suspended during the

months of June, July, and August. Attendance aver-

ages about 45 members and 10 guests at each meeting.

Guest speakers are present for all of them. In Septem-
ber the doctors’ wives were also present.

Most of the business of the Society is carried on by
the Executive Council, which meets each month at

noon on the day of the medical meeting.

In the fall of 1953, the local Society for Crippled
Children set up a physiotherapy treatment center at

Hoover School, one of the new elementary school

buildings in Mason City. There is a full-time phys-
iotherapist in charge who gives treatment to those

who need it, but only under the specific recommenda-

tions of the patient’s physician. The County Medical
Society gave advice and cooperation in setting up this

treatment center.

A free diabetic urine examination day was held, and
a total of 67 urines were examined. No new cases

were found.

Approval was secured from the Atomic Energy
Commission on January 9, 1954, and an isotope lab-

oratory has been established by the Cerro Gordo
County Medical Society. The equipment is owned by
the Cerro Gordo County Medical Society and is housed
at the St. Joseph Mercy Hospital. Operation is in the

hands of a committee of the County Medical Society.

In the beginning, iodine for diagnosis only will be
used. Later it is hoped that therapeutic iodine and
radioactive phosphorus and possibly gold will be add-

ed to the work of the laboratory.

During the year, membership in the County Society

was decreased by the death of Dr. George Crabb.
One man returned to his practice after spending time
in military service, and another man left his practice

to serve in the armed forces. Two new members were
added by transfer of membership, and two new mem-
bers were added to the rolls during the year. One
member moved to another state.

L. R. Woodward, M.D., Deputy Councilor.

Franklin County. In Franklin County only one or

two meetings are held each year. All members of the

county society, however, attend monthly meetings of

the hospital staff, and many of them visit surrounding
counties to take advantage of the imported speakers.

During the year the Society voted to encourage the

securing of a county nurse.

W. L. Randall, M.D., Deputy Councilor.

Winnebago-Hancock Society. The Winnebago-Han-
cock Society held four quarterly meetings during the

year, and the attendance was very good. During the

year two new men have located in the area and have
been admitted to membership in this Society. One man
was recalled to active duty in the Naval Reserve.

Many of the members also attend the monthly meet-
ings of the Cerro Gordo County Society.

T. J. Irish, M.D., Deputy Councilor.

Humboldt County. In Humboldt County, formal or-

ganized meetings have been very few. The doctors

attend hospital-staff and county-society meetings in

adjacent counties. The doctors in the county have co-

operated with the county health nurse and the school

nurses in a county wide exam and immunization pro-

gram for five-year-olds prior to their entrance into

school.

I. T. Schultz, M.D., Deputy Councilor.

Kossuth County. The Kossuth County Medical Soci-

ety is quite an active organization. It holds monthly
meetings the year around, in conjunction with the

monthly hospital meetings in Algona.

Changes in the membership during the year include

the death of Dr. L. O. Snook of Wesley and the re-

turn of Dr. Horton to his practice again after a year

of service with the Navy. During the year the Kos-

suth County Society cooperated with the tuberculosis

survey, in which 11,803 miniature films were taken.

Seventy-nine retakes were also examined.

There is a health council in the community, and a

member of the county society sits in as one of the

members of this council.
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The doctors of this Society have cooperated in a

survey of all preschool children.

During the fall, a Crippled Children’s Clinic was
held, in which the County Society doctors cooperated.

The County Society cooperated with the Diabetic

Society’s program for free examination of urine for

sugar.

The school boards in this area have a health coun-
cil in which two members of the medical society are

members to help with counseling on the health of

school children.

Kossuth County is a 100 per cent society, for all

doctors eligible for membership in the county are

members of the society.

M. G. Bourne, M.D., Deputy Councilor.

Worth County. The Worth County Medical Society

has limited activity because of the very small number
of doctors in the county. Only organizational meetings
are held. Most of the men visit the Cerro Gordo
County Medical Society’s monthly meetings to par-

ticipate in their scientific sessions.

R. L. Olson, M.D., Deputy Councilor.

Wright County. The Wright County Medical Society

held four meetings during the year. There are 20 prac-

ticing physicians in the county, 19 of whom are active

members of the Society. During the year there were
no new physicians entering practice in the county.

One of the men who is on active duty with the Army
is expected to return to his practice in Clarion in the

spring. There are no other physicians in the Armed
Services at present. There have been no deaths among
the members during the year.

In the fall of the year an immunization program
was carried out among the school students with almost
100 per cent student participation.

The meetings of the society are held in various
towns in the county and six meetings are planned for

the year of 1954.

S. P. Leinbach, M.D., Deputy Councilor.

THIRD DISTRICT

The third councilor district, with Dr. M. T. Morton
of Estherville, as councilor, has been having a very
satisfactory year.

There are adequate hospital beds to give the patients

good medical care.

For the most part there has been harmony between
the doctors, the hospitals and their staffs.

In April, 1953, Dr. Morton suffered a heart attack,

because of this he resigned, and a new councilor was
elected in December.
The new councilor has been unable to get reports

from the Deputy Councilors in all counties. However,
Emmet, Osceola and Pocahontas Counties have had
regular meetings each month. Dickinson, Lyon, Palo
Alto and Sioux Counties have had meetings for spe-

cial occasions, as for election of officers, meeting with
representatives of Blue Cross and Blue Shield, and
special local problems.
The Woman’s Auxiliary is not active in this Dis-

trict. The membership is small in all the counties, and
there is no large city in the district for any social

activities.

All counties have reported 100 per cent membership
of eligible doctors to the state society.

T. L. Ward, M.D., Councilor.

Deputy Councilors

C. S. Kirkegaard Emmet County
Stuart H. Cook Lyon County
F. M. Rizzo Osceola County
Chas. L. Jones Pocahontas County
Harold L. Brereton Palo Alto County
C. B. Murphy Sioux County
C. C. Jones Clay County
T. D. Kas O’Brien County

FOURTH DISTRICT

The activities of the fourth district councilor have
been confined to attendance at meetings of the Exec-
utive Council in Des Moines, reports of these meet-
ings being sent to each county.

The problems of the individual counties in the dis-

trict have been substantially the same as those of the

State Society. One county (Buena Vista) has incor-

porated, in keeping with the advice of the House of

Delegates.

The hospital-osteopathic problem so prominent in

some sections of the state has been noticeably absent
in this district this year. One rather new community
hospital revised its by-laws just recently, revoking
hospital privileges previously given osteopaths. This is

not a tax supported hospital.

The following individual county reports are self-

explanatory and give a very good idea of the Fourth
District situation.

Paul W. Brecher, M.D., Councilor.

Buena Vista County. Probably the most important of

the events in the Buena Vista County Medical Society

during 1953 has been its becoming incorporated. This

procedure is in keeping with the advice and sugges-

tions as set out by the A.M.A. and the Iowa State Med-
ical Society. We feel it will make for a better work-
ing organization. Of the 18 physicians in Buena Vista

County, 16 are members of the County Society. One
new physician has located in the County during the

year, one member has left for another state, one mem-
ber has not been active, and one member has died

during the year.

Our Society had five meetings during the year. The
December meeting included the annual election of

officers, and the other meetings were of a social and
business nature. One meeting is customarily held in

conjunction with the staff of Buena Vista County Hos-
pital. This is a summer picnic-type of meeting, with
golf, boating, etc. in the afternoon, and a dinner in

the evening with guest speakers. Invitations are sent

to the surrounding counties, and some 30 to 40 usually

attend. The Society has been active in all measures
backed by the State Society and the State Depart-

ment of Health, such as disease prevention, immu-
nization programs, polio control, etc.

H. E. Farnsworth, M.D., Deputy Councilor.

Carroll County. The active membership of the Car-

roll County Medical Society was increased from 19

to 20 during the past year by the inclusion of Wm.
C. Mulry, M.D., A.C.R., who now is in charge of

radiology at St. Anthony’s Hospital, Carroll. The fa-

cilities of the St. Anthony Hospital X-Ray Depart-

ment were recently expanded to include deep X-Ray
therapy. A room adjacent to the one that formerly

housed the Department was completely converted,

shielded, and equipped with a 250KV, 15MA therapy
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unit. Radium therapy is available there through the

use of rental radium.

In 1953, the delivery rooms and nursery at St. An-
thony’s were remodeled and improved. That section of

the hospital is an especially busy one, for there were
761 babies born and cared for there during the year.

The practice of Dr. D. H. Hopkins in Glidden, Iowa,

was purchased by the Morrison Clinic, of Carroll, on
June 1, 1953. Dr. Hopkins retired.

J. R. Martin, M.D., Deputy Councilor.

Cherokee County. The Cherokee County Medical
Society held monthly meetings during all of 1953.

Scientific papers were given by members of the

County Society and clinico-pathological conferences

were conducted by Dr. Ellsworth, of the Soo Valley

Hospital staff.

On Thursday, May 28, our annual meeting qf the

Sioux Valley Medical Society was held, to which all

doctors of the surrounding territory were invited. We
had a large attendance. Our guest speakers were Dr.

Hardin of the Dept. Internal Medicine and Dr. Keettel

of the Dept, of Obstetrics of the State University of

Iowa.

C. E. Broderick, M.D., Deputy Councilor.

Crawford County. During 1953, the Crawford County
Medical Society held monthly meetings, with visiting

speakers to provide the scientific programs. The mem-
bership remained constant with the exception that Dr.

Garred, of Dow City, left for service with the Army.
The immunization program sponsored by the Society

was continued, and a donation of $500 was made to

the Filter Fund for the local swimming pool. Mem-
bers of the Society talked to various lay and medical
groups on medical subjects.

A visiting pathologist and a visiting radiologist have
been secured for the local hospital.

R. M. Johnson, M.D., Deputy Councilor.

Ida County. Ida County has had no scientific meet-
ings during 1953, though it has had one business meet-
ing.

Two doctors of medicine have located in the county
during the year: Dr. J. E. Fitzpatrick and Dr. R. E.

Underriner, in Holstein. Dr. H. J. Fishman has moved
from Holstein to Cherokee, and Dr. R. B. Armstrong
has moved out of the state to Arizona.

M. W. Grubb, M.D., Deputy Councilor.

Monona County. There were two meetings of the

Monona County Medical Society held during 1953,

one for the election of officers and the other to hear
talks given by representatives of Blue Cross and Blue
Shield. The representatives of those organizations

helped us to get a clear understanding of their pro-

cedures and their plans. In December, we gave man-
toux tests to suspected cases of tuberculosis, and fol-

lowed up by giving them chest x-rays. A clinic for dis-

abled and crippled children was held during the year.

C. W. Young, M.D., Deputy Councilor.

Plymouth County. Meetings of the Plymouth County
Medical Society were held monthly in conjunction
with staff meetings of the Sacred Heart Hospital, Le
Mars, Iowa. All members of the County Society are
also members of the staff of the hospital.

Dr. Vernon Weikel, who located at Le Mars July

1, is a new member of the County Society.

At our December meeting, approval and support was
voted for the organization of the ladies’ Medical Soci-

ety Auxiliary, which is now in the process of being
organized.

H. L. Vander Stoep, M.D., Deputy Councilor.

Sac County. We, of the Sac County Medical Society,

have had a very good year. Meetings were held every
month except August, in 1953, with a scientific paper
or report given at each of those meetings. The Crip-

pled Children’s Clinic was held in Sac City, Iowa, this

year.

One new member was added to the Society, John
Hubiak, M.D., associated with James McAllister, M.D.,

Odebolt, Iowa.
Clifford E. Lierman, M.D., Deputy Councilor.

Woodbury County. In comparison with the preceding
several years, the Woodbury County Medical Society

has had a rather mild and quiet year. The county soci-

ety has had a meeting each month, with the exceptions

of July and August. Approximately seven scientific pa-

pers have been read and discussed at these meetings,

the speakers largely coming from the University of

Iowa. The addresses have been well-received, as well

as well-presented. Our average attendance has been
from 80 to 100. During the year there were several

social meetings, in addition.

Woodbury County is very happy to report that it is

doing a better job with indigent people since the old

age pension plan and A.D.C. were handed back to the

county, where it rightly belonged. The members hope
that the other counties of the state are experiencing

the same good results.

Our hospital situation in Sioux City has been excel-

lent. For the first time in ten years, there has been
a bed for everyone.

Woodbury County feels highly honored that the

State Society has had as its president, this past year,

our own Dr. Bob Larimer, whom we think highly of

and whose opinion we respect. There have been sev-

eral controversies during his term of office which he
and his officers have handled well.

Donald B. Blume, M.D., Deputy Councilor.

FIFTH DISTRICT

I respectfully submit the following Deputy Coun-

cilor reports which cover the activities of the various

county medical societies in my district.

E. M. Kersten, M.D., Councilor.

Boone-Story Societies. The Boone-Story County Med-
ical Societies have met together ten times in the last

year, each month except July and August, on the

third Tuesday of the month. The custom is for the

counties to alternate as hosts to the meeting. Dinner is

followed by a scientific meeting, when an address is

given by a speaker from one of the medical centers

of the Midwest. The program committees of the two
counties have done well this last year in selecting

good speakers. Story County Hospital opened in Sep-

tember, 1951, and has been filled to about 50 per cent

or better of capacity this last year, making an admir-

able contribution to the community health.

John D. Conner, M.D., Deputy Councilor.

Calhoun County. The society meets regularly nine

times a year on the first Thursday of the month. We
do not meet during the month of the State Society

meeting, nor in July and August. Our meetings are

dinner meetings, held in rotation at Lake City, Rock-
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well City, and Manson. There is always a scientific

program. The average attendance is ten.

John H. Faust, M.D., Deputy Councilor.

Greene County. The Greene County Medical Soci-

ety, consisting of 17 members, meets monthly, except-

ing June, July and August. These meetings are usually

dinner meetings, at which we perform our administra-

tive and business duties as well as enjoy educational

and scientific presentations.

We are happy in having a contract with the county

board of supervisors by which all of the county in-

digent funds paid for medical care go into our County
Society treasury. This source of revenue underwrites

our state and national dues, pays for medical speakers,

books and periodicals for the Society library at the

Hospital, as well as other medical educational pro-

grams of the Medical Society.

We are proud of our county tuberculosis program
by which free chest films are provided on written re-

quest of the doctor irrespective of the patient’s ability

to pay. Through this system we have derived much
useful diagnostic benefit on our local level.

It is believed therefore that we have made our or-

ganization one of usefulness in the community, and
through this means our people are enjoying better

medical care as the years progress.

Elvin D. Thompson, M.D., Deputy Councilor.

Hamilton County. During the past year, the Hamil-
ton County Medical Society has been energetic and
alert to the problems confronting organized medicine.

The membership includes all of the eligible physicians

of the county. There are twelve active members, and
there is one “life” member. Regular Society meetings
are held on the second Tuesday of each month at the

Hamilton County Public Hospital. These are dinner

meetings, followed by the business meeting and a

scientific program. Case reports and reviews of the

literature presented by the members constitute the

latter.

The building and remodeling project of the Hamil-
ton County Public Hospital was completed during the

year. The capacity was increased to 80 beds and 18

bassinets. The Society was active politically, and has

donated liberally of its funds in order to achieve

community improvement. In cooperation with the Hos-
pital Board of Trustees, the Society drafted and
adopted a charter and by-laws for a hospital staff or-

ganization. This was accomplished as a step towards
achieving AHA accreditation. Since, as the society

is aware, as long as the present Iowa Code does not
permit closed staffs in publicly operated hospitals,

there will from time to time be an osteopath who will

bring in an occasional patient, our objective is to hold

this to a minimum, and to continue to elevate the

standards of the hospital to a level which will merit

accreditation as quickly as the osteopathic situation is

resolved.

Bruce F. Howar, M.D., Deputy Councilor.

Polk County. The Polk County Medical Society re-

ported 333 members to the State Society in 1953. Of
this number 250 are active. At the close of the year,

13 of our members were in military service, including

two from active practice. Twenty-six new members,
including 16 in active practice, were admitted to our
roster, and 41 members, including 5 in active practice,

were lost during the year. Death took 6 of these. All

known eligible doctors of medicine residing in the

County held membership in the Society or had ap-

plications pending at the close of the year.

By agreement with the proper authorities, our mem-
bers continue to provide care to the indigent patients

at Broadlawns Hospital and in their homes. The Soci-

ety’s emergency telephone service assures our com-
munity of the services of a physician at any time of

the day or night when the family physician cannot
be reached.

Six scientific meetings were held during the year,

with an average attendance of 110. Programs were
provided by outstanding guest speakers at all meetings
except in December, when our own members pre-

sented the program according to the custom. The
ladies were included at our social meeting and the

Society and Auxiliary met jointly at a Fall Party. Two
meetings of the Iowa Academy of General Practice

and two Veterans’ Administration Post Graduate Lec-

tures were held during the winter months. Another
meeting of office secretaries sponsored by the Blue
Cross-Blue Shield was very well attended. The Society

has extended its efforts to educate the public about the

medical facilities of Polk County through educational

pamphlets and newspaper articles.

Our pre-school health program, which has been in

effect for several years, reached a peak throughout
the entire county in the number of kindergarten chil-

dren receiving pre-school examinations by their fam-
ily physicians.

Our Grievance Committee reviewed ten formal com-
plaints during the year. In all instances its solutions

or suggested solutions were amicably received by both
physician and patient.

Our members continued to support the case-finding

program of the Tuberculosis Association, and although
qualified approval was given to a proposed fast-tempo

tuberculosis survey, Federal budget curtailments

caused cancellation of the project.

Our members, also, are actively engaged in the re-

search and educational projects of the Cancer Society.

Other members are spearheading the surge for better

mental health facilities and understanding in our com-
munity. Our committee on poliomyelitis was well pre-

pared to meet another emergency, but fortunately it

did not occur. There is increasing evidence of the

benefits of a full-time director of the Des Moines and
Polk County Health Department.
We believe that there is growing evidence of mem-

bership response to both professional and civic re-

sponsibilities. Our Society has, at all times, attempted

to counsel on health aspects of local programs, and
in every way to meet its self-imposed responsibilities

to the people of Polk County.
M. T. Bates, M.D., Deputy Councilor.

Webster County. During the year 1953, the Webster
County Medical Society held monthly business and
scientific meetings, with the exception of the two sum-
mer months.
This year, for the first time, the Society sponsored

a clinic in Fort Dodge by the State Services for Crip-

pled Children.

During the year, with the approval of the State

Department of Health and the local county and city

health authorities, a committee of the Society com-
pletely revamped the quarantine rules and regulations

for communicable diseases.

Individually and as a body, members of the County
Society, during the year, were active in radio and TV
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programs related to health; on many of the commit-
tees of the State Medical Society; and in the legislative

field.

Charles J. Baker, M.D., Deputy Councilor.

SIXTH DISTRICT

From the standpoint of organization, activity in the

Sixth District has been limited largely to consideration

of two subjects—Fee-splitting and corporate medical
practice.

Many of the doctors in the district feel that physi-

cians in Iowa are being crucified by dignitaries hold-

ing office in politically select surgical societies. It is

the attitude among the profession in this area that

much unfavorable lay propaganda is initiated, not by
eager lay writers, but rather by a circle of influential

non-practicing physicians in organized medicine. No
physician can honestly approve fee-splitting in any
guise, but the presumption is, and has been, that the

method of billing in Iowa encourages the dichotomy of

fees and tends to shroud its existence by misrepresen-
tation. No physician in Iowa chooses to blind himself
to the existence of this practice, but all physicians feel

that airing it in the public press serves to defeat

any effort toward enhancing better public relations.

Disappointment is felt over the failure of the House
of Delegates effectively to curtail the promotion of

this propaganda by people holding high office in or-

ganized medicine.

The unity and cooperation in Black Hawk County
in exposing the potential evils of national corporate
medical practice under the title of National Health
Service is indeed inspiring. Delegations from Black
Hawk County have traveled over much of the state

in an effort to acquaint medical groups with the pres-

ent status of the corporate practice of medicine. Op-
position to this movement is in its infancy, and a full

story has not yet been told. If this program is not
defeated, the failure cannot be blamed upon the Black
Hawk County physicians.

In general, medical coverage in the Sixth District

is excellent. With the curtailment of military demands
on our younger doctors, most communities that can
support a physician are provided with adequate med-
ical care, and every patient in this District is within
reasonable distance of a physician.

Four physicians are still in Medical Service in the
Armed Forces, and the district has had two physicians

move out of the area. These are, Richard Munns,
M.D., Alden, and H. L. Klemme, M.D., Belle Plaine.

The only physician in the District who has formally

retired is Dr. A. R. Lynn, of Marshalltown.
New physicians in the area are as follows: Robert

Weihrauch, M.D., Waterloo; Robert White, M.D.,

Waterloo; Robert Bailey, M.D., Waterloo; Joseph
Berr.n, M.D., Waterloo; James Jeffries, M.D., Waterloo;
John Sear, M.D., Alden; R. E. Dunn, M.D., Dysart;

Martin Deakins, M.D., Vinton; B. M. Byram, M.D.,

Marengo; L. E. Flink, M.D., Reinbeck; J. R. Jaquis,

M.D., Reinbeck; George Caudill, M.D., Newton; M. L.

Jones, M.D., Colfax; and John Enggas, M.D., Kellogg.

Otis D. Wolfe, M.D., Councilor.

Deputy Councilors Are:

N. C. Knosp, M.D Benton
Craig D. Ellyson, M.D Black Hawk
E. A. Reedholm, M.D Grundy
L. F. Parker, M.D Hardin
C. F. Watts, M.D Iowa
J. W. Ferguson, M.D Jasper

R. C. Carpenter, M.D Marshall
S. D. Porter, M.D Poweshiek
A. J. Havlik, M.D Tama

SEVENTH DISTRICT

During 1953, I addressed meetings of the Dubuque,
Linn, Clinton and Johnson societies, as well as at-

tended meetings held at the State Society headquar-
ters, in Des Moines.

E. F. Van Epps, M.D., Councilor.

Buchanan County. The Buchanan County Medical
Society held twelve meetings during the past year, in

conjunction with the staff meetings of People’s Hos-
pital, at Independence. They were preceded by a
dinner served at noon on the third Wednesday of

each month in the hospital dining room.
All eligible physicians are members of the County

Society. Average attendance at County Medical Meet-
ings is 80 per cent.

During the past year one physician died. New mem-
bers are Dr. Jean Mendenhall and Dr. L. D. Kyer,
newly appointed superintendent of the Independence
Mental Health Institute.

Members of the Society have been active in attend-

ing postgraduate courses as well as the scientific pro-

grams of neighboring counties. All members have been
active in the affairs of People’s Hospital, at Independ-

ence, especially in the purchase of new equipment.
The society has cooperated in the County immuniza-
tion program and Tuberculosis program, as well as

the Red Cross Blood Bank and the Crippled Children’s

Clinic held at Oelwein.
Paul J. Leehey, M.D., Deputy Councilor.

Clinton County. The Clinton County Medical Society

had about the usual activities in 1953. We held regular

scientific meetings, and sponsored and helped with a

clinic for handicapped children. We each served our
turn at the Blood Bank, and we sponsored the diabetic

detection clinic. The tumor clinic is still active and
does very good work. It is well equipped with the

usual diagnostic instruments and photographic par-

aphernalia, and recently purchased a flame photometer

for blood chemistry.

During the last year we lost two doctors by death,

and five new ones moved in—one pediatrician and gen-

eral practitioner, one anaesthesiologist, and three in-

ternists. An orthopedist is expected in February. In

addition, one general practitioner who had moved
away temporarily returned to active duty here.

Ralph F. Luse, M.D., Deputy Councilor.

Delaware County. During the past year, the Dela-

ware County Medical Society has had bi-monthly

meetings with an out of town guest speaker on a

scientific subject at each meeting.

We participated in National Diabetic Detection

week; our members carried out an immunization pro-

gram in the town of Hopkinton, which is without a

doctor, and athletic examinations for school athletes

were carried out in all towns in the county where it

was requested.

R. E. Clark, M.D., Deputy Councilor.

Dubuque County. The Dubuque County Medical

Society had a good year. Meetings were held every

month except July and August. At most of the meet-

ings, scientific papers were presented, and at several

meetings devoted to the organizational part of med-
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icine, our Councilor briefed the Society on the struc-

ture and organization of the State Society.

The hospitals in Dubuque have undergone a re-

organization program with the departmentalization of

the respective staffs as outlined by the Joint Com-
mission on Accreditation.

In conjunction with the Dubuque County Dental
Society, we again sponsored the Healthiest Boy Con-
test at the Dubuque Boys’ Club and presented the

winner with a United States Savings Bond. The an-

nual Essay Contest was sponsored by the County
Society, and the winner likewise was presented with a

U. S. Savings Bond.
The Woman’s Auxiliary has been very active, has

held regular meetings, and has conducted the largest

sale for the crippled and handicapped ever to be held

in this area.

The attendance at other scientific meetings by mem-
bers of the Society has increased over previous years,

and the Society has become more alert to the dangers

to organized medicine. We look forward to a better

year this year.

D. F. Ward, M.D., Deputy Councilor.

Johnson County. The Johnson County Medical Soci-

ety held ten meetings during the year 1953. At nine of

these, scientific programs were presented. These cov-

ered a wide variety of scientific subjects. The June
meeting was a picnic, at which time the members of

the Society were guests of Dr. George C. Albright at

his home. Attendance at the meetings varied from 68

to 121.

The total membership of the Society has grown from
207 to 235 in the past year. Increases are shown in all

the categories of membership.
Perhaps the most important of the Society’s activ-

ities during the year was the assistance it gave to-

ward the establishment of the Community Health
Unit. Reports on this project were presented at sev-

eral of the meetings. Committees were appointed to

study the matter further, and the Society went on
record as favoring the establishment of such a unit.

Much of the credit for this activity should be given

to Dr. Alson E. Braley, President of the Society, whose
deep and sustained interest in the matter stimulated

the Society’s activity.

E. J. Boyd, M.D., Deputy Councilor.

Jones County. The Jones County Medical Society

meets three or four times yearly. There are 16 prac-

titioners in our county, 13 of whom hold membership
in our County Society. One member joined the Coast
Guard during 1953, and three were admitted to mem-
bership through transfer from other county societies.

On account of the short distance to Cedar Rapids,

most of our members attend the scientific meetings of

the Linn County Medical Society.

All members are interested in activities that are of

interest to the Medical profession.

T. M. Redmond, M.D., Deputy Councilor.

Linn County. The Linn County Medical Society held

9 meetings during 1953, with outside speakers and an
average attendance of 100. We are in the process of

setting up an emergency-call system for patients who
desire a physician and cannot locate one. And we are

going on record as approving the Black Hawk County
plan regarding Blue Cross and Blue Shield. We favor

the plan for the billing of patients which has been
outlined by the State Society, and we deeply regret

attempts to crucify Iowa physicians for it by means
of articles in the Reader’s Digest and Saturday Eve-

ning Post.

All eligible doctors in Linn County are members of

our Society, and we have two 50-year men this year,

Dr. C. T. Houser and myself.

H. J. Jones, M.D., Deputy Councilor.

EIGHTH DISTRICT

I respectfully submit the following Deputy Coun-
cilor reports, which cover the activities of the various
county medical societies in my district.

C. A. Boice, M.D., Councilor.

Henry County. The Henry County Medical Society
held monthly meetings, except in July. Guest speakers
included Dr. Huffman, State University of Iowa; Dr.

Taylor, Ottumwa; and Dr. Phelps, Ottumwa. Medical
films of the general practitioners, malignancy films

and general society business, plus reports on the State

Society Meeting constituted the programs for the re-

mainder of the meetings. Attendance at meetings
averaged approximately 90 per cent.

John R. Beebe, M.D., Deputy Councilor.

Jefferson County. The Jefferson County Medical
Society had only one or two regular meetings in 1953.

However regular staff meetings, each containing a
scientific session, were held each third Monday at the

Jefferson County Hospital.

Three of our new members are at the Fairfield

Clinic: Dr. James Dunlevy, Dr. Jack Morgan, and
Dr. Chris Palcheff. We also have Dr. C. F. Watson,
who came here in August.
The County Medical Society has sent $150.00 to the

American Medical Association Education Fund.
R. A. McGuire, M.D., Deputy Councilor.

Lee County. In the year 1953, the Lee County Med
ical Society held four regular meetings, two in Fort
Madison and two in Keokuk.
At these meetings a program of guest speakers pre-

sented scientific papers, except at the June meeting,
when each of six local doctors gave a 20 minute paper
on a subject of his own choosing.

All of the doctors in Lee County are in good stand-

ing, and our meetings are well attended.

R. E. Cooper, M.D., Deputy Councilor.

Louisa County. Since the membership of the Louisa
County Medical Society has been reduced to four,

and one of those is a life member, meetings have been
rather irregular. Other activities have been much re-

stricted too. Several luncheon meetings have been held,

mostly social in character. The local Board of Super-
visors has requested that the Medical Society audit the

county medical bills, which service requires about
fifteen minutes once a month.

J. H. Chittum, M.D., Deputy Councilor.

Muscatine County. The Muscatine County Medical
Society has had numerous meetings the past year, none
of which were scientific. The chief problem confronting

the Society has been that of establishing the new
Muscatine County Hospital, which is about ready to

open, in such a way that it can be approved by the

joint committee on accreditation.

Routine pre-school examinations were carried out in

the city schools as usual.

C. P. Phillips, M.D., Deputy Councilor.
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Scott County. The Scott County Society held month-
ly meetings on the first Tuesday of each month, with

the exceptions of June, July and August. At each
meeting the program followed a dinner, and in each

instance a speaker presented a scientific paper. The
June meeting was the annual picnic, as has been the

custom. There was no meeting in July or August, but
the Executive Committee met at noon on the first

Tuesday of each month throughout the twelve months.

Attendance for the Society meetings averaged about
75 to 80.

The Society ventured into new fields this past year.

1) The Society elected a member of its group to act

as a part-time paid public relations representative.

He was the spokesman for the Society to the press and
radio, and his activities were of such great help and
value that he was re-elected for 1954. The Scott County
Medical Society in cooperation with the Chamber of

Commerce co-sponsored a “Health Fair,” in which 17

health agencies participated. This was held for two
days at the American Legion Hall in Davenport, and
contained exhibits and demonstrations involving health

and health facilities.

The Scott County Medical Society, in cooperation

with Davenport Newspapers Inc., conducted four free

public Physicians’ Forums. They were given October

29, November 3, November 17 and December 3, on the

topics of blood pressure, the weight problem, the can-

cer problem and the rheumatic fever problem. These
were exceedingly well attended and very well received
by the lay public. There has been quite a demand for

continuation of these forums.

The Scott County Medical Society invited the drug
store owners and the pharmacists of the county to be

its guests at the annual picnic in June, 1953.

The incorporate Society and the Scott County Med-
ical Society lent a sizable sum to the Iowa State Med-
ical Society’s Educational Fund for the State Univer-
sity of Iowa College of Medicine.

There were three deaths among the older members
of the Society. Two new members, Dr. Lesasso and
Dr. Kaplan, were voted into membership by transfer,

and three new members, Dr. Motto, Dr. Flynn and
Dr. Malench, were voted into the Society.

Paul A. White, M.D., Deputy Councilor.

Washington County. The Washington County Med-
ical Society has conducted its usual activity during
the past year. Two meetings were held—afternoon and
evening—with four speakers and the dinner. These
were well attended and have been quite satisfactory

in that they have brought to our members various

problems from the State University.

The Society has conducted an active and thorough
immunization program through the schools of the

county.

M. L. McCreedy, M.D., Deputy Councilor.

NINTH DISTRICT

I respectfully submit the following Deputy Coun-
cilor reports which cover the activities of the various

county medical societies in my district.

E. B. Howell, M.D., Councilor.

Appanoose County. The Appanoose County Medical
Society decided at the beginning of the year to com-
bine Hospital Staff and County Medical Society Meet-
ings in so far as business is concerned. The idea

was that the combination would expedite business

and cut the number of meetings, leaving more time

for a good yearly program. We were supporting a
building program to enlarge the St. Joseph’s Hospital,

and our county officers spent considerable time on it.

As it worked out, it was hard to distinguish Staff

from Medical Society business, and every thing was
crowded into noon-hour meetings, including dinner
and program, leaving little time for any of the three.

As a result, perhaps the business of the County Med-
ical Society has suffered.

We have continued our support of the microfilm
chest screening program for T. B.

At our meeting which preceded our Crippled Chil-

drens Clinic, the visiting doctors were guest speakers.

We had no other scientific meetings.

E. A. Larsen, M.D., Deputy Councilor.

Davis County. On March 18, Dr. Gordon McNeer,
cancer specialist from New York City was sponsored

in a talk here on the treatment of gastric malignancy.

The American Cancer Society and the Cancer Division

of the State Board of Health were co-sponsors.

Individuals in the society have been active in the

educational program of the American Cancer Society.

A lay educational director was selected and has started

a forthright educational program in every corner of

the county. The doctors have been cooperating by
making personal appearances.

Our physicians, in large numbers, have attended the

State Medical Society’s spring meeting. Also the in-

terim meetings called in Des Moines have been well

attended, and members have attended the various

specialty meetings at Des Moines and at Iowa City.

A number of physicians attended postgraduate studies

and meetings including the E. E. N. T. meeting in

Florida, in March, the A.M.A. meeting in New York
City, in June, the E. E. N. T. meeting in Chicago, in

October, the Radiological Society meeting in Chicago,

in December, the College of Physicians meeting in

Chicago, in October, as well as others not as far dis-

tant.

Our Society doctors have been speakers at the voca-

tional guidance courses for seniors in the high school.

The society has conducted the pre-school round-up

examinations as well as the examination of the athletes

at the high school.

The society has been instrumental in improving the

physical equipment at the Davis County Hospital.

Particular reference is made to a new automatic res-

pirator for premature infants.

The members of the Davis County Medical Society

this year for the first time, presented a program en-

titled “Modern Medicine” at which various medical

topics were discussed as a part of the Adult Education

Program held annually in this city. The course in-

volved some 10-12 lectures by various members of the

County Society and covered several topics such as

infectious disease, heart trouble, obesity, sterility, etc.

which the lay audience had indicated would be of

interest to them.
P. T. Meyers, M.D., Deputy Councilor.

Keokuk County. The Keokuk County Medical Soci-

ety had two meetings in 1953. The meetings were of a

get-together sort, rather than scientific.

All members cooperated with all health activities

in the county, and also aided the Hospital Trustees

when asked to do so.

We have one new member in person of Dr. R. Giles

Gellett. He is located in Sigourney.

Dell L. Grothaus, M.D., Deputy Councilor.
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Lucas County. The Lucas County Medical Society
has had monthly medical meetings throughout the year
1953. Our membership remains the same, and hospital

and nursing home facilities remain as last year.

The society has taken part in the crippled children’s

program, and the entire county has been covered in

tuberculosis testing and X-ray surveys. Our members
have attended many scientific meetings and programs
throughout the State.

R. E. Anderson, M.D., Deputy Councilor.

Mahaska County. The Mahaska County Medical
Society has 16 active members and one “life” member,
Dr. Walter Wright of Rose Hill. Every doctor in the
county is a member. During the year we had meetings
in January, April, May, June, Oct., Nov., and Decem-
ber. The meetings were well attended, and harmony
prevailed. Some of the meetings were for business,

and some were for scientific purposes.

We formed a medical staff to work with and co-

operate with the Board of Trustees of the Mahaska
Hospital. A delegate was sent to the Iowa State Med-
ical Society meeting in April, and most all our mem-
bers attended the scientific sessions of that meeting.

Our President, Dr. Wilcox, was in attendance at the

October meeting of Presidents and Secretaries in Des
Moines.

E. B. Wilcox, M.D., Deputy Councilor.

Marion County. The Marion County Medical Society

held four joint meetings during 1953 with the staff of

the U. S. Veterans Hospital in Knoxville. Each of the
meetings was preceded by a dinner in the nurses’ din-

ing room of the hospital, and was highlighted by an
address by a guest speaker.

During the year, one member of the Society died,

and no additional physicians located in the county.

H. L. Bridgeman, M.D., Deputy Councilor.

Monroe County. Because of its small membership,
the activities of the Monroe County Medical Society

for the year 1953 were somewhat limited. Many of the

members attended staff meetings with members of

Wapello and Marion County groups.

Several meetings were held, and on two occasions

members of the Society met with the Board of Su-

pervisors in an effort to arrange a satisfactory fee

schedule for care of indigent and relief patients. It

was finally decided to submit our regular charges and
then deduct 25 per cent.

We hope that for 1954 our Society will be more
active.

H. J. Richter, M.D., Deputy Councilor.

Wapello County. The Wapello County Medical Soci-

ety has a membership of 54, all but 3 of whom reside

in Ottumwa. Here it was on Jan. 7, 1873, that the

Des Moines Valley Medical Association was formed,

with a membership that soon covered a territory ex-

tending from the city of Des Moines to Keokuk, with
many towns and villages beyond the Valley. The
activities of the Wapello County Medical Society

spread over the same territory today.

There were eight regular meetings during 1953,

six guest speakers, a monthly staff meeting at each
hospital, a monthly meeting at Sunnyslope Sanitarium,

under the direction of Dr. C. W. Gray, and a tumor
clinic each Saturday morning at the Ottumwa Hos-
pital. There was one death among members of the

society during the year and three removals. Five new
members were admitted.

There was a 15 per cent increase in all fields of
activity. Nearly 14,000 patients required hospital care
in Ottumwa in 1953. This was 15 per cent more than the
previous year. There were 9,652 patients admitted to

the two general hospitals, and 4,269 treated as “out-
patients,” that is, treated in the hospital but not kept
over night. Each day in the year found an average
of 187 patients in beds in the two hospitals. Capacity
of the St. Joseph and Ottumwa hospitals is adequate
to care for this demand, plus an increase which is to

be expected as the community grows in population.
There were 4,016 operations performed in Ottumwa,
which includes in its medical profession many spe-

cialists in the various fields of surgery. There were
1,307 babies born in hospitals in 1953. This compares
with 1,212 the previous year.

The Woman’s Auxiliary meets at some member’s
home the same night the County Society meets. A
formal program opening at 7:30 p. m. is carried out.

Then games and luncheon follows, with the members’
husbands as guests.

Able speakers from both groups addressed various
social and business organizations with telling success.
The Wapello County Auxiliary met seven times dur-

ing 1953, and the average attendance was 19 mem-
bers. The group had a paid-up membership of 46.

Annual dues of the local auxiliary are $4, of which
$1 stays in the local chapter. During the year, the
women’s organization made contributions to the Com-
munity Chest and the State Student Nurses’ Loan
Fund. It continued its sponsorship of its student nurse
during her second year of training, and in April it

gave $100 to the American Medical Education Fund.
C. A. Henry, M.D., Deputy Councilor.

Wayne County. The Wayne County Medical Society
has held eight meetings and one picnic during 1953.

Meetings were addressed by out-of-the-county speakers
or by members. At some meetings motion pictures
were shown.

Vaccinations were given in each district at the
time pre-school children were examined. One doctor
has retired. The new county hospital is expected to

be opened in July or August.
J. H. McCall, M.D., Deputy Councilor.

TENTH DISTRICT

After looking over the reports of the deputy Coun-
cilors, of the Tenth Councilor District, I feel the dis-

trict has done very well the past year.

We have in this district the Southwestern Iowa Med-
ical Society which meets the second Wednesday every
other month and each meeting is sponsored by a dif-

ferent county, which obtains a speaker and makes ar-

rangements for the evening meal.

Warren county members have not been attending
this meeting very often, for it is a long drive for them
and they depend on meetings and scientific programs,
largely from Polk County.
Most all of us have meetings once each month at

our county hospitals, and these are well attended.

I. K. Sayre, M.D., Councilor.

Adair County. The Adair County Medical Society

has maintained its usual activities regarding immu-
nization programs, but has had no scientific programs
of its own. The society sponsored a scientific program
of the Southwestern Iowa Medical Society in the early

part of the year, but otherwise has carried on its
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activities during staff meetings at the Adair County
Memorial Hospital. Membership in the Society has

remained the same as a year ago.

A. S. Bowers, M.D., Deputy Councilor.

Madison County. The Madison County Medical Soci-

ety has had no special programs the past year, but

has had a few meetings to discuss local problems. We
usually meet following regular staff meetings at the

Madison County Memorial Hospital. The hospital con-

tinues to give excellent service.

Our society maintains a 100 per cent membership

—

a total of eight.

Each of the members has attended one or more
scientific courses and scientific programs at various

places during the year.

C. B. Hickenlooper, M.D., Deputy Councilor.

Ringgold Comity. The troubles of the Ringgold
County Society over the past year involve principally

the new hospital. Very foolishly we started out with
a combined Board, about equally made up of M. D.’s

and osteopaths. By reason of one young practitioner’s

leaving the county because of the osteopath situation,

the county society was left with three members, only
one of whom was in Mt. Ayr.

After the resignation of the M. D.’s on the staff, two
members of the Hospital Board resigned and were
replaced by appointment, and two new ones were
elected, since which time we have not had very much
trouble. Two osteopaths were placed on the courtesy

staff, but only one of them ever shows up at the hos-

pital, and none at the staff meetings. The hospital suf-

fered quite a shock in the death of the Administrator
in midsummer, but she had established the hospital

on a good working basis, and at present it is doing
very well.

August 1, two new practitioners located in Mt. Ayr,
and are of great advantage to the hospital.

The Society has not held many meetings, but many
of the members have attended meetings elsewhere, be-

sides the Academy of General Practice.

With more members and harmonious relations at

the hospital, we hope the coming year may be much
better.

E. J. Watson, M.D., Deputy Councilor.

Taylor County. The Taylor County Medical Society

meets regularly on the Second Monday of each month.
The active members have aided the Red Cross Blood-
mobile when it has visited the county.
While our membership is small, we feel that our

regular meetings are very much worth while.

G. W. Rimel, M.D., Deputy Councilor.

Warren County. The Warren County Medical Society
has had practically no activities.

We hold one annual meeting in December, to elect

officers and discuss such things as standard fees. We
depend on Polk County and other large cities for

scientific meetings.

As you know, Dr. Hickman is in the Armed Serv-
ices, leaving us with 6 active M.D.’s in the county.
There has been talk of getting a county hospital here,

but at the present time interest isn’t sufficient to get
any building project started.

C. A. Trueblood, M.D., Deputy Councilor.

ELEVENTH DISTRICT

The Eleventh District has had a somewhat mixed
year as far as activities are concerned. Besides regular

county meetings, Pottawattamie County put on two
vei’y excellent clinical conferences. Cass, Montgomery
and Page counties put on one day. All were attended
by a good percentage of the district.

Several of the counties have had trying conditions
arise within their membership during the past year,

but they all came through with very good results,

with the exception of Fremont County, which we are
attempting to organize or re-organize.

I wish to thank the following Deputy Councilors
for their cooperation in the past year: Charles
H. Flynn, M.D., Clarinda; Ralph H. Moe, M.D., Gris-

wold; C. V. Edwards, M.D., Council Bluffs; Tom
Shonka, M.D., Malvern; Jos. H. Spearing, M.D., Har-
lan; W. F. Geigerich, M.D., Atlantic; L. E. Jensen,

M.D., Audubon; Ed. Croxdale, M.D., Villisca; and
A. C. Bergstrom, M.D., Mo. Valley.

The Eleventh District feels very honored and for-

tunate in having President Elect, G. V. Caughlan,
from our District.

Oscar Alden, M.D., Councilor.

Reports of Standing Committees

LEGISLATIVE COMMITTEE

The By-Laws of the Iowa State Medical Society

state that the Legislative Committee is responsible

“Under the direction of the House of Delegates, for

representing the Society in securing and enforcing

legislation in the interests of public health and in

scientific medicine and shall keep in touch with profes-

sional and public opinion.” The Committee, during

the past year, has attempted to live up to this respon-

sibility.

The legislative session of the 55th General Assembly
was in its closing week during the 1953 annual meet-

ing of the Iowa State Medical Society. The supplemen-
tary report of the Legislative Committee presented

to the House of Delegates at that time, covered most
of the legislation considered by the 55th General As-

sembly. Not covered in that report, however, was
Senate File 235 which made some radical changes in

the Consent for Autopsy Law. This law was passed

on the last day of the session and defines the in-

dividuals who have the legal right to give consent

for autopsy and the manner in which the consent may
be given.

The Board of Medical Examiners Law, passed by
the 55th General Assembly, has been operative since

July 4, 1953. It seems to be working satisfactorily,

and no major problems have been encountered under
it.

So as +o determine the position of the members of

the Iowa State Medical Society on current issues, on
August 26, 1953, a questionnaire was sent to each

member of the Iowa State Medical Society which dealt

with legislative problems at the national and the state

level. Of approximately 2500 questionnaires sent out,

814 were returned. This represented a return of 32.6

per cent. Questionnaires were returned from every
county in the state. There were ten questions in this

questionnaire. Question No. 1 dealt with non-service

connected disability medical care in Veterans Admin-
istration hospitals. Seven hundred and sixteen, or 88

per cent of the replies were in favor of the American
Medical Association’s position of limiting non-service

connected disabilities in Veterans Administration hos-

pitals to those patients with tuberculosis and neu-
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ropsychiatric disorders. Eighty-nine physicians, or 12

per cent, were opposed to the AMA position. Some of

those who opposed the AMA position, however, were
opposed to the treatment of any non-service connected
disability. A number of physicians, however, felt that

the indigent veteran should be treated for non-service

connected disabilities.

The first portion of the second question dealt with
tax deferment on premiums to purchase retirement
annuities. The Jenkins-Keogh Bills currently before

Congress would provide for the establishment of such
programs. Seven hundred fifty-four physicians, or

93 per cent, were in favor of such a plan and forty-

one, or 7 per cent, were against it. The second portion

of question No. 2 dealt with the extension of social

security coverage to physicians. Five hundred and
eighty-four physicians, or 72 per cent were opposed to

this extension of social security, and 103, or 28 per
cent were in favor of it. Question No. 3 dealt with the
Bricker Resolution. Seven hundred one physicians,

or 86 per cent, were in favor of this resolution, and
34, or 14 per cent were against it. Question No. 4

dealt with the deduction of medical expenses under
federal income tax laws. Six hundred forty-four

physicians, or 79 per cent, were in favor of more
liberal deductions for medical expenses. One hundred
twenty-eight physicians or 21 per cent were opposed
to any change in the current law. Question No. 5

dealt with Public Health Departments and Public
Health Units. Seven hundred seventy-three physi-

cians, or 95 per cent, approved of the policy of the

Legislative Committee in stating that there must be
a clear-cut definition of what constitute Public Health
Services before the Legislative Committee would sup-

port legislation expanding activities of Public Health
Departments. Only 10 physicians, or 5 per cent, dis-

approved of this position of the Legislative Commit-
tee. Question No. 6 dealt with federal aid to medical
education. Six hundred ninety-seven physicians, or

86 per cent, were opposed to such federal aid, and
84, or 14 per cent were in favor of it. Numerous com-
ments indicated, however, that there should be ad-

equate support of the State University of Iowa, in-

cluding the Medical School. Question No. 7 dealt with
federal aid to prepaid health plans. Seven hundred
sixty-four physicians, or 94 per cent, were opposed
to federal aid to prepaid health plans. Question No.
8 dealt with income tax deductions for educational

expenses. Seven hundred fifty-nine physicians, or 93

per cent, believed that physicians should have the op-

portunity of deducting their postgraduate educational

expenses just as they now deduct their expenses for

attending medical meetings. Question No. 9 consisted

of twelve sections dealing with a variety of sub-

jects such as the Hill-Burton Hospital Construction

Program and the osteopathic problem. These ques-

tions were general in nature. The comments in-

dicated, however, that the osteopathic situation is

regarded as a problem by the physicians throughout
the entire state. Many of the comments also indicated

that a single licensing board for practitioners of the

healing arts might be desirable. Question No. 10 dealt

with state legislation. On this question, also, com-
ments indicated a desire for a single medical licensing

board. A number of comments were also in favor of

another revision of the Coroner Law.
The answers to this questionnaire will serve as a

guide to the Legislative Committee as it carries out

the legislative program of the Iowa State Medical

Society.

During the past year, every effort has been made
to develop a close relationship between the physicians

and the state senators and representatives at the

local level. All physicians, as well as the Legislative

Contact Men in each county, have been requested to

visit with their Senators and Congressmen, even
though no legislative problem now confronts us. The
same effort has been made to keep in touch with the

Senators and Congressmen, at the national level. The
Legislative Committee realizes that the success of our
legislative program depends on how well the physi-

cians work at the local, level.

Following the recess of Congress last fall, the Leg-
islative Committee held meetings with as many of the

Congressmen as possible while they were home in

Iowa. Close contact is being maintained with the Con-

gressmen and Senators now that they have returned to

Washington. This is a very necessary procedure be-

cause of the legislation currently before Congress. Leg-

islative bulletins will be sent to members of the Iowa
State Medical Society to keep them informed of the

latest developments on this legislation.

The Legislative Committee wishes to express its

sincere appreciation to the members of the Iowa State

Medical Society for their cooperation during the past

year. It is especially appreciative of the efforts of the

Legislative Contact Men. Appreciation is also ex-

pressed to Doctor Bernard, Miss McCord, Mr. Don
Taylor and the other members of the Executive Staff

for the very excellent cooperation and support which
they have given us. The Legislative Committee wishes

especially to commend Mr. I. W. Myers for his untir-

ing efforts in behalf of the legislative program of the

Society.

F. C. Coleman, M.D., Chairman.

J. W. Billingsley, M.D.

John D. Conner, M.D.

Robert N. Larimer, M.D.

A. B. Phillips, M.D.

NECROLOGY COMMITTEE

The following members of the Iowa State Med-
ical Society died during 1953:

Name Town Age

Nathaniel G. Alcock, Iowa City 72

Walter E. Baker, Des Moines 77

Oliver S. Barber, West Chicago, Illinois 78

Andrew W. Bennett, Iowa City 62

George A. Biebesheimer, Reinbeck 71

Frederick S. Bowen, Woodburn 78

Marion H. Brinker, Jefferson 60

Earl B. Bush, Ames 69

Edwin J. Butterfield, Tucson, Arizona 73

William F. Carver, Fort Dodge 84

Don S. Challed, Cedar Rapids 48

George M. Crabb, Mason City 74

Robert M. Cullison, Winston Salem, N. C 61

Charles H. DeWitt, Macedonia 66

James W. Doles, Knoxville 44

William H. Donovan, Iowa City 69

Earl P. Farnum, Sibley 75

Fred C. Foley, Newell 85

Frederick Fuerste, Dubuque 59

Paul Gardner, New Hampton 79
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George C. Giles, Oakland 83

Edgar O. Hicks, Clinton 33

William B. Hight, Des Moines 78

Henry M. Hills, Lamoni 81

Alfred A. Hoffman, Waterloo 62

J. A. William Johnson, Marshalltown 68

Henry D. Jones, Schleswig 73

Joseph I. Kelly, Burlington 81

Leo C. Kuhn, Decorah 64

Nimrod J. Lease, Crawfordsville 83

Harry M. Levin, Waterloo 57

Christian B. Luginbuhl, Des Moines 70

William H. McCartney, Des Moines 77

James E. McDonald, Mason City 85

Harold H. Moore, Ottumwa 63

Zenella E. N. Morris, Stockport 89

Judson W. Myers, Postville 64

Harry E. Nelson, Dayton 84

Alva C. Norton, Rockwell City 81

Frank A. Priessman, Keokuk 68

Edward L. Reincke, Dubuque 73

Lewis A. Rodgers, Oskaloosa 89

Cullen B. Roe, Afton 65

Henry C. Schmitz, Des Moines 70

Albert A. Schultz, Fort Dodge 65

Franklin C. Smith, Mt. Ayr 85

Leo O. Snook, Jr., Wesley 42

Edward D. Taylor, Bettendorf 76

Mary L. Tinley, Council Bluffs 84

Joseph O. Trimbo, Chelsea 80

Ambrose E. Wanamaker, Hamburg 86

Edward J. Wehman, Burlington 73

Fred L. Wells, Des Moines 85

Nelson M. Whitehill, Boone 83

Benjamin G. Williams, Oskaloosa 78

Louis C. Winter, Wilton Junction 80

Arnold O. Wirsig, Shenandoah 69

Max E. Witte, Independence 58

Arthur D. Woods, State Center 72

(The Necrology Committee consists of the Coun-
cilors.)

MEDICO-LEGAL COMMITTEE

This committee has not had occasion to meet of-

ficially this past year. We have been called upon for

advice and in each case we have satisfied the request
by means of a telephone conference of the committee
members.
We have been prepared to serve any physician

whose problem came within the province of this com-
mittee.

Respectfully submitted,
L. K. Meredith, M.D., Chairman.
E. F. Van Epps, M.D.
V. C. Robinson, M.D.

COMMITTEE ON ARTICLES OF
INCORPORATION AND BY-LAWS

Prior to the annual meeting last year, the Commit-
tee worked day and night revising the Articles of
Incorporation and the Constitution and By-Laws. A
copy was sent to each physician for perusal and com-
ment. The Committee will welcome comments and

suggestions from any member of the society. Undoubt-
edly we will have to devote additional time to review
and study of the Articles of Incorporation and By-
Laws, because in the development of such a document
there are always changes and improvements to be
expected.

Rubin H. Flocks, M.D., Chairman.
A. B. Phillips, M.D.
E. H. Sibley, M.D.

COMMITTEE ON MEDICAL EDUCATION
AND HOSPITALS

The report of your Committee on Medical Education
and Hospitals is entirely different from the ones of

previous years, and the reason for this, is very simply
stated. The State Society has realized the object we
have been striving for, viz the appointment of a

Dean of the Medical School.

Because your Committee of the past three years,

as well as the Special Committee appointed at the

Burlington meeting, have felt that the solution of most
of the problems at the Medical School could be ac-

complished by such an action, we were very happy, as

you all were, when the announcement was made early

last year that Dr. Norman B. Nelson had accepted the

position as Dean.
The vindication of this thinking has been shown in

the way Dr. Nelson has taken over the difficult job
and the fact that no special problem has presented it-

self to your Committee. He is gradually taking over
the administration in a manner most pleasing to all.

We have felt we should not bother him unnecessarily,

until he has had a chance to get his feet on the ground.

He has consulted unofficially with various members
of the committee and with officers of the Society. In

the coming year, undoubtedly there will be the need
of meetings with him in order that we may be of as-

sistance in the solution of mutual problems.

Your committee and the officers of the Society have
held two meetings, one with officers and directors of

the Farm Bureau and the other with the State Board
of Education. The very fact of these meetings is signif-

icant and shows the spirit of cooperation now existing.

We welcome Dr. Nelson to our ranks and pledge

any assistance we can give in order to build an
even stronger medical school at Iowa City.

B. T. Whitaker, M.D., Chairman.

GRIEVANCE COMMITTEE

To date, the Grievance Committee has received 91

complaints. Three of these are in the process of prelim-

inary correspondence, the obtaining of signed author-

izations, etc., and have not yet been considered by the

Committee. In the past year, the Committee has acted

on 16 cases, as compared to 21 cases during the pre-

ceding year. These are the new cases, and, of course,

action was taken on some held over from the year

before. Except for the three newest complaints, there

are only two that pose problems, and these two may
go through legal channels.

The Committee met eight times in 1953, with an
average attendance of three-fourths of its members.
We were saddened in June by the death of Doctor
Kuhn, who had been very active in the Committee.
Most of the grievances received are fanned to flame

by the doctor in an attempt to collect an overdue ac-

count. The Committee knows that it is perfectly proper
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for a doctor to do this, but it is in a position to see

that the doctor could prevent many misunderstandings

by taking more care in explaining and discussing

fees and by warning the patient and his relatives of

the possibility of disappointing results before he enters

into a procedure which will entail considerable ex-

pense for the patient. In the past year, where there

was clear misunderstanding, the Grievance Committee
twice recommended that the doctor reduce his fee in

the interests of better public relations

Several grievances resulted from what the com-
plaintant considered unprofessional conduct in the doc-

tor’s handling of his case.

The Committee has been grateful for the cooperation
of doctors whom it has been necessary for them to

contact, and especially to those whom it has been
necessary to have attend its meetings.

The Grievance Committee has endeavored to erase

misconceptions harbored by some of the laity in their

relations with the medical profesion. We have received
several letters thanking the Committee for its help.

Often the grievance is such that it is hard to change
the complainant’s attitude. Where possible, the Com-
mittee has interviewed the individual. It has been
necessary on several occasions to remind a physician
of his obligations to the public. We hope we have been
an aid in the fostering of better public relations at a
time when the physician is the object of so much cen-
sure in current magazines.

Charles H. Flynn, M.D., Secretary.

PUBLIC HEALTH COMMITTEE

The Committee on Public Health is an outgrowth
of the reorganization of various committees of the
Medical Society. It is a ten man committee, consisting

of a general chairman, and the chairmen of the
following subcommittees: Cancer, Geriatrics, Reha-
bilitation, Maternal and Child Health, Industrial

Health, National Health Associations, Gamma Globu-
lin, and Rural Health.

This committee meets approximately every three
months to formulate an over all policy which is pos-
itive in its approach and helps avoid duplication of

effort.

The outstanding impression I have received from
the work of these committeemen is the fact that,

although each of the members is in a position of re-

sponsibility, busy and already overtaxed, each one
is willing to devote his time and energy to secure bet-

ter medical services in the state of Iowa. Their per-

formance demonstrates that the common excuse “too

busy to attend” is far outdated. The main problem is

to find an effective way of reporting the excellent

work these committeemen have done. County societies

must be aware of the work while it is in progress if

they are to give the committee their constructive as

well as critical help. It is my hope that the reports
of these subcommittees will serve to stimulate all

members to express their desires. I will appreciate
receiving written comments or discussion about the
work of any of these committees. For example, What
do the members WANT the Mental Health Commit-
tee or the Rural Health Committee to do? What will

YOU do to help these committees?
The committees were grouped because there is an

inter-relationship of purpose in their work. Although
they are not public relations committees, they must
formulate policies that will improve our relationship

with the public. Recent issues of current magazines
have sent up their own standards for judging hos-

pitals. How does it sound to the people of Iowa, who
have contributed heavily to these national health or-

ganizations, that according to those standards we have
no place in Iowa where adequate diagnosis and treat-

ment of cancer can be found?
A good suggestion reported in the minutes of Dr.

Heeren’s committee, was a plan for coordinating post-

graduate medical education in the state, to improve its

quality and availability. Recognition by the local press

and the public of doctors who have been willing to

devote time and effort in this manner would help

counteract the unfavorable comments of the popular
magazine articles creating so much sensationalism to-

day.

Our aim should be to have the organization which
represents the doctors of Iowa pick the best from the

world’s experience in public health work and for-

mulate it so it can be disseminated to the people of

Iowa.
E. A. Larsen, M.D., Chairman.

SUBCOMMITTEE ON CANCER

A meeting of the Subcommittee on Cancer was held
in the State Medical Society Building August 19, 1953,

with five members in attendance.

The matter of cancer seminars or institutes was dis-

cussed, and it was voted that six should be held dur-

ing the coming year. These programs are carried out
in cooperation with the Speakers’ Bureau of the Soci-

ety, funds being made available from federal grants

by the State Department of Health.

In a discussion of the tumor clinics, of which there

are now nine, it was revealed that these have been
making excellent progress in some areas, but that in

others, there has been a lack of cooperation on the

part of practitioners so that few cases are referred

to the clinic. Ways and means for acquainting phy-
sicians in general with the purpose of the tumor clin-

ics were discussed, and it was suggested that the

Academy of General Practice would serve as a good
medium for disseminating such information.

It was unanimously agreed that a regulation to

make the reporting of malignancies compulsory would
serve no practical purpose.

The Committee gave its approval to the free dis-

tribution of the cancer bulletin by the State Depart-

ment of Health to physicians of the State.

The Committee agreed to assume responsibility for

a TV program on cancer, details to be worked out by
the television staff of the State Medical Society.

Since the meeting of the Committee, cancer in-

stitutes have been held as follows:

October 21—New Hampton, Iowa
November 10—Grinnell, Iowa

November 12—Storm Lake, Iowa
November 19—Ottumwa, Iowa

Another institute is planned for Cedar Falls some-
time early this year.

The Chairman, at the request of the Society, wrote
a letter addressed to hospital administrators and chiefs

of staff explaining that omission of Iowa Hospitals

from the so called “Four Star List” of institutions

for the treatment of cancer appearing in a recent

article in the woman’s home companion.
Edmund G. Zimmerer, M.D., Chairman.
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SUBCOMMITTEE ON GERIATRICS

With the reduction in morbidity and mortality rates

of infectious diseases, the life span of the American
people has increased markedly. This has caused the

proportion of the aged in the general population

steadily to rise, and has brought about an inevitable

increase in the number of persons with chronic dis-

ease. During the years 1940 to 1950, there was a 20

per cent increase in the number of people of age 65

or over in Iowa. Medical scientists, recognizing the

trends in the changing population, have become inter-

ested in the basic concepts of aging. This new field in

medicine, called gerontology, includes the basis phys-

iologic and biochemical changes that occur in man as

he grows old. Although the gerontologists are in-

terested in the type of illness seen in older people and
in methods of treatment, there are more immediate
problems of aging which must be cared for. Some of

these problems are sociologic, economic, political, or

recreational, and are outside the realm of the basic

medical sciences. In order to cover all the facets of

this problem, the word geriatrics has been coined, and
by common usage has come to include medical needs.

The Iowa State Medical Society, recognizing the fact

that there is a need for caring for old people, ap-

pointed a committee to investigate the role the physi-

cian must take in the problem of geriatrics. The Com-
mittee decided to determine, first, whether the prob-

lem is the responsibility solely of the physicians, and
secondly, in case it is not their total responsibility,

what part the medical groups should take in dealing

with it.

The type of cases giving local departments of public

welfare the most difficulty are: (1) mental cases

which are too disturbed to be properly cared for in

nursing homes and in the average public infirmary,

yet are not committable to state mental hospitals under
current admission requirements; (2) deteriorating

seniles; and (3) cases requiring long-term nursing
care, but not hospitalization. Other ailments commonly
seen in elderly individuals are cancer, cardiovascular

diseases (including strokes and peripheral vascular
disease)

,
physical handicaps, arthritis, diabetes and

neurological disorders. It can readily be seen that the

ailments listed above are not peculiar to aged people,

but can occur in any age group. It will also be noted
that the diseases outlined fall into the group usually

classified as long-term or chronic illness.

Only a few individuals in the older age group have
medical complaints. Most of the older people have
problems that are peculiar to the elderly, and perhaps
the greatest problem is that of employment. From
this, stems the economic and housing problem. Then
there are the problems of mental hygiene, planned
recreation, the teaching of daily living both with them-
selves and others, cultural aspects of aging, old age
security, and vocational guidance. Most of these as-

pects of so-called geriatrics are not in the province of

the medical profession, but in the provinces of other

agencies under control of local, state or federal gov-
ernments.

Thus, the Committee on Geriatrics feels that the ma-
jor problems of old age are not medical, and there-

fore not solely the responsibility of the Iowa State

Medical Society or the physicians of Iowa. The com-
mittee suggests that the Iowa State Medical Society
cooperate with other agencies in the state either

through this Committee or through a special group ap-

pointed by the president.

The care of the sick still is the major goal of the
physicians comprising the State Society. The diseases

outlined above are not peculiar to the older person,

but can be seen in all age groups. Most of the diseases

are chronic and require a long-term care or con-

valescence either in a hospital or at home.
Since the chronically ill, rather than the aged, con-

stitute a well-defined medical problem in this state, the

Geriatrics Committee suggests to the State Society,

either that the Committee’s name should be changed
and its scope and functions should be redefined, or

that the original Committee should be disbanded and
a committee on chronic illness appointed. Either group
could work with other agencies in the state who are

interested in the chronically ill as well as the aged
and thereby keep the State Medical Society in close

touch with all phases of geriatrics.

W. D. Paul, M.D., Chairman,
Abraham Gelperin, M.D.,

C. V. Edwards, M.D.

SUBCOMMITTEE ON ARTHRITIS AND
RHEUMATISM

Dr. R. N. Larimer, president of the Iowa State Med-
ical Society, appointed a committee to cooperate with
the Arthritis and Rheumatism Foundation. This com-
mittee consists of Dr. W. D. Paul (associate professor

of medicine, chairman of the division of physical med-
icine and director of the rehabilitation unit of the

University hospital) as chairman, Dr. A. B. Hendricks,

of Davenport, Dr. K. R. Kingsbury, of Ottumwa, and
Dr. H. G. Marinos, of Mason City. This Committee has

had many discussions and much correspondence on
the problem of arthritis and rheumatism in the state

of Iowa. Because of his wide experience, Dr. C. B.

Larson, professor and head of Department of Ortho-

pedics at the State University of Iowa met with the

Committee in the capacity of consultant.

The Committee was in agreement that there were
many people in the state of Iowa who were suffering

from rheumatism and/or arthritis and that aside from
the medical school at Iowa City, there were no clinics

or agencies that the arthritics could visit for definitive

treatment or other help. For this reason it would be

advisable to ask the Arthritis and Rheumatism Foun-
dation of New York to establish a chapter in the state

of Iowa.

After a chapter of the Foundation is started in Iowa,

money would be available for patient care, for educa-

tion, both lay and medical, and for research. The com-
mittee felt that a program to improve the arthritis

problem in Iowa should consist of two phases. The
first phase would be to foster research, to emphasize

to both the public and the medical profession the scope

of the arthritis problem and probably to start a mobile

clinic. When this part of the program was functioning

satisfactorily, then the second phase could be started.

This second phase would be to provide free beds for

arthritic patients and to expand the service by open-

ing clinics in various areas throughout the state.

The Committee agreed that because most of the re-

search on arthritis is being done at the University

of Iowa at present, that the Foundation should be

asked to help support part of the present research and
make funds available for expansion of the research

program.
The Committee suggested the following as the goal

for the Iowa Chapter.
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I. Research Program
A. Study of metabolism of arthritis

1. Support of metabolic ward.
2. Part-time help of physician.

B. Study of base-line characteristics of

rheumatoid arthritis to evaluate ef-

fectiveness of antirheumatic drugs or

other treatments.

1. Assistance of graduate student in bi-

ochemistry or nutrition.

2. Part-time assistant in nutrition.

Cost: $18,000.

II. Mobile Clinic

A. Station wagon
B. Physiotherapist

C. Occupational therapist

D. Social worker in arthritis

E. Supplies

Cost: $10,000

III. Education
A. Lectures to medical students.

B. Lectures or forums or arthritis to phy-
sicians in county medical societies.

1. Cost of organizing forums or county
clinics.

2. Cost of transportation of specialists

from outside the state.

C. Lay education

1. Organizing meetings for Farm
Bureaus, P.T.A.’s, etc.

2. Audiovisual aids

3. Printed literature, cards, etc.

Cost: $10,000.

IV. Campaign expenses for Iowa Chapter
Cost: $10,000.

Total: $48,000.

The Committee also recommended that as soon as the
Iowa Chapter is organized and funds solicited, either

this Committee should be expanded or that subcommit-
tees representing the different geographic areas should
be established to help the lay organization carry on its

work.

It was also suggested that Mr. Arant H. Sherman, of
Davenport, be asked to serve as state chairman of the
Iowa Chapter.

W. D. Paul, M.D., Chairman.

SUBCOMMITTEE ON REHABILITATION

The Subcommittee on Rehabilitation held a meeting
on July 23, 1953, and submits the following report:

Committee members Dr. Krigsten, Sioux City, Drs.
Wirtz and Samberg, of Des Moines, Dr. Adams, Mason
City, and Dr. Larson, Chairman, of Iowa City, were
present.

Because no agenda was available for the first meet-
ing, the meeting was begun with an introductory mes-
sage announcing this subcommittee as a newly estab-
lished one by the State Society, assigned to explore
the subject of rehabilitation as it pertained to the
Iowa State Medical Society. The meeting was then
declared open.

The ensuing discussion made clear that the Commit-
tee could not proceed toward concrete opinions and
recommendations until pertinent facts were available.

The Committee assigned itself the following tasks for

the future: (1) To define physical rehabilitation; (2)

to survey the rehabilitation case load in the state of

Iowa; (3) to survey the existing facilities for rehabil-

itation therapy in the state of Iowa; (4) as a means of

discovering a base line of practical feasibility of such

centers, to accumulate evidence as to the means and
methods of organization, the types of personnel

utilized, the amount of equipment necessary, etc., of

rehabilitation centers elsewhere.

The problems were variously assigned to members
of the Committee, and no date was set for a subsequent
meeting. The chairman has been in contact with var-

ious members from time to time, and has learned that

pertinent data are being slowly collected.

Because the scope and significance of the problem
of rehabilitation and its possible impact on the total

picture of medical care of the future, the Committee
asks for an extension of assignment.

Carroll B. Larson, M.D., Chairman.

SUBCOMMITTEE ON MATERNAL AND CHILD

HEALTH

The Subcommittee on Maternal and Child Health
has had no recent meetings.

Your chairman, along with a representative of the

State Department of Health and also a member of this

Committee, attended the Fourth National Conference
on School Health held at Highland Park, Illinois, the

last of September. We have not had an opportunity

to confer on our findings at this meeting yet, but hope
to be able to do so soon and to present a positive pro-

gram of school health for the State of Iowa.

The maternal death investigations, which were be-

gun in October, 1952, but covered the year, have been
progressing very well. It is believed that very valuable

information is being assembled from this study both

from the standpoint of statistics and education.

No work has been done, as yet, on a study of in-

fant deaths in the state.

C. P. Phillips, M.D., Chairman.

SUBCOMMITTEE ON MENTAL HEALTH

The Subcommittee on Mental Health held four meet-
ings during the year, with the majority of members
present at all meetings. Possibly psychiatrists are more
in demand as speakers than are practitioners of other

specialties because of the increasing public interest in

mental health. Members of the committee received

many calls to give talks before different organizations

during the years 1952 and 1953. The doctors felt that

if they drove some 50 to 100 miles to talk to a group,

the group should be large enough to warrant that

expenditure of time. They also felt that the talks

should be scheduled more or less at the convenience
of the speaker. The Committee discussed whether or

not a fee should be charged these lay organizations,

and its final decision was that the doctors should not

charge a fee, but since this is an educational activity,

the State Society should be asked to consider defray-

ing travel expenses from Speakers’ Bureau funds.

The Committee discussed a possible model commit-
ment law at several of its meetings. This is not an
easy thing upon which to make a decision because of

the many factors involved. The Committee also felt

that more attention should be paid to the rules and
regulations governing the release of patients from
state hospitals. A subcommittee was appointed to study
commitment laws and bring back a recommendation.
One of the big jobs which the Committee would like

to accomplish is the psychiatric education of the gen-
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eral membership of the State Society. The general

practitioner who sees the majority of patients first

could do a great deal along the lines of diagnosing

possible mental illness. He needs to be trained to ob
serve the signs and to take an interest in preventing

the aggravation of mental difficulty. Members of the

Committee felt that many times an additional five

minutes spent with a patient would disclose whether
or not mental illness is involved. The sending of small

(3x5) cards with educational material on them to

each member of the State Society was suggested as

one possibility for carrying on an educational cam-
paign. Talks before county medical societies were sug-

gested as a second means. Members of the Committee
wished to consider these alternatives and to arrange
for trail programs with county medical societies.

Dr. C. C. Graves, who is now a member of the Com-
mittee, discussed many of the problems that arise in

the mental hospitals. The Committee was most sympa-
thetic toward Dr. Graves’ predicament and gave him
practically full cooperation in trying to work out

some solutions. Meetings with him at the mental hos-

pitals were scheduled. The Committee also offered to

meet with the Board of Control to discuss the prob-

lems and give its advice when called upon. It volun-

teered to attempt getting more general practitioners to

help the superintendents at the mental hospitals in

providing general medical care for the inmates.

The Committee met with the President of the Iowa
Society for Mental Hygiene, Rev. Noel Orcutt, and
promised full cooperation with his organization’s pro-

gram for better education of the public. The Commit-
tee promised to provide an advisory committee, and
the individual members pledged their support to the

work the group is trying to do. It was felt that it

should be for the most part a lay organization, but
that it needed the advice and counsel of doctors of

medicine.

Members of the Committee were agreed that an ag-

gressive campaign in mental health education should
be waged. There is still too great a lack of knowledge
of what mental health really is. It should not be a

passive science, but rather an active one. To this end,

the members of the Committee promised their as-

sistance in the year ahead. Another meeting is sched-

uled before the annual meeting, and a short report of

it will be made orally.

John I. Marker, M.D., Chairman.
M. B. Emmons, M.D.
C. C. Graves, M.D.
J. B. Mahoney, M.D.
H. C. Merillat, M.D.
G. R. Roush, M.D.
Leo B. Sedlacek, M.D.

SUBCOMMITTEE ON INDUSTRIAL HEALTH

During the year 1953, the Subcommittee on Indus-

trial Health held five meetings. Three meetings had
to be canceled due to bad weather. The over-all pro-

gram planning for the Industrial Health Committee
is in the initial stages. Our planning, to date, has
consisted of formulating four leading objectives.

1.

The setting up of industrial health institutes.

These are to be one day meetings, held in five different

cities throughout the state. They are to be sponsored
jointly by the Subcommittee on Industrial Health and
the State Department of Health. Each institute would
consist of medical men, nurses, industrial managers
and labor. The meeting itself would run from approx-

imately 4:00 p. m. to 9:00 or 9:30 p. m. At the present
time, the financial aspect of the institutes is being
debated. Mr. Campbell, the engineer for the State

Department of Health, has assured us that the De-
partment will participate in the backing of these in-

stitutes, but of course the change in national ad-
ministration has cut the support to the state health

departments. It is now a problem as to how far the
Department can go.

2. The preparation of a booklet governing standard
procedures for industrial nurses. This booklet will be
designed particularly for small plants without full-

time medical supervision. Again, this booklet is being
prepared in conjunction with the State Department
of Health, and here again, the problem of financing en-

ters in. The preparation of the booklet is now in the

final stages.

3. A study regarding industrial compensations, or

fee schedules. At the present time we are conducting
a survey of the other state medical societies in our
immediate vicinity. We have received answers from
many of these, and the judgment of the Committee
will probably be swayed by the experience of larger,

more industrialized states in our vicinity.

4. The coordination of the Subcommittee on Indus-

trial Health with other committees of the State Soci-

ety. We are particularly interested in meeting with
the Subcommittee on Mental Health and the Subcom-
mittee on Rehabilitation.

R. F. Frech, M.D., Chairman.

SUBCOMMITTEE ON NATIONAL HEALTH
ASSOCIATIONS

A meeting of the Subcommittee on National Health
Associations of the Committee on Public Health of the

Iowa State Medical Society has held on July 29, 1953,

at Iowa City. Those present were: Drs. Ralph H. He-
eren, Des Moines, Chairman; Franklin H. Top, Iowa
City; Ralph E. Smiley, Mason City; L. E. January,

Iowa City; Leon J. Galinsky, Des Moines; and Wm.
Spear, Oakdale.

At the request of the chairman, Dr. January dis-

cussed the activities of the Heart Association, which
began in 1948 as a cooperative program in fund-raising

and staff operation with the State Tuberculosis and
Health Association. The activities at the local level are

educational in nature and operate through a Heart
Committee connected with the Tuberculosis and Health
Association in each county. The educational activities

are planned to operate through the public schools,

with moving picture films, speakers, and through the

State Agricultural Extension Service, particularly in

helping farm housewives with cardiac disabilities in

reducing their household activities to a minimum.
There has also been one radio program on work-
simplification on the farm, and there was a story in

Wallaces’ Farmer on work simplification for the farm-

er who has cardiac disability. The Heart Association

acts in an advisory capacity with the rehabilitation

services of the state in specific instances where re-

habilitation of cardiacs is concerned. In the field of

professional education, when something particularly

related to heart disease is available, the Iowa Heart

Association distributes pamphlets and booklets regular-

ly to its members in specialty branches in the field

of medicine. It is expected that within the next few
months the Iowa Heart Association will furnish pre-

scription cards by which physicians may request in-

structive pamphlets to be mailed to certain patients.
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The Association furnishes to all senior and junior

medical students, “Modern Concepts of Cardiovascular
Disease,” a publication of the American Heart Associa-

tion, and it also cooperates with the State Department
of Health in “The Heart Bulletin,” designed for educa-

tion of the physician in the subject of heart disease

and distributed to all doctors in the State of Iowa. It

also handles the subscriptions to the American Heart
Association “Circulation” and “Circulation Research,”

which are published for the medical profession. The
Association has a listing of all available films for

professional education which can be supplied from
its Des Moines office, and of others, with the source

from which each may be secured. Help will be extend-

ed to city or county organizations in producing heart-

disease programs of lay or professional types. It is

hoped within the coming years a program of lay

education concerning heart disease can be developed.

The Trudeau Society, the scientific organization of

the State Tuberculosis and Health Association, at-

tempts to conduct professional education at its semi-

annual meetings, and in association with other groups
presents postgraduate courses. The Trudeau organiza-

tion hopes to promote research on tuberculosis in the

State of Iowa, and is interested in the statewide co-

ordination of tuberculosis services, detection and
treatment of tuberculosis both among the general

population of the State of Iowa and among the in-

mates of the institutions which are under the State

Board of Control.

It was brought out that numerous good programs
had been poorly attended by the doctors of the state

in the past, and the chairman was requested to ask
that the Publication Committee consider use of a page
in the Journal of the Iowa State Medical Society for

announcements of scientific programs of the various

state meetings sponsored or contributed to by vol-

untary health agencies.

There was discussion of the importance of organizing

a plan to coordinate postgraduate medical education

in the State of Iowa. By suitable arrangements there

could be made available better programs for the

benefit of more doctors of medicine, suitably spaced

as to time and place. There could also be a reduction

in the number of meetings and an improvement in the

quality of those that are carried on. These arrange-

ments could include the scientific meetings of the

voluntary health agencies, the University Medical
School, the State Medical Society, with its various

specialty groups, and the State Department of Health.

The functions of the State Tuberculosis and Health

Association were discussed. Mention was made of the

joint program of the State Department of Health and
the State Tuberculosis and Health Association in the

county-wide chest x-ray program and the need for a

suitable study to guide the future of case-finding in

tuberculosis. There was discussion of the value of the

social service and legal-interpretation activity to local

county boards of supervisors. Mention was made of the

value of the legislative activity of the tuberculosis

group at the last legislative session, in improving the

budget position of the tuberculosis division of the

State Department of Health. The need for a head of

the tuberculosis control program in Iowa was ex-

pressed.

The Committee generally conceded the importance

of the promotion by the State Medical Society of the

development of multi-county health units. Mention
was made of the difficulty of convincing local doctors

of the value of the sort of service provided by these

agencies. Instances were cited where public opinion

for the improvement of health conditions is sometimes
necessary to bring the doctors around to accept the

benefits of the Public Health Services. The acceptance

by the doctors of Des Moines County of the health

unit was cited.

Ralph H. Heeren, M.D., Chairman.

SUBCOMMITTEE ON RURAL HEALTH

This Committee is completing its second year. Dur-
ing the period since its organization it has devoted

most of its attention to the determination of its im-

mediate and long range objectives. Inasmuch as “rural

health” in Iowa encompasses the majority of all health

problems, it was deemed desirable to focus attention

first upon the most pressing ones. These were resolved

into three principal categories: 1. To develop and cul-

tivate friendly cooperation between the rural people

and the physicians. 2. To encourage young physicians

to locate in the smaller communities of the state, where
there is inadequate medical coverage. 3. To encourage

each county society of the state to develop an emer-
gency-call system which will assure the rural dwell-

er of prompt medical coverage at all times.

In the first field of endeavor, liaison and friendly re-

lations have been established with the officers of

farm organizations of the state. The committee’s efforts

have been particularly successful as regards the Farm
Bureau. Representatives of the Committee participated

in the meeting of the American Country Life As-

sociation, and the chairman of the Committee repre-

sented the State Society at the Ninth National Con-

ference on Rural Health, in Dallas, Texas.

The Rural Health Committee has gradually assumed
the function of physician placement. Communities
which are attempting to acquire a physician are re-

ferred to this Committee. Adequate investigation and
evaluation of the needs of these localities entails much
work. It is therefore recommended that three addi-

tional members be given to this Committee. The pre-

ceptorship program for medical students of the Uni-

versity College of Medicine will eventually develop

more doctors to fill the needs of the rural areas. In the

interim, the Committee is considering the best method
for teaching rural people how to use those doctors

who are now available. We are aware of the fact that

modern communication and transportation make med-
ical attention more rapidly available to most rural

families than it is to their city-dwelling neighbors.

This Committee has corresponded with each county

medical society in the state, recommendng the de-

velopment of an emergency-call system by each county

and/or community, in order to assure prompt and ad-

equate emergency medical service to those people who
are unable to contact their regular physician, or who
are transients. The circulation of a single story that a

doctor could not be obtained at the time of an
emergency can do medicine great harm. Return cor-

respondence indicates that in an encouraging number
of localities emergency-call systems are now function-

ing.

Bruce F. Howar, M.D., Chairman.

COMMITTEE ON HEALTH EDUCATION

This year the Health Education Committee’s prin-

cipal activities have been aimed toward cooperating

with the State Department of Health’s Health Educa-

tion Committee in presenting a series of health work
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shops. The first of these was held at Drake University,

in June. Your Society’s Health Education Committee
selected the members who appeared there. The pro-

gram was deemed to be very good, but there seemed
to be an apparent lack of interest as shown by poor

attendance at the individual sessions. (There was a

total registration of 122 people, but an average ses-

sion attendance of about 35 people)

.

In an attempt to hold his Health Workshops to-

gether, Mr. L. C. Murray decided to hold one-day

sessions in various parts of the state in the fall.

They were held in Guthrie Center, Mt. Pleasant, Cedar
Rapids, Storm Lake and Red Oak. Again the Health

Education Committee of the Iowa State Medical Soci-

ety arranged for speakers at these programs and in my
opinion the programs themselves were excellently

presented, but again there was a poor attendance on
the part of the people in the localities whei*e the

programs were given. (Average registration 50 to 65,

average session attendance 35 to 50)

.

John J. Shurts, M.D., Chairman.

COMMITTEE ON MEDICAL SERVICE

In 1953 the old Committee on Medical Service was
assigned direction of policies and procedures relative

to medical insurance, social agencies, veterans’ medical

care, industrial medicine and doctor-hospital relations.

The many other duties which the Committee had per-

formed during the past ten years are now distributed

among several other committees especially selected for

the specific problems. During the past ten years the

accomplishments of the old Committee have been
many, and we claim orginality for many of them be-

cause we were the first in the United States both to

recognize the need for them and to achieve them. The
old Committee got its start when there were no prec-

edents in the country and the field had not been de-

veloped to the efficiency of today. Among our best en-

terprises—ones which are still flourishing—are the

doctors’ secretaries’ classes, the doctor-pharmacist co-

operation project, the physicians’ code for cooperation

with press, radio and television, the program for im-

provement in doctor-patient relations, the scheme for

rural health education, and other projects
,
concerning

the business side of medicine.

This year we are proud to call your attention to the

Iowa State Medical Society’s Handbook of Resources

Available to Physicians, which is now in the process

of being printed and will undoubtedly be in your
hands by the time this report is read. This manual has

been the dream of this Committee since 1948, when
the Polk County Society, on the suggestion and with
the guidance of this Committee, published a much
smaller and less complete pamphlet on this subject.

Our larger and more complete book was made possible

by the generosity of Mr. Don Taylor and Mr. Edward
Hamilton, of our state office, who contributed generous-

ly of their spare time in gathering data and editing,

a task which none of us heretofore had either time

or ability to accomplish.

We are grateful to the Trustees, who believed that

this book would be of sufficient value to the physicians

of Iowa to justify the Society’s paying for the printing

and distribution of these volumes. The book contains

as much information as it has been possible to get

together at this time and covers a multitude of prob-

lems which arise from time to time in the course of

a physician’s practice. We hope it will prove of suf-

ficent value to be re-edited and improved upon about

once in every three years, or oftener if necessary.
Since no such manual exists anywhere in the U. S.,

we have had no model to follow, and only experience
will dictate how we can improve on what we already
have.

Each of our subcommittees has been active during
the year, and, likewise, they have had some important
problems to solve. Dr. Stark’s division has had many
meetings for the consideration of the payments that

insurance companies, particularly Blue Cross, have
been making to hospitals for medical care, as distinct

from hospitalization. Dr. McCarthy’s group has been
actively watching the changing procedures in the med-
ical aid to old age recipients and dependent children.

The Subcommittee on Labor and Industry, headed by
Dr. T. D. Throckmorton has been asked to develop
a statement of ethics to govern relations between pri-

vate practitioners and industrial physicians. Dr.

Gutch’s Subcommittee on Veterans’ Affairs has had
more than a busy year watching developments in the

AMA’s campaign to have non-service-connected-dis-

ability hospital and medical care discontinued in our
Veterans Hospitals.

This has been a very pleasant year for all of us.

The work has been interesting, and there is much yet

unaccomplished. The members have responded to

every request to work, and we hope our efforts will

contribute a little, at least, to the betterment of med-
icine in Iowa.

Fred Sternagel, M.D., Chairman.

SUBCOMMITTEE ON INSURANCE

During the year 1953, Iowa Medical Service (Blue
Shield) maintained a fairly steady growth, though a

less impressive one than during the preceding years.

The membership was increased by 43,306, so that we
closed the year with an enrollment of 436,307 members.
The earned income for the year was $4,392,772.05, as

compared with the $3,468,629.69 for 1952. Payments for

physicians’ services totaled $3,756,768.68, an increase

of $1,008,598.47 over the amount paid by the Plan in

1952. The reserve for incurred and unreported claims

for physicians’ services was increased nearly $120,000

during the year. The percentage of claims incurred to

earned income was 88.25 per cent for the year, which
indicates an incidence of utilization greater than was
anticipated and results in a net operating loss from
underwriting operations of approximately $42,000. Part

of this loss was offset by income from our invested

reserves, so that there was a final net loss for the

year of no more than approximately $26,000.

The increased utilization was consistently higher,

month by month, during the first nine months of the

year, causing considerable concern to your Board of

Directors. The trend reversed itself during the last

three months of the year, to some extent, but we
still had a net loss and were unable to increase our
contingency reserve because of this high utilization.

To have kept the Plan on its normal rate of growth
and rate of addition to reserves, we should have shown
sufficient gain from operations to add $220,000 to our
reserve.

Several changes took place during the year, the

most important of which was the new Blue Shield

Plan introduced on April 1, 1953. The new contract,

culminating several months of intense study and plan-

ning, provided increased benefits for hospitalized med-
ical care, radiation therapy, diagnostic x-ray examina-

tions, anesthesia benefits, and a revised and enlarged
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fee schedule which incorporated several increases in

surgical fees. The monthly rate for the new contract

was increased, and groups and individuals were grad-

ually changed over, so that, by the end of the year,

about 70 per cent of the membership were on the

new contract and the balance were to be changed dur-

ing the first few months of 1954.

During the year, through the offices of the Iowa
State Medical Society, the Board of Directors appointed

a Blue Shield liaison physician for each county med-
ical society. In October, a report was given at a meet-
ing held for the presidents, secretaries, and liaison

physicians to point out the closeness between Blue
Shield and the county medical societies. A close liaison

was maintained throughout the year with the officers,

staff and Executive Council of the Iowa State Medical
Society. Many problems were discussed jointly at

various times.

The administrative staff has had consistently in-

creasing responsibilities and has met them well. The
staff is headed by W. H. Sherin, Executive Director;

Tom Garbett, Director of Claim Department; W. Bryon
Recknor, Assistant Director of Claims Department; Dr.

Daniel W. Coughlan, Medical Advisor and Consultant;

Mrs. Eleanor Roberts, Supervisor of Accounting De-
partment; and Donald L. Taylor, Director of Physician

Relations. Beginning February 1, 1954, Wilbur R.

Quinn will be the Director of Physician Relations, re-

placing Mr. Taylor, who has served the Plan well,

but now has a full-time responsibility as Executive
Secretary of the Iowa State Medical Society.

In addition to the administrative staff, there are 35

full-time employees. The handling of claims constitutes

probably the major, and certainly the most difficult,

function in the office. We receive and service an aver-

age of nearly 600 Doctor’s Service Reports each work-
ing day, and on some days over 900 Reports. During
the year, we shifted from the individual check pay-
ment to a monthly check payment to the participating

physicians. After three months on the monthly check
basis, we began paying the participating physicians

semi-monthly. This change in procedure has provided
a more efficient operation, and met with the approval
of the participating physicians.

Many changes are taking place, and rapid develop-

ment is being made in the field of hospital and medical
care. Growth of the voluntary-prepayment movement
has been phenomenal to a point where a large pro-

portion of the population has coverage for hospital and
medical care. The insurance companies have aggres-

sively entered the field of health insurance, they have
developed contracts with benefits and rates which com-
pare quite favorably with our own, and they are mak-
ing an active and strong bid for their portion of the

business. Instead of the easy enrollment of a few years

ago, we now find it necessary to make an active

effort for the business, both to hold and maintain
groups already on our books and to extend member-
ship by enrolling new groups and individuals.

There is danger that hospital and medical care plans

may lose sight of the primary purpose for which they
came into being, namely, that of supplying good
medical care at a price the public can afford—provid-

ing a medium by which people with lower incomes
can budget for the cost of illness within their own
families. The public constantly demands more and
greater benefits so that they may truly prepay their

medical care. As sponsors of the voluntary non-profit

plans, we in the profession must not lose sight of the

service and social aspects of the Blue Shield type of

organization. Only by keeping in mind the primary
objective in organizing and developing our Plan and
by lending full support and loyalty to the Plan, can
we hope to fulfill its main purpose.

Martin I. Olsen, M.D., Chairman.

SUBCOMMITTEE ON VETERANS' AFFAIRS

In June, 1953, the House of Delegates of the

American Medical Association directed the Council on
Medical Service to conduct a campaign against federal

hospital and medical care to veterans for non-service-

connected disabilities. This Committee had represent-

atives at a meeting in Chicago, on September 1, 1953,

when the Committee on Federal Medicine of the

AMA announced its plan to conduct this campaign
on the grass-roots level by soliciting participation from
local county medical societies. We were furnished with
a packet of literature outlining the plans and facts,

and have from time to time received more literature

from the AMA on the subject. This Committee had
a meeting in September for consideration of this sub-

ject, another one in October, when it was taken up
at the Presidents’ and Secretaries’ Conference, and
again in St. Paul, in November, at the North Central

Conference.

Information received to date indicates that the

AMA plans to conduct this program over a period

of two or three years if necessary, and, from what
we can learn, it is not yet entirely under way. We are

now waiting for the instructions we may receive at

the regional meeting of the AMA on this subject,

February 28, at Omaha, Nebraska. Last fall, four

AMA regional conferences on veterans with non-

service-connected disabilities were held in Dallas, At-

lanta, New York City, and Washington, D. C. Apparent-
ly the remaining areas of the U. S. are to be covered
this spring. Because we have so little information on
the actual plan for the campaign, we shall probably
have to make a supplementary oral report to the

House of Delegates in April to bring you up to date.

This campaign promises to be the biggest undertak-

ing in the political field since the one in opposition

to socialized medicine. If the program as planned is

carried out, it will mean a tremendous job for every
county unit, and in the course of it, we shall often

find ourselves embarrassed unless we are prepared.

R. C. Gutch, M.D., Chairman.

SUBCOMMITTEE ON HOSPITAL AND
PROFESSIONAL RELATIONS

The Subcommittee on Hospital and Professional Re-
lations submits the following report of its activities

during the past year.

Our first meeting was held in July at the office of

the Iowa State Medical Society. It was primarily an
orientation meeting, since all but one of the members
wer new. The Committee was brought up to date on
past activities. New problems were considered, such as

aid to State Mental Institutions by medical doctors in

neighboring communities, as well as the report and
recommendations of the Joint Committee of the Board
of Trustees of the American Medical Association and
the American Hospital Association.

These subjects were to be the main agenda for our
next meeting, but we were confronted with a more
important problem and reconvened December 9, 1953,

together with members of the Iowa Radiological, An-
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esthesiological, and pathological Societies to discuss

in detail the problems presented by the Iowa Blue
Cross Comprehensive 70 Contract and to follow

through with recommendations similar to those which
this Committee presented for action by the Executive

Council in 1952. All groups concerned presented resolu-

tions specifically stating their conviction that those

recommendations be carried out.

On January 7, 1954, the committee members were
guests of the Judicial Council, at which time we pre-

sented a supplement to the report submitted following

our meeting of December 9, 1953. Members of the

Committee also collaborated with Dr. Caughlan in

formulating a resolution which was presented at this

meeting. Both of these reports will, I understand, be
printed in the Iowa State Medical Society Journal.

The chairman of this Committee wishes to take this

opportunity to thank the members of the committee
for their cooperation and patience while it was ad-

justing itself to this all-important change in policy

of members of our profession.

C. H. Stark, M.D., Chairman.

COMMITTEE ON PUBLIC RELATIONS

The Committee on Public Relations has held three

meetings during the past year, at which time the fol-

lowing projects were considered and recommended to

the Executive Council of the State Medical Society.

1. A public opinion poll, covering the whole state.

Recommendation was made that this might be one way
of obtaining information on how we look to the pub-
lic. It was recommended that the Board of Trustees
and Executive Council consider the matter in setting

up the budget for next year.

2. Publication of medical articles in the lay press.

Considerable effort is being put forth in placing two
articles a month in the Wallaces’ Farmer, and it was
recommended that this activity be continued.

3. Press relations. The Committee feels that the fav-

orable results of the liaison effort between the public-

press and the secretary, Mr. Don Taylor, is worthy
of praise and commendation.

4. Average free schedule. It is felt that this is an
extremely important proposal, and further efforts

should be made that every single county in the State

Society put out a new fee schedule, based on recent
fees, and that the title be “Average Fee Schedule.”

5. Itemized bills. It is the concensus of the members
of the Committee that all bills should be itemized, so

that the patient can see the charge on each item of

service rendered him. It is pointed out that often this

will save a great deal of ill will.

6. Display of plaques. It is recommended by the
Committee that every doctor in the State of Iowa have
the plaque inviting the patient to discuss fees put out
by the AMA placed in his office. With the help of

Blue Shield physician relations men, every doctor
will be offered a chance to buy such a plaque.

7. Public Health Forums. Forums, such as the ones
that were held during 1953 in Scott County, have
been considered, and it was recommended that other
counties follow with the use of some type of forum.
It is felt that the public interest in such programs
is high and that they have been most successful.

8. Indoctrination meeting. The matter of greatest

concern, perhaps, has been the recommendation to the

Board of Trustees that an indoctrination meeting be
held yearly, for all new members of the State Society.

It is felt that at such a meeting doctors will be able

to become acquainted with the State Medical Society,
and in addition, the talking over of such things as
public relations and fees at such a gathering can be
of great value to all new practitioners of medicine.
It was decided that such annual indoctrination meet-
ings should be held, beginning sometime in 1954, and
that the following yearly meetings should be held in
September or October.

9.

Establishment of contact with the internes and
senior students in the medical school. Details of such
a plan are being considered, and will be further con-
sidered at future meetings.

It is the opinion of the Committee that there are
many factors in public relations that are important,
and should receive due consideration from all mem-
bers of the State Society. The manner of best inform-
ing the members of the State Society is perhaps the

most difficult question to answer.

Otto N. Glesne, M.D., Chairman.

SUBCOMMITTEE ON INTER-PROFESSIONAL
RELATIONS

This Subcommittee and the Committee on Public
Relations met in July 1953 at the Iowa State Medical
Building, with Doctor Glesne, the chairman of Com-
mittee on Public Relations in charge. Our relation-

ship with the other societies was discussed at this

meeting, along with several other pertinent subjects.

On September 13, the Subcommittee on Inter-Pro-

fessional Relations, consisting of Doctors F. M. Bergu-
son, E. J. Boyd, and me, met with the Iowa Inter-

Professional Association at the Iowa State Medical
Society Building. At that time, meeting places for

several Inter-Professional meetings were planned and
approved. The meetings were located in Mason City,

Decorah, Cedar Rapids, Mount Pleasant, Atlantic,

Spencer and Fort Dodge. It was the duty of our
Committee to procure speakers from the medical pro-

fession for the meetings, and this was done.

Joe G. Fellows, M.D., Chairman.

PUBLIC EDUCATION SUBCOMMITTEE

The Public Education Subcommittee, a part of the

Public Relations Committee, was organized and began
functioning July 29, 1953, at a meeting in Des Moines.
Beginning on October 3, 1953, for the first time

Wallaces’ Farmer has been publishing a bi-weekly
series of health articles prepared by Iowa physicians
under the sponsorship of the Iowa State Medical Soci-

ety. By the time of the annual meeting, we shall have
published 15 articles. Subjects chosen were the results

of the combined thinking of your Committee, the ed-

itors of Wallaces’ Farmer and the Woman’s Auxiliary

of the Farm Bureau. The articles were assigned to

various men throughout the state, and their coopera-

tion is much appreciated.

The television programs have been meeting with
increased beneficial response. After a summer vaca-

tion, we started telecasting weekly, instead of every
other week as we had done. Our first program this

season was telecast on October 2, 1953, and by the

time of the annual meeting we shall have produced

30 programs. Due to the resignation of our able gen-

eral manager, Dr. R. D. Bernard, Mr. Donald L. Taylor,

the Executive Secretary, is now in charge of the

WOI-TV programs, and it is hoped that when satis-

factory kinescopes can be made, the TV programs
will be carried by other stations throughout the state.
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I wish to thank the members of this Committee for

their able assistance and quick responses in the ac-

complishment of the above.

D. F. Ward, M.D., Chairman.

Reports of Special Committees

BALDRIDGE-BEYE MEMORIAL COMMITTEE

The Baldridge-Beye Committee had applications for

only two loans during the year 1953: Mr. Holloway
for $500 and Mr. Hesse for $128. These applications

were approved by the Committee, and a request that

the loans be made was sent to the Board of Trustees
through Miss Mary McCord.

It is the feeling of the chairman of the Committee
that, although heavily used at first, the fund is not be-

ing used sufficiently at present to warrant its con-

tinued availability. Thus, some other disposition should

be made of the funds collected for this purpose.

It is also the feeling of the chairman that since

the members of this Committee do nothing more than
approve applications for an occasional loan, the entire

function be placed in the hands of the Board of Trus-

tees, who already handle the arrangements for the

loans and all financial dealings directly with the ap-

plicant if the loan is granted. The Committee itself

never knows whether funds are available or have
been exhausted at any given time, and it would save

a great deal of time and trouble if the applicants dealt

directly with the ones who handle almost the entire

transaction. This is, of course, based on the supposi-

tion that the fund is still available in the future

for loans to worthy medical students.

J. W. Agnew, M.D., Chairman.

OSTEOPATHIC COMMITTEE

This Committee has met on several occasions the

past year for the purpose of going over the questions

raised locally and nationally. As you are aware, the

Cline Committee of the AMA brought the problem
to the front in Chicago, in 1952. It made a report be-

fore the House of Delegates in New York, in 1953,

which did not exactly settle anything, and which your
Committee did not feel was based on an entirely

adequate investigation.

In June, this year, the Cline Report will again

be brought before the delegates of the AMA for

action. Each member of this Committee of your State

Society had some slightly divergent views, making a

unanimous opinion difficult. Thus we sent out to each
of you a questionnaire, to poll the opinion of the mem-
bership. Time did not allow the results to be printed

here, but they will be given in a supplemental oral

report. The purpose of this poll is to enable our
House of Delegates to provide our delegates to the

AMA with the consensus of as near the entire mem-
bership as possible on these important questions.

Dr. E. G. Zimmerer met with your Committee on one
occasion in the past year to clarify the fact that the

State Board of Health has no control over the allot-

ment of federal research funds to Still College.

During this past year the Committee has studied the

academic background of Still College as well as it

could. It has also assisted the medical staffs of several

county hospitals over the state in formulating their

rules and the qualifications of their members. The fact

is increasingly apparent, and has been proved in sev-

eral communities, that when the medical men work
together and maintain the level of medical practice

for which they have been trained, osteopathic com-
petition rapidly vanishes.

John D. Conner, M.D., Chairman.

COMMITTEE ON NATIONAL EMERGENCY
MEDICAL SERVICE

The Committee on National Emergency Medical
Service has not been active this year. It stands ready
to assist the State Civil Defense Commission when
such assistance is needed.

John W. Ferguson, M.D., Chairman.

COMMITTEE ON NURSING EDUCATION AND
NURSING SERVICE

Up to the time of this report, the special Commit-
tee on Nursing Education and Nursing Service has
held one meeting. Prior to that one meeting a brochure
was sent to each member containing a statement of
the aims of the Committee and the work that has
been done by similar committees in other states, as
well as Dr. R. F. Birge’s summary of proceedings at the
Fourteen-State Conference held in Kansas City, on
March 1, 1953.

The Committee met at the State Medical Society
offices on August 27, 1953. Members present were Dr.
C. V. Edwards, Dr. J. H. Henkin, Dr. R. F. Birge and
Dr. E. P. Lovejoy. Dr. J. E. Houlahan was unable
to attend.

Dr. R. D. Bernard oriented the members of the
Committee on the work that had been done previous-
ly as regards nursing education and service, and the
attitudes of the nursing associations and the College
of Nursing at the University of Iowa in regard to
practical-nurse training.

Following this, each member discussed briefly the
use of practical nurses and lay help in his own com-
munity and, to some extent, the attitudes of hospital
administrations and nursing groups. It was decided
that the present shortage of nurses is due to the fol-

lowing causes.

1. A greatly increased demand for nurses resulting
from:

(a) Marked increase in number of hospital beds.
(b) Increase in hospitalization resulting from in-

creased prepaid hospital insurance.
(c) Expanded Veterans Administration care.

2. Changes in nursing education so that very little

bedside nursing is now done by student nurses.
3. Advent of the 40 or 44 hour work week for

nurses.

Furthermore, it was decided that all of these causes
were here to stay and that means should be found to

increase the available nurse supply.
After this preliminary discussion, Miss Norelinus,

Secretary of the Iowa State Nursing Association, was
invited to join the meeting and explain the present
situation in Iowa in regard to practical nursing. She
discussed methods and requirements in regard to

licensing, the duties and responsibilities of practical

nurses and the attitude of the professional nursing
associations in regard to them.
No further conclusions were reached at this first

meeting.

On November 19, 1953, the Committee was repre-

sented at the annual meeting of the Iowa Health Coun-
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cil. There, information was obtained on the progress of

professional and practical nurse education in Iowa, as

well as the activities of the county health councils in

the recruitment of nurses.

It was planned to have a representative of the Com-
mittee attend the 1954 meeting of the Fourteen State

Conference, scheduled for January 10 in Kansas City,

after which a second and final committee meeting
would be held. However, the Fourteen State Confer-

ence was cancelled.

Another meeting of the Committee is tentatively

planned for late February or early March.
E. P. Lovejoy, M.D., Chairman.

HISTORICAL COMMITTEE

Some months ago Dr. W. L. Bierring resigned as

chairman and member of the Committee. The trus-

tees appointed the undersigned to complete the term
until the next meeting of the House of Delegates. The
Committee has prepared several short stories of Iowa
medical history for publication in the Journal. It is

understood that these articles will be published during

the current year.

C. A. Boice, M.D., Chairman.

SPECIAL COMMITTEE TO STUDY GROUP
INSURANCE

Various group-insurance plans have been studied

with the purpose of clarifying their mutual differences,

in order that, should the Society be interested, the

best interests of the members might be served.

Dr. A. E. Johann, before his resignation as chairman
of the Committee, got in touch with several interested

insurance companies. He also obtained reports from
other state medical societies and comparable groups

about the feasibility, effectiveness and ease of admin-

istration of their particular plans.

Mr. W. G. Schneider, Group Underwriting Secretary

for the Bankers Life Company of Iowa, has reviewed
the detailed quotations from three companies, and has

made recommendations and has posed certain ques-

tions that should be answered before any definite steps

are taken by the Society. He has contrasted the plans

on the basis of:

1. Benefits offered.

2. Enrollment, limits and underwriting.

3. Annual cost of benefits.

4. Services offered.

Both Dr. Johann and Mr. Schneider have spent con-

siderable time and effort in gathering and appraising

the material submitted to date. The Committee must
now determine the interest of the members of the

Society in such group insurance, and then review in

detail with company representatives a final plan and
procedure of solicitation.

George G. Young, M.D., Chairman.

REPORT OF THE SPEAKERS BUREAU
COMMITTEE

The activities of the Speakers Bureau have included
lay group meetings, county medical meetings, radio

programs, and cancer clinics.

Our doctors attended seven lay meetings and seven
county medical meetings. When requests for speakers
are sent to the Speakers Bureau, we send out a speak-

er who is qualified on the subject the group wants

discussed. We also try to send out the doctor who has
to travel the shortest distance to any particular group.
Our health programs are broadcast over WOI, Ames,

on Thursdays at 11:15 a.m. and over WSUI, Iowa
City, on Tuesdays at 11:45 a.m. The programs are on
platters sent to us by the American Medical Associa-
tion. Each program is 15 minutes long, with 13 pro-

grams in a series.

Five cancer clincis have been held. The dates and
towns are as follows:

October 21—New Hampton
November 10—Grinnell

November 12—Storm Lake
November 19—Ottumwa

March 29—Ames
We plan to have one or two more of these cancer

clinics before the end of the year.

In 1954 our lay activities are being expanded and our
services to county medical societies continued.

R. B. Stickler, M.D., Chairman.

PUBLICATION COMMITTEE

The 1953 Journal continued with the presentation of

articles delivered at the annual meeting of the Society,

together with case reports contributed by Iowa physi-

cians. As regards the reading matter that it presented,

its most noteworthy departure from precedent was in

publishing increased amounts of organizational and
political news. The recent increase in the Society’s

committee activities and the importance of medical
legislation under consideration, both in Des Moines
and in Washington, have justified—indeed have neces-

sitated—more nearly complete reporting. When, with
the resignation of Dr. Bernard and the discontinuation

of the position he held with the Society, the Journal
no longer had occasion for scheduling a “General
Manager's Page,” the editors had some additional space

to allocate and began planning an expanded coverage
of medical news and the setting up of a calendar of

coming meetings such as had been asked for by the

Committee on National Health Agencies. In addition,

the Washington Office of the AMA announced its

intention of beginning, in January, 1954, to provide

our Journal, along with similar publications, with a

monthly “Washington Report,” a feature which we are

sure the membership will find a worthwhile service.

National advertising, which the Journal secures

through the State Journal Advertising Bureau of the

AMA, appeared to be on the increase at the end of

1953. The Trustees asked that we accept a remunera-
tive contract for the insertion of four pages of ad-

vertising to be located in the center fold of each 1954

issue, and prosperity—along, perhaps, with the be-

lated realization that state-journal advertising is prob-

ably the most efficient means of introducing pharma-
ceutical products to physicians—is causing increasing

numbers of firms to buy full-page ads and two-page
spreads, many of them in color.

The securing of local advertising remains a problem,

though it is less serious than it might be if national

advertising weren’t headed for an all-time high. At
the direction of the Board of Trustees, the Committee
sought to interest an Iowa firm in securing local ads.

Only one company was willing even to discuss the pos-

sibilities, and that one indicated interest in working
with us only if we would allow a 33 1/3 per cent

agency commission or would raise our rates. The for-
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mer alternative, we believed, would leave us too nar-

row a margin after paying printing costs, and the latter

was impracticable, since we are bound to a fixed sched-

ule by the State Journal Advertising Bureau. Further-

more, the Committee felt that delegating the solicita-

tion of advertising to a commercial agency might cause

some difficulties. For example, representatives of ad-

vertisers so obtained would almost certainly cause us
embarrassment by giving their prospective customers
the impression that our printing their ads constituted

an endorsement of their products or services.

In the make-up of the Journal, two changes were
planned for introduction early in 1954. For more at-

tractive display, the titles of scientific articles are

henceforth to be printed across the page, rather than
in a single column. And, partially for the sake of

appearance, but also to lead increased numbers of

readers to peruse the smaller advertisements, certain

materials of current, rather than permanent, interest,

such as the “Washington Report” and the “Personals,”

are to be printed on pages that either carry or face

advertising matter.

Reading Pages
Advertising Pages
Percentage of Reading Pages .

Original Articles
Editorials
Total Journal Expenditures . .

.

Total Journal Income
Number of

State Society Members
Net Expenditure per member

1951 1952 1953

528 604 534
444 444 406

54.3% 57.6% 56.8%
68 71 69
60 60 68

,803.36 $27,706.28 $25,475.40
,129.17 $20,173.56 $17,185.84

2,463 2,489 2,481
$3.12 $3.03 $3.34

Though the figures relating to the Journal in the

Treasurer’s Report do not, the above statements re-

garding expenditures include the salaries and propor-

tional shares of salaries of the staff members who edit

and publish it.

E. M. George, M.D., Editor.

(The proceedings of the House of Delegates were
interrupted in order to present the handbook reports.

At this point we return to the minutes of the Sunday
afternoon session.)

As a part of the Public Health Committee’s report,

Dr. E. G. Zimmerer, Iowa Commissioner of Health,

was introduced and asked to deliver remarks. He
stated that, to his knowledge, this was the first time

the Commissioner of Health was asked to appear be-

fore the House of Delegates. He expressed apprecia-

tion for the opportunity and proceeded to explain the

work of the Board of Health and the Department of

Health. In his closing remarks, the Health Commis-
sioner stated, “It is my earnest hope that we may con-

tinue to improve the entente which now exists be-

tween us, to the end that public health in Iowa may
continue to improve. I solicit your understanding and
your realization that a public health department can-

not always do as it likes, or hope to please everyone.

It must exercise its authority justly and equitably, but

always, I hope, with kindness. If, as must occasionally

happen, differences of opinion arise, give us a chance

to explain, and rest assured that as doctors, your in-

terests are ours. If we make mistakes, they are of the

head, and not of the heart.”

Supplemental reports were presented from the fol-

lowing committees and officers: Board of Trustees,

Legislative, Medical Education and Hospitals, Griev-

ance, Mental Health, Industrial Health, Medical Serv-

ice, Insurance. And a special report was presented

from the Blue Cross-Blue Shield Committee. These re-

ports will be presented in summary form later in this

resume.
Dr. George Scanlon, Iowa City, was invited by the

chairman of the Board of Trustees to present a report

on the status of the ISMS Educational Fund. Dr. Scan-
lon announced that the Fund had lent about $45,000

to deserving students during the past two years. He
spoke of some difficulty in raising funds and solicited

increased support of the educational program by mem-
bers of the ISMS.

Dr. Norman B. Nelson, Iowa City, Dean of the Col-

lege of Medicine, was introduced by Dr. B. T.

Whitaker, Boone, after completion of the presentation

of the supplemental report of the Committee on Med-
ical Education and Hospitals. In Dr. Nelson’s remarks
he paid special tribute to Dr. Willis Fowler, Iowa
City, for the fine work and leadership which he dis-

played while serving as chairman of the Dean’s Com-
mittee of the College of Medicine.

Special committee reports were approved as printed

in the Handbook. The following special committees
presented supplemental reports: Osteopathic, Nursing
Education and Nursing Service, and Special Commit-
tee to Study Group Insurance. The House adjourned
for dinner at 5 P. M. and reconvened at 7.

The first order of business was the announcement
of the names of the physicians to serve on the nominat-

ing committee. They were as follows: First District,

L. W. Ward, Oelwein; Second District, H. G. Marinos,

Mason City; Third District, T. D. Kas, Sutherland;

Fourth District, H. E. Farnsworth, Storm Lake; Fifth

District, J. D. Conner, Nevada; Sixth District, J. W.
Billingsley, Newton; Seventh District, E. F. Van Epps,

Iowa City; Eighth, L. H. Pumphrey, Keokuk; Ninth,

E. A. Larsen, Centerville; Tenth, H. J. Peggs, Cres-

ton; Eleventh, C. V. Edwards, Council Bluffs.

Nominations for members to serve on the Grievance

Committee were called for from the councilors in the

uneven numbered districts. Three names were re-

quested from each of the councilors.

Twenty-six physicians were granted life member-
ships—twenty on the basis of 50 years of practice

and 30 years of membership in the ISMS; five on dis-

ability; and one on retirement.

PHYSICIANS GRANTED LIFE MEMBERSHIPS

On the basis of 50 years of practice and 30 years

of membership:

County

Adair

Physicians

Arthur S. Bowers, Orient

Black Hawk Robert B. Fields, LaPorte City

Buena Vista James H. O’Donoghue, Storm Lake

Hardin Rasmus R. Gaard, Radcliffe

Jones Thomas M. Redmond, Monticello

Lee William Rankin, Keokuk

Linn Cass T. Houser, Cedar Rapids
Harry J. Jones, Cedar Rapids

Agnes I. Safely, Cedar Rapids

Montgomery Jay C. Cooper, Villisca

Page Edward Luke, Coin

Polk Frank E. Foulk, Des Moines
Arthur M. Merritt, Des Moines



344 Journal of Iowa State Medical Society July, 1954

Martin I. Olsen, Des Moines

Alfred S. Price, Des Moines

Scott James Dunn, Davenport

Raymond R. Kulp, Davenport

John C. Teufel, Davenport

Wapello Frederick L. Nelson, Ottumwa

Washington William S. Kyle, Washington

On the basis of disability:

Marion Corwin S. Cornell, Knoxville

Polk Russell C. Doolittle, Des Moines

Lawrence E. Kelley, Des Moines

Emery W. Lehman, Des Moines

Wapello Jesse C. Moore, Eldon

On the basis of retirement:

Polk Daniel J. Glomset, Des Moines

Dr. John H. Chittum, Wapello, was nominated for

the 1954 outstanding general practitioner award by
the delegate from Louisa county.

Under the heading of new business, 12 resolutions

were introduced and referred to reference committees.
The House of Delegates adjourned at about 8:30 P. M.
The reference committees which had a great deal of

business to consider were asked to meet Sunday night.

It was suggested that the others could schedule their

meetings beginning at 8:30 Monday morning.

The Wednesday morning session of the House of

Delegates was called to order at 7:30 A. M. Roll call

by the secretary was the first order of business.

Ninety-four delegates and 19 alternates were seated.

WEDNESDAY MORNING SESSION

APRIL 28, 1954

DELEGATES

Adair—A. S. Bowers
Audubon—H. K. Merselis

Black Hawk—C. D. Ellyson

Black Hawk—T. L. Trunnell
Boone—W. H. Longworth
Buchanan—R. L. Knipfer
Buena Vista—H. E. Farnsworth
Calhoun—Paul Ferguson
Carroll—J. M. Tierney
Cass—L. L. Long
Cerro Gordo—H. G. Marinos
Chickasaw—M. J. McGrane
Clarke—H. E. Stroy
Clay—E. E. Munger, Jr.

Clayton—P. R. V. Hommel
Clinton—R. T. Lenaghan
Clinton—R. F. Luse
Crawford—J. M. Hennessey
Dallas-Guthrie—W. A. Castles

Davis—P. T. Meyers
Delaware—J. E. Tyrrell

Des Moines—W. R. Lee
Des Moines—F. G. Ober
Dubuque—D. C. Conzett
Dubuque—R. J. McNamara
Dubuque—D. F. Ward

Emmet—J. L. Powers
Floyd—J. G. Baumann
Fremont—Kenneth Murchison
Grundy—H. V. Kahler
Hardin—L. F. Parker
Howard—W. G. Doss
Ida—W. G. McAllister

Iowa—C. F. Watts
Jasper—J. W. Billingsley

Jefferson—R. A. McGuire
Johnson—E. J. Boyd
Johnson—W. H. Flocks

Johnson—L. H. Jacques
Johnson—W. Kirkendall

Johnson—E. W. Paulus
Johnson—E. F. Van Epps
Jones—T. M. Redmond
Kossuth—J. M. Schutter

Lee—L. C. Pumphrey
Linn—J. J. Keith
Linn—J. J. Redmond
Linn—C. H. Stark

Lucas—A. L. Yocom
Madison—I. K. Sayre
Marshall—D. D. Harris

Marshall—L. O. Goodman
Montgomery—E. L. Croxdale
Muscatine—L. H. Whitmer
O’Brien—T. D. Kas
Page—P. L. Spencer
Palo Alto—G. H. Keeney
Plymouth—W. L. Downing
Pocahontas—J. B. Thielen

Polk—W. D. Abbott
Polk—M. T. Bates

Polk—R. F. Birge

Polk—T. A. Bond
Polk—F. C. Coleman
Polk—H. G. Decker
Polk—R. A. Dorner
Polk—O. A. Elliott

Polk—J. T. McMillan
Polk—G. E. Mountain
Polk—Fred Sternagel

Pottawattamie—C. V. Edwards
Pottawattamie— I. Sternhill

Pottawattamie—N. D. West
Poweshiek—J. R. Parish

Sac—W. I. Evans
Scott—George Braunlich

Scott—J. H. Sunderbruch
Shelby—J. H. Spearing
Sioux—M. O. Larson
Story—J. D. Conner
Tama—C. W. Maplethorpe, Sr.

Union—H. J. Peggs
Van Buren—L. A. Coffin

Wapello—C. A. Henry
Wapello—W. C. Wolfe
Warren—L. E. Hooper
Washington—D. G. Sattler

Wayne—C. N. Hyatt
Webster—C. J. Baker
Webster—H. H. Allen

Winneshiek—E. F. Hagen
Woodbury—E. M. Honke
Woodbury—A. Q. Johnson
Woodbury—F. D. McCarthy
Woodbury—R. C. Mugan
Wright—G. E. Schnug
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ALTERNATES

Appanoose—E. A. Larsen
Black Hawk—C. W. Eller

Black Hawk—S. G. Loomis
Cerro Gordo—T. E. Davidson
Cherokee—J. H. Wise
Dickinson—T. L. Ward
Fayette—A. F. Grandinetti

Hamilton—G. A. Paschal
Johnson—S. C. Ware
Linn—E. H. Files

Mills—D. W. Harman
Polk—W. M. Myerly
Polk—W. M. Sproul
Story—J. G. Fellows
Woodbury—C. T. Maxwell

The House approved the minutes of the Sunday
meeting of the House of Delegates. The Speaker then
called for the report of the nominating committee.
The following officers were elected. President-elect

L. A. Coffin, Farmington; First Vice President C. A.
Boice, Washington; Trustees G. H. Scanlon, Iowa
City, and Fred Sternagel, West Des Moines; Secretary
R. F. Birge, Des Moines; Treasurer N. B. Anderson,
Des Moines; Speaker of the House Herman Smith,
Des Moines; Vice Speaker T. F. Thornton, Waterloo;
Delegate to AMA R. N. Larimer, Sioux City, and F. C.

Coleman, Des Moines; Alternate Delegate to AMA
F. G. Ober, Burlington, William Sproul, Des Moines,
and C. H. Stark, Cedar Rapids; Councilor from the

Third District T. L. Ward, Arnolds Park; Fifth District

E. M. Kersten, Fort Dodge; Eighth District J. H. Sun-
derbruch, Davenport; Tenth District Harold Peggs,

Creston.

The House of Delegates voted to hold the 1956 an-
nual meeting of the ISMS in Des Moines. The Speaker
then called for reports of reference committees.

First to report was the Reference Committee on
Articles of Incorporation and By-laws.

1. A resolution was introduced by Drs. C. A. Henry
and W. C. Wolfe, Wapello county, directing that the
transactions of the House of Delegates be published
in complete form in the “Official Issue—Desk Copy" of

the Journal of the ISMS each year. No members ap-
peared before the committee in support of this reso-

lution. It was the feeling of the reference committee
that authority to decide whether the transactions of

the House are to be published in full or in condensed
form is properly vested in the Board of Trustees as

provided in Chapter 10, Article 1, of the By-laws. In

the absence of strong support for removing this mat-
ter from the discretion of the Board of Trustees, the

reference committee recommended that this resolution

not be adopted. This recommendation was confirmed
by the House.

2. A second resolution from the above named spon-

sors instructed the Committee on Articles of Incor-

poration and By-laws of the House to write an amend-
ment to the Constitution empowering each councilor

to appoint an alternate to perform all his duties in

his absence. No members appeared before the commit-
tee in support of this resolution. The committee con
eluded that, since the councilor is an elected official

representing a definite district of the state, and since

the duties of the councilor are primarily organizational

within his district and judicial within the Council, the

authority and confidence vested in him are personal to

him and could not properly be delegated by him to an-

other person. Further, since six of the eleven members
of the Council constitute a quorum, the work of the

Council would not be seriously hampered by the occa-

sional absence of one member. In view of these cir-

cumstances, the reference committee disapproved this

resolution and recommended that the status of the

councilor remain as it is now outlined in Section 15,

Article 4 of the Constitution. The entire report of the

reference committee on Articles of Incorporation and
By-laws was upheld by the House of Delegates.

Reference Committee on Legislation and Public Re-

lations. Six resolutions were considered by this com-
mittee.

1. A resolution introduced by the Webster County
Medical Society requested the House of Delegates of

the ISMS to take appropriate action to promote the

development of a system of qualified medical exam-
iners in the state of Iowa to replace the present cor-

oner system. The reference committee endorsed the

resolution and recommended that it be referred to

the Legislative Committee for further study.

2. A resolution was introduced from the Dallas-

Guthrie County Medical Society requesting the ISMS
to favor the enactment by the legislature of the state

of a change in the law so as to require a single licens-

ing board for all practitioners of medicine, surgery
and other healing arts in the state of Iowa and that
such board when established should be composed of

not less than five members, the majority of whom
should be duly licensed practitioners of medicine and
surgery and the minority should be practitioners of

the other healing arts now recognized by the state of

Iowa. The reference committee endorsed the principle
of the resolution and asked that it be referred to the
Osteopathic Committee for its action following (a)

the action of the AMA on osteopathy, and (b) the
necessary conferences between representative of oste-

opathy, and medicine. The recommendation of the
reference committee was approved by the House of

Delegates.

3. A resolution was introduced by the delegates from
Woodbury County Medical Society pertaining to hos-

pital record committees which have been created as a

result of a recommendation of the Joint Commission
on Accreditation of Hospitals. The resolution requested
the State Medical Society to investigate the true legal

status of such record committees. It was the recom-
mendation of the reference committee that the Wood-
bury County Medical Society resolution be referred to

the legal counsel of the ISMS for an opinion. The
report of the reference committee was accepted by
the House.

4. The reference committee considered the supple-
mental report on Nursing Education and Nursing Serv-

ice. In its report, the special committee on nursing
introduced six recommendations for consideration of

the House, as follows:

a. That the Committee on Nursing Education and
Nursing Service be continued as a special committee
of the ISMS, and

b. That the committee attempt to find out which,
if any, of the professional nursing schools and prac-

tical nursing schools in Iowa are not getting as many
students as they are able to take, and

c. Since there are only three schools of practical

nursing in Iowa, to find out if such schools in neighbor-

ing states are below their normal enrollment.

d. The above information having been obtained, we



346 Journal of Iowa State Medical Society July, 1954

suggest that the various county auxiliaries be con-

tacted to see if they cannot take steps to stimulate

enrollment in both types of schools in their own par-

ticular localities.

e. That the committee contact officers of the Iowa
Health Council in an attempt to stimulate nurse re-

cruitment by the various County Health Councils also

for both types of schools.

f. That the ISMS go on record as approving the

establishment of more schools of practical nursing so

that they will be distributed throughout more of the

state with the idea that those graduates can adequately

fill many positions now vacant in the fields of bed-

side nursing, home nursing and office nursing.

The reference committee approved in principle all of

the recommendations “a”
—

“e” inclusive, but recom-

mended that point “f” above be referred back to the

Committee on Nursing Education and Nursing Service

for further study and report. The report of tne refer-

ence committee as presented was approved by the

House.
5. The reference committee, after considering the

supplemental report of the Legislative Committee,
called particular attention to the excellent work of

that group. The Legislative Committee report empha-
sized the importance of active participation of phy-

sicians in their local civic and political programs,

and the reference committee re-emphasized the im-

portance of this local activity. The report of the refer-

ence committee was accepted as presented.

6. The supplemental report of the Grievance Com-
mittee urged the House of Delegates to put teeth in

the existing act governing nursing homes, stating that

the doctors of Iowa are morally responsible for the

medical care of those in such institutions and should

see to it that conditions there are conducive to good
care. The Committee pointed out that the Iowa State

Department of Health had issued a booklet outlining

the rules, regulations and minimum standards govern-

ing the operation of nursing homes in Iowa. It seemed
to the Committee that in actuality there are many
nursing homes not complying with these rules, regula-

tions and minimum standards. The Committee stated

further that we respect those nursing homes which
are giving good care to those in residence and are

cooperating with the attending physicians. The Com
mittee reported that it had come to its attention that

not a few of the nursing homes are rather lax in the

determination of responsibility, and that anytime they

find a physician present at the home are prone to ask

him to provide attention for anybody in need of med-
ical care. Thus, the regular medical attendant of an
elderly patient who is admitted to a nursing home may
seldom, if ever, be informed of that patient’s condition.

After considering the supplemental report, the ref-

erence committee offered the following statement:

“We accept the supplemental report of the Grievance
Committee. However, due to lack of personnel and
funds available for the inspection of these institutions,

the committee recommends that the local county
medical society and public health officers should col-

laborate in maintaining the rules, regulations and min-
imum standards as prescribed by the State Depart-
ment of Health.” The Grievance Committee report was
approved by the House of Delegates.

The chairman of the reference committee moved
the adoption of the report in its entirety, and it was
approved by the House.

Reference Committee on Miscellaneous Business.

The committee accepted the supplemental report of

the Subcommittee on Industrial Health. The Industrial

Health Committee report announced completion of a

booklet on standard procedures for nurses in small
industries. The book is to be published jointly with
the Iowa State Department of Health. The reference
committee also accepted the supplemental report of

the Subcommittee on Mental Health and urged that

each individual physician in the state take greater

interest in problems of the interpersonal relationships

and mental health of his patients.

The committee considered a resolution from the

Davis County Medical Society on the method of dis-

tribution and selection of members to serve on state-

level committees or to hold state-level offices. The
Davis county resolution proposed that by March 1 of

each year each county medical society should submit
to the secretary of the ISMS a list of its member phy-
sicians both willing and able to serve, using as a yard-

stick the submission of two names for every delegate

to the House of Delegates to which that particular

county is eligible and entitled. The reference com
mittee recommended acceptance of the resolution in

principle, with the exception of the next to last par-

agraph, which it asked to be stricken. The paragraph
which was stricken read as follows: “Resolved that the

officers of the Iowa State Medical Society and their

appointees be apportioned throughout the 99 coun-
ties in keeping with their physician population, and
be it further.” The reference committee further stated

that it recognized these inequalities and urged the of-

ficers of the State Medical Society to give this plan a

trial for one year, reporting back to the next annual
meeting of the House of Delegates as to how success-

fully this plan had worked. The resolution, as amend-
ed, was reported to the House of Delegates and
accepted.

The report of the Reference Committee on Miscel-

laneous Business as a whole was adopted.

The Reference Committee on Insurance and Medical
Service reviewed the supplemental report of the Com-
mittee on Medical Service, the supplemental report of

the Subcommittee on Insurance, the report of the

Special Committee Appointed to Study Blue Cross-

Blue Shield, and two resolutions from the Union
County Medical Society, one dealing with minimum
standards for accident and health insurance, and the

other with veterans’ care. Also the reference com-
mittee reviewed a resolution introduced from the

Wapello County Medical Society concerning Blue
Shield, and it reviewed the report of the Special Com-
mittee Appointed to Study Group Insurance.

The supplemental report of the Committee on Med-
ical Service included a suggestion that the State

Society initiate a campaign by Iowa physicians to in-

form the public of ways to detect “gold brick” policies

and how to establish an adequate health care pre-

payment program. The reference committee accepted

this section of the report, but withheld comment pend-

ing consideration of a resolution from the Union
County Medical Society on this subject. The commit-
tee also approved the distribution of the Handbook of

Resources Available to Physicians which is to be sent

to all members of the Society, and complimented the

Committee on Medical Service for its publication.

The supplemental report of the Subcommittee on
Insurance was considered and approved, with one cor-

rection. Throughout the report, Dr. Olsen referred to

the specialties of radiology, pathology and anesthe-

siology. It was the recommendation of the reference

committee that the word “physiatry” be added after
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the word “anesthesiology” whenever these terms were
used in his report. The report of the Subcommittee on
Insurance gave the history of the problem of identify-

ing what constitutes professional as contrasted with
hospital services, and recounted the various events

which led up to the appointment of a special com-
mittee of the Society to effect the transfer of medical

services from Blue Cross certificates to Blue Shield

certificates and also to eliminate the practice of med-
icine by hospitals. Dr. Olsen gave a chronological re-

port of actions taken by the various groups on this

problem. His report covered activity up to and in-

cluding April 20, which was the date when the Iowa
Hospital Association and Blue Cross considered the

resolution which had been referred to the Blue Cross

Board from the Blue Shield Board of Directors. The
resolutions which were sent to the Blue Cross Board
from the Blue Shield Board read as follows:

“1. That Blue Shield formally request Blue Cross to

drop from the Blue Cross contract payment for med-
ical services, thereby allowing Blue Shield, in the Blue
Shield contract, to take over payment for all medical

services.

“2. That as a temporary measure we approve an
agreement between Hospital Service Inc. of Iowa, As-

sociated Hospitals Service, Inc., and Iowa Medical
Service, as follows: That professional services now
provided by Blue Cross and Blue Shield contracts

be paid for by the Blue Cross Plans if billed by a

hospital and by Blue Shield if billed by a doctor. That
income in Blue Cross-Blue Shield rate for these serv-

ices be set aside for this purpose in a common fund.

If adequate, surplus to be distributed to each Plan in

ratio to its payments therefrom. If inadequate, de-

ficiency to be absorbed by each Plan in ratio to its pay-

ment therefrom. Both type Plans obtain agreement
on rate schedules for these services which will not

materially change the cost to the subscriber or the

patient and with no material reduction of benefits to

the patient.” The House of Delegates approved the

supplemental report of the Subcommittee on Insur-

ance as amended by the reference committee.

The reference committee reviewed the supplemental
report of the Special Committee Appointed to Study
Blue Cross-Blue Shield. This report contained a state-

ment which the Blue Cross Board of Directors and the

Board of Trustees of the Iowa Hospital Association

submitted in lieu of the two resolutions which were
sent to the Blue Cross Board from Blue Shield and
which appear above. Their statement follows: “It was
agreed that the question of specialist-hospital relation-

ship was one that must be settled by the medical pro-

fession and the hospitals; that Blue Cross and Blue
Shield shall adapt their programs to accommodate
various arrangements made at local levels. We rec-

ognize that local arrangements may result in some
present subscribers’ being deprived of benefits under
their present contracts and that both Blue Cross and
Blue Shield should do all in their power to prevent
this. Therefore, we accept the suggestion of Iowa
Medical Service that, as a temporary measure, an
agreement be entered into between Blue Cross and
Blue Shield to provide the present benefits in their

contracts so as not to result in any material loss of

benefits or increase in subscription rates. We request
the Iowa Hospital Association and Iowa State Medical
Society to appoint a joint committee which can study
the multiple problems of benefits to be included in

Blue Cross-Blue Shield subscriber contracts.” The ref

erence committee, after studying the supplemental

report of this special committee and in particular

the above statement, requested that an addition be
made to this statement so that paragraph 4 would
read, “We request the Iowa Hospital Association and
the Iowa State Medical Society to appoint a joint com-
mittee which can study the multiple problems of bene-

fits to be included in Blue Cross-Blue Shield sub-

scriber contracts. In order that the negotiations do not
draw out unduly, the specialty groups concerned shall

submit written evidence that the individual members
of the respective groups are making progress in mak-
ing contracts at the local level by May 30, 1954.” The
reference committee made this request in order that

a report can be made that will enable the Executive

Council of the ISMS when it meets in June to give

factual advice to the Board of Medical Examiners be-

fore medical licenses are renewed under the state

law on July 1, 1954. The report, as amended, was
approved by the House of Delegates.

The reference committee considered two resolutions

from the Union County Medical Society. The first re-

quested that the ISMS and its component groups en-

dorse Blue Cross-Blue Shield Plans and all equally

good insurance plans, and further that the Society

propagandize all these plans through the device of a

seal of approval to be advertised over television and
radio programs, across physicians’ desks and in their

waiting rooms, and through local medical societies and
the State Society, and further that the State Society

prepare booklets in down-to-earth language entitled,

“Why I Need Medical, Surgical and Hospitalization

Insurance” and “How To Buy Medical, Surgical and
Hospitalization Insurance.” The resolution called for

the appointment of a special committee or subcommit-
tee of the State Society to review medical, surgical

and hospitalization contracts to determine whether or

not they meet certain standards and should be priv-

ileged to use the seal of approval. The reference com-
mittee approved the objectives of this resolution and
suggested that the resolution be referred to the stand-

ing Committee on Insurance for further study. The
reference committee further recommended that the

Society explore the possibility of forming a contact

committee composed of representatives of the ISMS,
the Iowa Hospital Association, and Casualty Insurance

Underwriters, and this committee should consider

compiling a brochure outlining the features that

should be included in medical, surgical and hospital-

ization policies, and further that this brochure should

then be made available to the public. The House of

Delegates approved this resolution with the above

suggestion.

The reference committee considered a resolution on

veterans’ affairs introduced by the Union County
Medical Society. This resolution called for the estab-

lishment of legislation removing the 10P10 section of

the veteran’s form (pauper’s oath) from the classifica-

tion of privileged communication, or that the Society

approve a method of caring for indigent veterans

under an insurance plan such as that suggested by
the Tennessee State Medical Association. It stated

further that, “We the members of the Iowa State

Medical Society are not opposed to the AMA stand

in principle, for we believe it to be correct. We are,

however, opposed to the AMA stand on the basis of

expediency and feel that we are unwise to spearhead

this attack and in so doing breach the good will of the

people. Further, we believe that other methods of at-

tack should be sought, such as legislation to remove
the 10P10 section of the VA from privileged com-
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munication class or that an insurance method based
on proven indigency be established on a specific in-

come level as substantiated by income tax report,

after the Tennessee Plan has received sound con-

sideration.” The reference committee recommended
that the House of Delegates approve the Union County
Medical Society resolution on veterans’ affairs, which
recommendation the House accepted.

The reference committee considered a resolution

from the Wapello County Medical Society requesting

Blue Shield to reduce its full service limit from
$3600 a year family income to $2400, and further that

a provision should be added to the Blue Shield con-

tract making it possible for a fee to be added to the

regular service charge and that the basis for this

added fee should be established on the net worth of

the individual, that if the insured’s net worth is $10,-

000 or more, then the physician should be privileged

to charge an additional fee. This resolution was re-

ferred to the standing Committee on Insurance of the

State Society for study and report to the House of

Delegates in 1955.

The reference committee and the House of Delegates
approved the supplemental report of the Special Com-
mittee to Study Group Insurance. The special commit-
tee introduced the following resolution, which was
accepted. “Be it resolved that a health and accident

insurance plan be adopted by the Iowa State Medical
Society to encompass the following features:

1. Accident and sickness insurance with $200 per
month benefits for a five-year period.

2. Benefits starting the eighth day of disability.

3. $5000 accidental death and dismemberment clause.

4. Enrollment to age 70.

and that the president of the Iowa State Medical Soc-

iety appoint a special committee to review the pro-

posals that have been submitted and to select and
contract with a company to write this business for the

members of the ISMS.”

The House of Delegates accepted the report of the
Reference Committee on Insurance and Medical Serv-
ice, as amended.

Resolutions from the Pocahontas County Medical
Society and the Dallas-Guthrie Medical Society and
the supplemental report of the special Osteopathic
Committee were considered by the Reference Commit-
tee on Osteopathy. Since the Pocahontas County Med-
ical Society resolution and the supplemental report of

the special Osteopathic Committee contained similar

implications, it was the feeling of the reference com-
mittee that the two should be combined into one
resolution, as follows: “Whereas the Iowa State Med-
ical Society has for the past four years had an active

Osteopathic Committee studying the osteopathic prob-
lem in Iowa, and during the past year has circulated

a questionnaire to all members of the ISMS with a
response of approximately 35 per cent, results of which
have been summarized in the supplemental report of

the Osteopathic Committee, and whereas the AMA
Committee for the Study of Relations Between Oste-

opathy and Medicine will report to the AMA House
of Delegates in June of 1954 in San Francisco, and
whereas the Cline Report appears to be based upon
discussions with osteopathic leaders and reference to

osteopathic literature, as well as a questionnaire sent

to members of the medical profession, and not on any
direct attempt to evaluate the ability of the osteopathic
schools to teach the healing arts, therefore be it re-

solved that the delegates to the AMA present the

results of the questionnaire as evidence of the senti-

ment of the members of the Iowa State Medical Soc-
iety, and be it also resolved that the Iowa State Med-
ical Society instruct its delegates to the AMA to favor
the adoption of the Cline Committee’s recommenda-
tions provided that there is an adequate inspection of

the existing osteopathic schools.” This resolution was
approved by the House of Delegates.

The resolution from the Dallas-Guthrie County
Medical Society requested that the ISMS go on record
in support, when the situation arises, of carrying
through the courts of the state of Iowa, and ultimately
the state supreme court, if necessary, a law suit to

have determined, set out and established who shall

be qualified to practice medicine and surgery in Iowa
within the framework of existing statutory laws
regulating the licensure of all physicians and surgeons
and setting out and defining the limits of practice, if

any, to be placed upon those practicing the healing

arts as defined and outlined in Chapter 147, Code of

Iowa 1950, known as practice acts, general provisions,

and practice of medicine and surgery, Chapter 148,

Code of Iowa 1950, and practice of osteopathy and
surgery, Chapter 150, Code of Iowa 1950. The reference

committee recommended that the Dallas-Guthrie reso-

lution be not adopted. The same resolution was in-

troduced later under new business and the House
approved referral of the resolution to the Committee
on Osteopathy for further study. The House approved
the report of the reference committee as a whole.

The Reference Committee on Reports of Officers con-

gratulated the Board of Trustees for its fine work this

year and for its supplemental report. The reference

committee approved the recommendation of the Board
of Trustees requesting permission to make the funds

of the Baldridge-Beye Memorial available to the AMA
Education Foundation with the stipulation that the

funds be earmarked for use at the State University

of Iowa College of Medicine and that they be identified

as the Baldridge-Beye Memorial. The House of Del-

egates approved this report of the reference commit-

tee.

The Board of Trustees sitting as a special reference

committee approved a resolution calling for the estab-

lishment of special dues over and above the regular

dues in the sum of $10 per year to continue for the

next five years (1955-1959) inclusive) and that these

special dues of $10 per year shall be segregated by
the Board of Trustees and used solely for the pur-

poses of the ISMS Educational Fund. This action was
approved by the House of Delegates.

The Reference Committee on the Appointment of

the Outstanding General Practitioner of the year

named Dr. John H. Chittum, Wapello, for this award.

Dr. Chittum is 87 years of age, a graduate of Keokuk
Medical College, March 16, 1897. He began the practice

of medicine at Oakland, Illinois, in 1897 and from
there moved to Wapello, Iowa, September 1, 1899.

He has remained in that community ever since and is

still actively engaged in the practice of medicine. Dr.

Chittum is a member of the 50 year club of the ISMS.
He was nominated for the outstanding general prac-

titioner award by the members of the Louisa and Des
Moines County Medical Societies and further recom-

mended by a host of civic, business and religious

leaders residing in Wapello and adjacent communities.

Dr. Chittum is the fourth general practitioner to re-

ceive this award from the ISMS.
The 1954 meeting of the House of Delegates of the

ISMS was adjourned by the Speaker at 9: 40 A. M.
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Effect of 100 mg. of Banthine administered orally on antral gastric motility and duodenal ulcer pain.
2

Hightower, N. C, Jr., and Cambill, E. E.: Gastroenterology 23 : 244 (Feb.) 1953

Banthine® Reduces Hypermotility and

Hyperacidity in Peptic Ulcer

With its proved anticholinergic effectiveness, Banthine

has been found extremely useful in the medical man-

agement of active peptic ulcer, whether duodenal,

gastric or marginal.

The immediate increase in subjective well-being

and the simplicity of the Banthine regimen assures

patient cooperation. The recommended initial ther-

apeutic dose is 50 or 100 mg. (one or two tablets)

every six hours around the clock, with subsequent

individual adjustment. The usual measures of diet

regulation, rest and relaxation should be followed.

Banthine is effective in other conditions caused by

excess parasympathetic stimulation. These include

hypertrophic gastritis, acute and chronic pancreatitis,

biliary dyskinesia and hyperhidrosis. Banthine is

contraindicated in the presence of glaucoma and

should be used with caution in the presence of severe

cardiac disease or prostatic hypertrophy.

Banthine® bromide (brand of methantheline bro-

mide) is supplied in scored tablets of 50 mg. and in

ampuls of 50 mg. It is accepted by the Council on

Pharmacy and Chemistry of the American Medical

Association. G. D. Searle & Co., Research in the

Service of Medicine.

A recent evaluation of anticholin-

ergic therapy in peptic ulcer em-

phasizes thefact that now the pro-

fession has at its disposal agents

that are “effective in reducing both

secretory and motor activity of the

stomach .”

The effect on motor activity is

generally more pronounced and

less variable than on secretion;

pain relief is usually prompt; a

high degree ofeffectiveness is noted

in ambulatory ulcer patients.

Ruffin, J. M.; Texter, E. C., Jr.; Carter, D. D.,

and Baylin, G. J.: J.A.M.A. 153./759 (Nov.

28) 1953.
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The Month in Washington

Washington, D. C.—The controversial health re-

insurance issue has come back into prominence,

and under conditions that make the whole ques-

tion about as complicated as it can get. The bill

would have the federal government underwrite

voluntary health insurance plans if they agree to

experiment with risks not usually covered.

Although this measure is a major part of Pres-

ident Eisenhower’s health program, it became
bogged down in the House Interstate and Foreign

Commerce Committee when widespread opposi-

tion developed. Then the committee chairman,

Rep. Charles E. Wolverton (R.-N.J.), turned to

one of his favorite subjects, a plan for federal

guarantee of private loans to health facilities for

construction and equipment. This bill, however,

was not supported by the administration.

In an effort to placate the opposition, Mr.

Wolverton offered to eliminate a number of objec-

tionable features from the mortgage guarantee bill.

At the same time there were reports that he
proposed to merge this bill with the administra-

tion-supported reinsurance bill. Meanwhile, Henry
J. Kaiser made two special trips to Washington
to help out his friend, Mr. Wolverton, by putting

his weight behind the mortgage loan idea. That
was not surprising, inasmuch as Mr. Kaiser had
helped to draw up the bill, which would greatly

benefit health centers such as those started on
the West. Coast by the Kaiser Foundation.

Mr. Kaiser, saying he was producing a film to

promote the mortgage loan plan, went to the

unusual lengths of making a direct appeal to

Washington news correspondents to write favor-

able copy about the bill.

While these Wolverton-Kaiser maneuverings
were taking place on the mortgage bill, it became
apparent that President Eisenhower was not

ready to abandon the reinsurance idea. He called

a number of executives of major life insurance

companies to the White House to try to impress

them with the merits of reinsurance and in other

ways indicated he still wanted to see the bill

passed this session. Secretary Hobby, whose
original testimony for reinsurance had been re-

strained, also joined in the last-minute campaign.

But it appeared the tangle might be too com-
plicated even for Mr. Eisenhower to unravel be-

fore adjournment.

Most other parts of the Eisenhower health pro-

gram were moving through Congress, even though
some were off schedule. (Of the major bills, AMA
opposes only reinsurance.) Legislation to expand
the Hill-Burton hospital construction program
cleared what might have been a serious obstacle

when it was reported out by the Senate commit-

tee. Compared with the House bill, the Senate

THOROUGHBRED IN ITS FIELD
Audivox, successor to Western Electric Hearing Aid

Division, brings the boon of better hearing to thou-

sands.

These are the Audivox Hearing Aid Dealers who serve

you in IOWA. Audivox dealers are chosen for their

competence and their interest in your patients' hear-

ing problems.

DAVENPORT
Ed. A. McClenahan Hearing Aid Service

404 Union Arcade
Tel: 6-3033

DES MOINES
Iowa Audiphone Company
611 Fleming Building

6th Ave. and Walnut Street

Tel: 4-2622

DUBUQUE
Hartig Drug Company
730 Main Street

IOWA CITY
Universal Hearing Aid Utilities

Whetstone Building

Tel: Iowa City 7108

MASON CITY
Dr. John H. Lepper
28 First Street, S. E.

McGregor
Perkins Hearing Service

SIOUX CITY
Reed Audiphone Company
250 Orpheum Electric Building

Tel: 56412

OMAHA, NEBRASKA
Professional Hearing Service

319 Barker Building

Tel: HA-7849

SIOUX FALLS, SOUTH DAKOTA
Roland Optical Dispensary
510 National Bank of S. D. Building
Tel: 2-5721

auawox
TRADE -MARK
SUCCESSOR TO

Western Electric
HEARING AID DIVISION
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VT covbcil on SI

thoroughbred
Only a long and celebrated ancestry can
produce a champion racing thoroughbred.

Only audivox in the hearing aid field can trace an an-

cestry that includes both Western Electric and Bell Tel-

elephone Laboratories, audivox lineage springs from
the pioneer experiments of Dr. Alexander Graham Bell,

which were furthered by the development of the hearing

aid at Bell Telephone Laboratories, and in turn, brought

to fruition by Western Electric and audivox engineers.

Distinctly a thoroughbred in its field, audivox
,
suc-

cessor to Western Electric Hearing Aid Division, brings

the boon of better hearing, and its enrichment of living,

to thousands. With the magical modern transistor, with

scientific hearing measurement and scientific instrument-

fitting, serviced by a nationwide network of professionally-

skilled dealers, audivox moves forward today in a

proud tradition.

Audivox new all-transistor

model 71 hearing aid

IVOX

Alexander
Graham
Bell

TO THE DOCTOR: Send your patient with a hear-
ing problem to a career Audivox and Micronic

dealer, chosen for his interest, integrity and abil-

ity. There is such an Audivox dealer in every
major city from coast to coast.

Successor to Western £/ecrric Hearing Aid Division

123 Worcester St., Boston, Mass.

The Thoroughbred Hearing Aid
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Scrum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00
30-105—Blood Grouping Serum (Set Anti-A and Anti-B).

5 cc. of each Set 4.50
35-605—Anti-A, B (Group O) Blood Grouping Serum,

5 cc Each 2.50

32-102—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 2 cc Each 3.25

32-105—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100—Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City, Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

SECLUSION

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

MATERNITY
FAIRMOUNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

bill gave more discretion to state health authorities

in use of funds for constructing facilities for the

chronically ill, for nursing homes, and for health

centers. However, the Senate would require that

funds earmarked for rehabilitation centers be
used for the stated purpose. The Senate also would
rule out the possibility of U. S. grants to centers

devoted solely to treatment. Unless the facility

could qualify as a diagnostic center, or as a diag-

nostic-treatment center, it could not be eligible

under the Senate bill. This safeguard was not in

the House bill.

Of the remaining legislation of interest to the

medical profession, the status at this writing was
about as follows:

The doctor draft amendment, to strengthen De-
fense Department’s hand in dealing with psy-

sicians who might be security risks, had passed

the Senate, been reported by the House commit-
tee, and was almost a law. Also about to be en-

acted was a provision liberalizing medical-expense

deductions from taxable income. The long-dor-

mant bill to transfer responsibility for Indians’

health matters from the Indian Bureau in Interior

Department to Public Health Service in the De-
partment of Health, Education, and Welfare was
pointed toward enactment, but might possibly be
held up by objections of Senators from a few
western states. The Interior Department had
dropped its original objection.

The House-passed social security bill, with the

compulsory coverage of physicians eliminated,

was before the Senate Finance Committee, where
anything could happen. Two bills of medical in-

terest already had been passed by both houses

and signed into law. One prohibits the shipment
of fireworks into a state where fireworks are il-

legal, and the other relieves Army medical officers

of the technical responsibility for supervising prep-

aration of food.

A reassuring note was sounded by President

Eisenhower when he forwarded to Congress the

controversial International Labor Organization

convention on minimum standards of social secur-

ity with a recommendation that it not be ratified.

His message said most of the points—including a

suggestion for socialized medicine—were not prop-

er subjects for the Congress to deal with.

V-A SEEKS PSYCHIATRISTS

The V-A is attempting to recruit a considerable

number of psychiatrists for work exclusively with

outpatients in its clinics, and, in addition, wishes

to hire chiefs for eight of those centers, one of

which is at Des Moines. The announced objective

in broadening the program is to shorten the hos-

pitalization of service-connected cases or to ob-

viate the need for hospitalization completely.

Only service-connected N-P’s are eligible for out-

patient treatment, but the V-A says there are

500,000 of them.
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for greater safety in streptomycin therapy...

DISTRYCIN
Squibb Streptoduocin

Streptomycin and dihydrostreptomycin in equal parts

Distrycin has an important advantage over streptomycin. It has the same

therapeutic effect but ototoxicity is greatly delayed. Since the patient

is given only half as much of each form of streptomycin as he would have on

a comparable regimen of either one prescribed separately, the danger of

vestibular damage (from streptomycin) or cochlear damage (from

dihydrostreptomycin) is significantly lessened.

Signs of vestibular damage appear in cats treated with Distrycin as much

as 100 per cent later than in animals given the same amount of streptomycin.

mim
Cat treated

with

streptomycin

. shows no

nystagmus

after whirling.

Gat given the

same amount
of Distrycin *
has normal

Sfreptomyci

ptomyci

*Heck, W.E.; Lynch, W.J., and Graves, H.L.: Acta oto-laryng. 43:416, 1953.

Distrycin dosage is the same as for streptomycin. In tuberculosis the

routine dose is 1 Gm. twice weekly, in conjunction with daily

para-aminosalicylic acid or Nydrazid (isoniazid). In the

more serious forms of tuberculosis, Distrycin may be given

daily, at least until the infection has been brought

under control. _

Squibb
a leader in streptomycin research and manufacture

Distrycin

is supplied in

1 and 5 Gin. vials,

expressed as base

'Distrycin'© and ‘Nydrazid’® are Squibb trademarks



PERSONALS

Dr. H. A. Gray, a Life Member of the Iowa
State Medical Society, permanently closed his of-

fice during the final week in May. He had prac-

ticed in Keokuk for 55 years.

Dr. Robert L. Phifer, an associate of Dr. W. G.

Bessmer, at Davenport, for the past six years, is

to begin a three-year fellowship in orthopedics at

the Mayo Clinic, in Rochester, Minnesota, on
July 1.

Creighton University Medical School has an-

nounced the promotion of Dr. J. P. Cogley, of

Council Bluffs, from associate professor to pro-

fessor of clinical surgery on its faculty. He has

taught at Creighton throughout the past 31 years.

It being the fiftieth anniversary of his beginning

medical practice, citizens of Diagonal honored
Dr. E. J. Watson at a dinner, parade and afternoon

program on June 15.

Dr. E. L. Manning has opened an EENT prac-

tice in the First National Building, in Davenport,
after having been a member of the West Daven-
port Clinic for five years.

Dr. W. E. Ash, a Council Bluffs psychiatrist and
the medical director of St. Bernard’s Hospital, has
been appointed clinical professor of psychiatry

and neurology at the Creighton University Med-
ical School.

On May 31, Dr. W. B. Bean, head of the De-
partment of Internal Medicine at S.U.I., left on
a tour of Army medical installations in France
and Occupied Germany as special consultant to

the surgeon general. In addition to his consultant

duties, he is to deliver several lectures, one of

them at the Ciba Foundation Colloquium in Lon-
don. He is one of four American doctors who
have been invited to address that conference.

Dr. R. Sanford Cook, of Tipton, has undertaken
a three-year residency in radiology at the V-A
Hospital in Iowa City. He began it on June 1.

Dr. A. E. McMahon, a specialist in internal med-
icine, has joined the staff of the Park Hospital, at

Mason City. He is a graduate of the University

of Wisconsin and of the S.U.I. College of Med-
icine; he served a three-year residency at the V-A
Hospital in Des Moines; he has completed several

years of military service; and he has practiced

briefly at Stevens Point, Wisconsin.

Fifty physicians attended a scientific meeting
sponsored by the staff of the Sioux Valley Mem-
orial Hospital, Cherokee, on May 13. The guest

speakers included Dr. William Graham, Dr. Pay-

ton Pratt and Dr. Leroy Lee, all of Creighton

University College of Medicine, and their subjects

were arthritis, anemia and hematuria, respective-

ly. Dr. H. Charles Ellsworth, of Cherokee, was
chairman.

At the meeting of the American Academy of

Neurology held in Washington, D. C., early in

May, Dr. A. L. Sahs, professor of neurology at

S.U.I., read a paper on meningitis and acted as

chairman of a seminar on the physiology and dis-

eases of the hypothalamus.

Dr. Otis R. Wolfe, of Marshalltown, read a paper

on the surgery of children’s cataracts at the ninth

assembly of the International College of Surgeons,

in Sao Paulo, Brazil, early in May. He was ap-

pointed general secretary of the EENT section of

the College.

The Central Clinical Research Club, an organ-

ization of physicians in the internal-medicine de-

partments of the medical schools at the state uni-

versities of Michigan, Minnesota, Wisconsin, Il-

linois and Iowa, at Northwestern University, at

the Mayo Clinic and Foundation, at the University

of Chicago, at St. Louis University and at Wash-
ington University (St. Louis), convened at Iowa
City on May 29. Membership is limited to 100, not

more than 10 of whom may be from a single in-

stitution, and semiannual meetings are held at

which members hear reports of the research in

progress at the host school.

Drs. L. E. January, Jack Davies, Robert Hodges,

John Carter, R. F. Sheets, Paul Seebohm, Sid-

ney Ziffren, I. V. Ponseti and Richard Eckhardt

presented the program.

Dr. John R. Eisenach and Dr. Richard A. Bun-
ting, recent graduates of the University of Nebras-

ka who are interning at the Nebraska Univer-

sity Hospital, in Omaha, have announced their in-

xxn
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THE RETREAT HOSPITAL
Des Moines, Iowa

Established 1905 Cottage Plan

A hospital for the study
,
care and treatment of

mental, emotional, personality and habit disorders

Facilities available for Acute Psychiatric Conditions
Geriatrics and Alcoholism

HERBERT C. MERJLLAT, M.D., Medical Director

S. U. VVYKOEF, M.D., Associate Psychiatrist

MARTIN J. KRAKAUER, Psychologist

SYDNEY L. MACMULLEN, Administrator

PAUL T. CASH, M.D., Psychiatrist

SIDNEY L. SANDS, M.D., Psychiatrist

HOWARD V. TURNER, M.D., Psychiatrist

HERBERT W. VETTER, Asst. Administrator

2801 Woodland Ave. Phone 5-2121

One Wing of the Lodge

We invite your inquiry

Specialists in the

Treatment of Alcoholic Addiction

Treatment of the “problem drinker” is more than a

sobering-up process; it is a rehabilitative procedure which

must be tailored to the needs of the individual.

Years of intensive research and specialized clinical experi-

ence enable us to follow through in all phases of modern

restorative treatment—gradual withdrawal, physical

rehabilitation, re-orientation and re-education.

You may refer female as well as male patients

—we are also equipped to care for narcotic

or barbiturate addiction. Moderate rates;

treatment period sometimes shortened

to just two weeks.

Registered by the American Medical Assn.

Member of the American Hospital Assn.
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PROFESSIONAL PROTECTION
EXCLUSIVELY
SINCE 1899

tention of opening an office for general practice

in Shenandoah on July 1.

Pediatricians and orthopedists of Woodbury
County, along with public-health officials and
physiotherapists, met with Dr. R. H. Heeren,

Deputy Commissioner of Public Health and Di-

rector of the Division of Communicable Diseases,

on May 25, to be instructed in standard evaluatory

procedures as regards poliomelitis in the age

group of children who have participated in the

Salk tests there. The last of the series of Salk

shots was scheduled for administration on June 8.

Mrs. Olive Farr, technical director of the school

of physical therapy at S.U.I., demonstrated pro-

cedures, and Dr. Charles P. McHugh, city-county

public health department director, was chairman
of the meeting.

DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

The Henry and Anna Bartsch Endowment,
which will provide an annual scholarship for an

Iowa woman medical student and an annual med-
ical internship for an Iowa woman, has been estab-

lished by Dr. Anna Bartsch Dunne, of Washing-
ton D. C. Dr. Dunne once lived at Burlington.

THE NORBURY
SANATORIUM
Established 1901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician
HENRY A. DOLLEAR, M.D., Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

On May 21, Dr. Norma Adams became a mem-
ber of the professional staff at the Mental Health

Institute in Independence. Dr. Adams is a grad-

uate of the Marquette University Medical School,

and received her psychiatric training at Milwau-

kee Sanitarium and the Menninger Institute.

Dr. Andros Carson, formerly of Elliott and now
living in Des Moines, was guest of honor at the

June 10 graduation exercises of the University of

Chicago Medical School. Nearly 92 years old, Dr.

Carson is the only surviving member of the 1890

class at Rush Medical College. He is a Life Mem-
ber of the Iowa State Medical Society.

Dr. John E. Gottsch, recently separated from
the U.S.A.F., has formed an association with Dr.

Frank Lindaman, of Tampa, Florida, for the prac-

tice of orthopedic surgery there.

Dr. Frederick L. Wahrer, of Marshalltown, is

chairman of the section on otorhinolaryngology of

the International College of Surgeons’ meeting to

be held in Chicago, September 7-10. The section is

to have three half-day sessions by itself, one in

combination with the ophthalmologists, and a

luncheon program.

Dr. Arthur W. Horst will complete his intern-

ship at Broadlawns Hospital, in Des Moines, on

July 1, and will locate in Riverside, a suburb of



Please lemetnbel

that the

EDUCATIONAL FUND
OF THE

IOWA STATE MEDICAL SOCIETY
continues to need and deserve your voluntary financial support

Revenue for the Fund from the increased dues of members, voted at the 1954

Annual Meeting, will not begin until January 1955. In the meantime, S.U.I.

medical students are in need of loans.

You can make your savings work for you

As an investment paying 4% interest

or

As a Gift, your dividend being the satisfaction of knowing you have helped

keep medical education and medical students free from government control.

In addition to the past contributions of its members, the Society gratefully

acknowledges the gifts of the following firms:

Professional Management, Waterloo

Picker X-ray Company, Sioux City

Benson Optical Company, Minneapolis

MEDICAL EDUCATION IS YOUR CONCERN

Please send your check

George H. Scanlon, M.D.
Dey Building

Iowa City, Iowa

Dear Dr. Scanlon:

I enclose my check for $

of the Iowa State Medical Society.

which I wish considered as a

Signature

Address

I r-°u
n

Educational Fund

Gifts are deductible for income tax purposes. Loans, of course, are not.
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Something NEW

is Cooking

MORE INSURANCE NOW AVAILABLE

HOW THESE AMOUNTS

WOULD HELP IN PAYING ESTATE TAXES IN

CASE YOU ARE ACCIDENTALLY KILLED . .

.
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•?' «?°' *»• *• .
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ttcH
.

or
SICKNESS

either
from

P0 r.ffi ~CP
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SPECIFIC BENEFITS also for loss of sight.

LIMB OR LIMBS FROM ACCIDENTAL INJURY

HOSPITAL INSURANCE also for our members
and their families

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years Old

Physician* Casualty & Health Ass’ns.

Omaha 2, Nebraska

Sioux City shortly thereafter. He is a 1953 grad-

uate of the College of Medicine at S.U.I.

ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of June 1 0, 1 954

Ackerman, J. H., Clarksville
(Baltimore, Maryland), Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames.
Bogle, W. C., Marion

(Minneapolis, Minnesota) Lt., U.S.N.R.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Cline, H. L., Iowa City
(Denver, Colorado) A.U.S.

Daut, R. V., Davenport
(Westover Field, Massachusetts) ....Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City
(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(DeRidder, Louisiana) Capt., A.U.S.

Frys, Russell N., Iowa City

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Geist, James H., Iowa City

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Goose Bay, Labrador) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck
(U.S.A.H., Ft. Riley, Kansas)

Hickman, D. M., Indianola
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Isham, R. B., Osage U.S.N.R.

Iwen, G. W., Iowa City

Jenkins, H. F., Ogden
(Randolph A.F.B., Texas) U.S.A.F.

Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.

Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Raleigh, North Carolina) 1st Lt., U.S.A.F.

Knouf, Clare E., Lake City

(519 SW 3rd Ave., Portland, Ore.) ....Lt., U.S.N.R.
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients

Shock Therapy Hydrotherapy
Occupational Therapy

COMPETENT STAFF

MILWAUKEE SANITARIUM
Wauwatosa, Wisconsin

(Chicago Office—1509 Marshall Field Annex
Bldg., 25 East Washington St.—Wednesday,

1-3 P.M. Phone: Central 6-1162)

Maintaining the highest standards since 1884,
the Milwaukee Sanitarium continues to stand
for all that is best in the contemporary care
and treatment of nervous disorders. Photo-
graphs and particulars sent on request.

Josef A. Kindwall, M.D.
Carroll W. Osgood, M.D.

William T. Kradwell, M.D.
Benjamin A. Ruskin, M.D.

Lewis Danziger, M.D.
Russell C. Morrison, M.D.
James A. Alston, M.D.

Waldo W. Buss, Executive Director COLONIAL HALL—One of the 14 Units in “Cottage Plan"

avid bewen

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE telephone victor 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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Leiter, E. R. K., Des Moines
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(Camp Pendleton, Calif.) Lt., U.S.N.R.
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Smith, C. B., Iowa City
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Locum Tenens
Available

Several young physicians are anxious to

serve as locum tenens during the summer
months. Any physician wishing someone to

take over his practice temporarily is asked to

list himself with the Physician Placement
Bureau.

The Bureau also wishes to find openings for

the following specialists desiring a location in

Iowa.

14 Surgeons
7 internists

4 obstetricians and gynecologists

1 radiologist

2 dermatologists

4 urologists

5 pediatricians

3 orthopedists

I olotogist

Members who know of locations for any of these

young physicians are asked to write the Physician

Placement Bureau, Miss Mary L. McCord, 529 36th

Street, Des M oines 12.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H„ Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M, Boone
(Bryan A.F.B., Texas) 1st Lt, U.S.A.F.

Walker, J. R, Waterloo
(Bethesda, Maryland) Lt, U.S.N.R.

Walston, J. H, Graettinger
(Lackland A.F.B, Texas) 1st Lt, U.S.A.F.

Wilson, Robert G, Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte, H. J, Marathon
(San Francisco, Calif.) Lt. Col, A.U.S.

Young, R. A, Clarion

(Ft. Sam Houston, Tex.) Capt, A.U.S.

Zeilenga, R. H, Orange City

(Madison, Wise.) 1st. Lt, U.S.A.F.

Zoekler, Samuel J, Des Moines
(Ft. Sam Houston, Texas) Capt, A.U.S.

CANCER CHEMOTHERAPy

In the last few years, there has been a new
twist in the search for methods for controlling

cancer. In the words of Rhoads, writing in science

for January 15, 1954, a third phase has been
reached in the development of chemical means for

restraint of neoplastic disease. Earlier phases were
concerned with (1) agents or procedures that

cause atrophy of specific tissues (hormonal treat-

ment of breast and prostatic cancers, radioactive

isotopes of phosphorus and iodine), and (2) com-
pounds that are injurious to cells in direct ratio

to their rates of growth (nitrogen mustards, folic

acid antimetabolites)

.

The third phase is based on the thought that

cells of different types differ from one another

specifically in their chemical composition. This

has been shown to be true with regard to the cell

nucleic acid. In other words, the nucleic acids of

cancer cells and of normal cells differ in their

basic chemical structure. Thus, rational chemo-
therapy of a cancer can be approached by giving

a compound that selectively injures those cells,

leaving normal cells unchanged.

At the Sloan-Kettering Institute for Cancer Re-

search, work in this third phase has been going on

since 1946. One of the products of the program is

6-mercaptopurine. This agent has now been under
clinical study for a little more than one year.

Although not curative, it has indeed been useful

for the control of some types of leukemia. In a

large measure, 6-mercaptopurine has afforded

practical support for Rhoads’ optimistic belief

that the new phase of chemotherapy will “yield

new means for cancer control in man within the

foreseeable future.”

g-p, 9:33, (May) 1954
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Adair L. H. Ahrens, Fontanelle A. J. Gantz, Greenfield A. S. Bowers, Orient
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Grundy W. K. Kienzle, Wellsburg L. E. Frink, Reinbeck E. A. Reedholm, Grundy Center
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Howard W. G. Doss, Cresco C. E. Swanger, Cresco P- A. Nierling, Cresco
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The Surgical Treatment of Peptic Ulcer
OWEN H. WANGENSTEEN, M.D.*

MINNEAPOLIS, MINN.

PEPTIC ULCER STILL AN IMPORTANT PROBLEM

Despite all the vaunted new medications which
have been proposed, no ideal remedy is yet avail-

able which will prove a happy solution for all the

manifold manifestations of the peptic ulcer diath-

esis.

Peptic ulcer still continues a challenging prob-

lem. We know that its origins are traceable pri-

marily to an abundant secretion of gastric juice

with a high digestive power, owing to its content

of hydrochloric acid and pepsin. However, many
persons who have very responsive stomachs, cap-

able of secreting large amounts of acid gastric

juice, do not have peptic ulcer.

ABETTORS OF THE PEPTIC ULCER DIATHESIS

A number of conditions which fail to augment
gastric secretion nevertheless promote the ulcer

diathesis and lower the threshold to ulcer produc-
tion. Anemia of the mucosa in those segments of

the digestive tract which may come in contact

with gastric juice increases the ease of ulcer for-

mation, and even temporary depression of blood

pressure below 70 mm. Hg. for 3 minutes can do

so. 1 In fact, any change which affects the normal
homeostatic pattern of the mucosa in those seg-

ments of the alimentary tract which may come in

contact with the acid-peptic juice appears to lower
the threshold. Fatigue, cold and anoxia appear to

be strong abettors of the ulcer diathesis. Adren-
ergic stimuli, which give rise to vessel spasm, and
consequently to anemia of the mucosae over which
acid-peptic juice may ply, abet it. Histamine-in-

beeswax has proved a very useful tool in these

explorations.

* Professor of Surgery, University of Minnesota Medical
School.

LOCATION OF ULCER

The most frequent site for peptic ulcer appears
to be the duodenum. The next most frequent loca-

tion is the stomach. Observations in this Clinic

relating to the reflux of gastric juice into the

esophagus suggest quite definitely that manifesta-

tions of acid-peptic disease in the esophagus are

more common than is generally believed. 2 In 1949,

the relief of so-called “idiopathic stricture” of the

esophagus was reported in patients at this Clinic,

following a conventional three-quarter gastric re-

section. 3 In the laboratory shortly thereafter, ex-

periments on dogs and cats, in which the esophagus
was perfused with gastric juice obtained from
isolated canine gastric pouches, showed the ex-

treme sensitivity of esophageal mucosa to acid-

peptic juice. In fact, as a logical sequence of these

clinical and experimental observations, I feel that

so-called “idiopathic” stricture of the esophagus as

well as “spontaneous perforation” of the esophagus
in man, in all likelihood, is a manifestation of

acid-peptic digestion of the esophagus.

The great sensitivity of the esophageal mucosa
to injury by acid-peptic juice had not been antici-

pated and came as a great surprise. In fact, it

would probably be quite safe to suggest that all

squamous epithelium is far more susceptible to

digestive injury by acid-peptic juice than is col-

umnar epithelium protected in part by mucous-
secreting glands.

The only other areas in which peptic ulcers are

observed are in the jejunum following the estab-

lishment of gastro-jejunal stomas, or spontaneously

in a Meckel’s diverticulum.

DEFENSE OF THE DESIGNATION “PEPTIC ULCER”

A well-known student of the peptic ulcer prob-

lem once made the suggestion that the correct

365
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designation for ulcer resulting from digestion by
gastric juice should be “acid-ulcer.”4 The great

sensitivity of the esophageal mucosa to injury by
acid-peptic juice constitutes a good test of the

validity of retaining the designation peptic. Where-
as the esophageal mucosa does show distinctive

effects of injury when subjected to perfusion with
hydrochloric acid of pH

t ,
by contrast, when gastric

juice obtained from an isolated dog’s pouch of the

same acidity is used, there are unmistakable evi-

dences of far greater digestive action upon the

perfused esophagus, owing to the presence of pep-

sin. Perforations of the esophagus were never ob-

served when the esophagus was perfused with

hydrochloric acid, but employment of gastric juice

of the same pH was followed by perforations quite

readily.

resistance of gastric mucosa to acid-peptic juice

Since the day of John Hunter, the question has

frequently been asked: “Why does not the stomach
digest itself?” It is still a good question. It is well

known that the great secretory capacity of mucous-
secreting glands in the tubules of the stomach can-

not be exhausted. In this function, undoubtedly,

resides a good deal of the native resistance of the

gastric mucosa against injury by acid-peptic juice.

And, inasmuch as gastric ulcer is frequently ob-

served in the absence of distinctly high values for

gastric acid, it would appear that there are other

abetting factors which lower the threshold of the

gastric mucosa to injury by acid-peptic juice.

Gastric ulcers should be studied with reference

to the content of mucus in the gastric tubules

adjacent to the ulcer. In patients who develop

gastric ulcer there may be some defect in the pro-

tective action with which the gastric mucosa ordi-

narily is so richly endowed.
It is known that in the presence of pyloric ob-

struction, ulcers may be observed in the stomach.

Since Pavlov made this observation long years

ago, anyone who has worked with isolated canine

gastric pouches in the laboratory has had occasion

to observe that obstruction to outflow of the gastric

juice may be accompanied by the development of

an ulcer within the pouch. Moreover, vagotomy
which reduces gastric acidity may be followed by
gastric ulcer in man and in experimental animals

because of gastric retention attending the gastric

atony of vagotomy. It should be said, however,

that of all the mucosae which come in contact with

acid-peptic juice the gastric mucosa appears to be

the most resistant to injury by the gastric juice.

If this were not so, presumably everyone would
have a gastric ulcer.

Duodenal ulcers have a tendency to occur just

beyond the pyloric outlet. The pH of the duodenal

content beyond the common opening of the bile

duct and the pancreatic .duct of Wirsung is such

that the pH of the ejected content from the stom-

ach is raised quickly by the admixture with bile

and pancreatic juice to a level at which it loses its

peptic activity.

SPECIAL CONSIDERATIONS

Mortality—Whereas there have been sharp de-

clines in the mortality of acute appendicitis during
the past 20 years, and a less striking decline in the

mortality of acute intestinal obstruction during the

past decade, there has been only a ten per cent

reduction in the mortality of peptic ulcer as re-

vealed by the Vital Statistics of the United States

during the same period.

DEATH RATES FOR PEPTIC ULCER, APPENDICITIS AND
INTESTINAL OBSTRUCTION, 1930-50

Fig. 1. There has been only a 10 per cent decrease in the
mortality of peptic ulcer as shown by the vital statistics of
the United States over a period of many decades. Meanwhile,
however, there has been a continuing reduction in the mor-
tality of appendicitis. In fact, the present annual mortality
of appendicitis is only 15 per cent of what it was twenty
years ago. During the past decade, the mortality of bowel
obstruction has declined steadily, the present mortality being
65 per cent of what it was a decade ago.

Hemorrhage—My colleague Dr. James H. Casey
(1954) has studied the deaths from peptic ulcer

in the State of Minnesota for the year 1952. A total

of 129 deaths from that cause was recorded in the

vital statistics for the state. The largest single

lethal factor was hemorrhage; 46 per cent of all

the deaths were owing to this cause alone. One
third of these patients had never had a prior seri-

ous complication, even though the majority of

these patients had a long-standing history of peptic

ulcer. These observations point up the necessity of

focusing earnest and heedful attention upon hem-
orrhage as the most frequent cause of death from
this pathology. Our profession needs to inform

itself more completely and accurately on the seri-

ous threat of hemorrhage. The continuing mortal-

ity is owing in large measure to the circumstance

that hemorrhage has been viewed as a complication

that will respond to conservative management.
With very few exceptions, instances of massive

hemorrhage from whatever cause have become the

object of concern to surgeons, but peptic ulcer

appears to be such an exception. This situation is

in need of readjustment. Inasmuch as effective

means of dealing with peptic ulcer are generally

available, it would appear that patients who have

had episodes of hemorrhage should not be held off

indefinitely from the protective influence of an
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adequate operation. The immediate risk to life

can be reduced by earlier resort to an operation

which will stop the bleeding. At the same time,

protection will be afforded against recurrent hem-
orrhage in that a satisfactory operation thwarts

the ulcer diathesis effectively and lastingly.

Figure 2 reveals that the large mortality from
peptic ulcer occurs between the ages of 40 and 70.

Between the ages of 50 and 70, the mortality of

peptic ulcer today is as great as it was from ap-

mortality from intestinal obstruction
U. S. Census of 1949

Fig. 2. The mortality of duodenal ulcer and bowel obstruc-
tion. at various ages of life, showing per cent of total deaths
in 5-year periods. Grand totals: peptic ulcer 7,809; intestinal
obstruction 9,854. It is to be noted that 75 per cent of the
mortality from peptic ulcer occurs between the ages of 40
and 70. Moreover, between the ages of 50 and 70, the mor-
tality of peptic ulcer is reminiscent of the death rate from
appendicitis of two decades ago.
On the contrary, the mortality of bowel obstruction is

largest in the first few years of life, and again towards the
end of life. This circumstance is readily apparent in that,
during the first year of life particularly, such difficult and
hazardous obstructions as meconium ileus, intestinal atresia,
and volvulus neonatorum are encountered. Toward the end
of life, the physical infirmities of man and cancer of the
colon are the important items in the large mortalities ob-
served.

pendicitis in this country 20 years ago. This situa-

tion obviously needs study and correction.

Patients coming to the hospital with active hem-
orrhage because of peptic ulcer should become the

primary responsibility of the surgeon. He should

decide whether operation is necessary. This deci-

sion should no longer be the responsibility of the

internist. If hemorrhage has been brisk and if

bleeding to shock levels of blood pressure (80 mm.
of Hg. or less) has occurred, immediate operation

is in order. If there has been hemorrhage without

bleeding to shock level, the dripping of skim milk

through an inlying gastric tube, the milk being

dripped over 24-hour periods, may make an emer-
gency operation unnecessary. Of all substrates

with which this Clinic has had some experience in

combating the hemorrhage of ulcer, it is my im-

pression that the dripping of skim milk is easily

the best. However, in patients who have had more
than one hemorrhage, granted the patient is in

satisfactory condition, no advantage would appear

to be gained through delay. The unfortunate thing

is that protracted, conservative treatment of active

hemorrhage provides the surgeon with a patient

who is probably a far poorer risk for operation

than he was when he first presented himself at the

hospital. It is not easy to correct the lag phases in

the adjustment of vital processes attending any
serious insult, such as hemorrhage. The harm oc-

casioned by the delay is not undone by the simple

expedient of blood replacement. The time-loss fac-

tor is an item of great importance and must come
to be recognized as such. Lost opportunity cannot
readily be retrieved.

Perforation—During the past ten years,
throughout the country, a great reduction in the

mortality due to perforation of an ulcer has taken

place. A decade ago, hospital mortalities for per-

forated ulcer ran from 20 to 25 per cent. Today,

those mortalities are quite generally under 10 per

cent. In fact, no mortality has been observed

attending the closure of perforated peptic ulcers in

this Clinic during the past five years.

Casey"’ found that of the 129 patients dying of

peptic ulcer in the State of Minnesota in 1952, per-

foration caused the deaths of 36, or 28 per cent.

Additionally, 7 patients (5.5 per cent) died of per-

foration and associated hemorrhage. This was an
unexpected finding and suggests definitely that

perforation continues to constitute a real hazard

and one which must be reckoned with in apprais-

ing the potential hazards of a peptic ulcer.

In recent years there has been a renewal of

interest in the conservative management of per-

foration with an indwelling duodenal tube, a

method which I described in 1935. 8 That report

mentioned four patients with acute perforation

with pneumoperitoneum treated by suction. One
of these patients, with a very large pneumoperi-
toneum and a perforation of 28 hours, died. There
were four additional patients with a “forme fruste”

type of perforation without a demonstrable pneu-
moperitoneum, all of whom recovered. No anti-

biotics were then available, and following the death

of the patient with the large pneumoperitoneum,
the conservative management of acute perforation

of peptic ulcer was abandoned. Despite the recent

flurry of interest in the conservative management
of perforated ulcer in England and in this country,

operative closure continues to be the method of

choice in this Clinic.

Obstruction—Obstruction occurs usually as a

sequel of a duodenal or a pyloric ulcer. Obstruc-

tion which fails to relent with the ingestion or

intragastric dripping of skim milk suggests that an

ulcer crater is present. Repeated episodes of ob-

struction lead to duodenal narrowing. Obstruction,

like perforation, usually brings the patient to the

surgeon.

HEMATEMESIS WITHOUT OBVIOUS EVIDENCE OF PEPTIC

ULCER AT OPERATION

In 1945, in patients in whom hematemesis had
been observed and bleeding was still active but no
ulcer found at operation, the writer advised per-
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forming the conventional three-quarter gastric re-

section/’ At the time of the report, four such cases

were cited. In all save one, a small erosion was
found high on the lesser curvature. In the remain-

ing patient, diffuse ulceration of the mucosa was
found microscopically. Recurrent hemorrhage has

not been observed in any of these patients. In the

meanwhile, many more such patients have been
subjected to gastric resections with gratifying re-

sults. Moreover, the suggestion that gastric resec-

tion be performed in patients who have had hema-
temesis, but in whom no ulcer can be found at

operation, has been adopted by others. 7

In such patients, it has become regular practice

to measure the portal venous pressure at operation

to make certain that one is not dealing with portal

hypertension. It has become evident tqo that, in

the bleeding of portal hypertension, excision of the

entire acid-secreting area of the stomach is man-
datory, an anastomosis being made between the

distal end of the esophagus and the antrum of the

stomach. It is becoming more generally accepted

now that the bleeding from esophageal varices is

essentially an acid-peptic linked phenomenon.
Moreover, it is probably safe to suggest that hema-
temesis is almost invariably, if not always, an oc-

currence related to the erosive effect of acid-peptic

juice. Inasmuch as the vagi nerves are divided in

this maneuver, obviously a concomitant Heineke-
Mikulicz pyloroplasty must also be done.

THE PROBLEM OF GASTRIC ULCER

The garden variety of benign gastric ulcer usu-

ally can be identified as such by a competent
roentgenologist. Complete healing of the defect

attending the ingestion of a Sippy milk diet for a

period of two or three weeks, when well con-

trolled roentgenographically, is a safe procedure in

most acute gastric ulcers. However, failure of the

defect to heal completely is an indication that

operation is in order.

There are, however, peptic ulcers which cannot
be differentiated from cancer. Eckstrom0 (1952)

reports that 11.6 per cent of gastric cancers ob-

served in his clinic in Linkoping, Sweden, devel-

oped on the basis of a preexisting gastric ulcer. A
more aggressive attitude by surgeons in the man-
agement of the gastric ulcer problem is therefore

very much in order. Moreover, the very circum-

stance that gastric ulcer is frequently recurrent at

the very same site suggests that the gastric

mucosa may not have regenerated completely over

the defect.

Approximately five years ago, a number of my
surgical colleagues in this Clinic followed 13 pa-

tients with gastric ulcer to “complete healing’’

under carefully controlled medical management.
At that time, with the patients’ consent, gastric

resection was undertaken with a view to studying

the situation microscopically. Interestingly enough,
one of these ulcers which appeared to have healed

completely under roentgen control was a cancer.

Of the remaining 12, only one showed perfect heal-

ing of the defect in the mucosa. In the remaining
eleven, there were peninsulas of mucosa going out
from the edges of a tiny residual defect, the center
of which was not covered by gastric mucosa. Inas-

much as the mucosa was absent over a portion of

the former ulcer, it is quite obvious that the nidus
for a new ulcer still existed despite the apparent
fdling in of the old one. 10

That gastric resection more readily thwarts the

peptic ulcer diathesis in the stomach than in the

duodenum, every surgeon knows. It is not with-

out interest in this connection that the vital sta-

tistics of the United States for the year 1950 show
a 25 per cent greater death rate from gastric ulcer

than from duodenal ulcer—and this despite the

well-known greater frequency of the duodenal. 11

In many patients with gastric ulcer, the mucosa in

the acid-secreting area of the stomach is thin. In

patients with duodenal ulcer, on the contrary, a

more usual observation is that the acid-secreting

mucosa is relatively thick and heavy. A few well

authenticated cases of gastric ulcer and/or erosion

have been described in patients who are achlor-

hydric. 12 The nature of these erosions remains ob-

scure. In any case, abnormally high volumes and
values for gastric acidity are by no means a sine

qua non for gastric ulcer. These occurrences sug-

gest that other (“trophic” and unknown) causes

play a more important role in the genesis of gastric

ulcer than in duodenal and esophageal ulcer.

Dietary Considerations—A smooth, bland diet,

with milk as its base, is undoubtedly the best

dietetic regimen for the patient with peptic ulcer.

It is to be remembered that it is the protein in the

milk which decreases the acidity of the gastric

juice. Patients who are above their optimal weight
would do well to substitute skim milk for whole
milk. Moreover, skim milk is a more effective agent

in the control of acidity because the patient will

ingest more of it than of whole milk.

Alcohol, coffee (or caffeine in any other form)

and tobacco are taboo for the peptic ulcer patient

who is trying to control his disorder by dietary

methods. Although antacids and depressants of

gastric secretion, like Banthine, often afford fairly

direct symptomatic relief, my experience has been
that the relief in most instances wears out and the

patients come seeking the more durable satisfac-

tion of an adequate operation.

PHARMACOLOGIC CONTROL

Dr. J. B. Kirsner,14 well-known Chicago gastro-

enterologist, has indicated that his experience has

been better with Pamine (Probanthine) than with

Banthine and atropine. Time has shown that Ban-
thine has not proved the panacea for peptic ulcer

that its devotees once prophesied it would become.

It is pertinent to this discussion to point out that

Whitrock, Hansen and Chenoweth 13 (1954) ob-
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served that the administration of Banthine sup-

pressed pancreatic secretion more than it did gas-

tric secretion, resulting in an excess of bile, HC1
and pepsin. They would control this unwelcome
situation by the administration of antacids. All this

obviously points up the indequacy of drug therapy

in the management of peptic ulcer.

OPERATIONS FOR THE RELIEF OF PEPTIC ULCER

Gastric Resection—A number of operations ap-

pear to afford satisfactory protection against recur-

rent ulcer. During the past decade, standardization

of the extent of excision of gastric tissue in Billroth

I and II operations has come about. The incidence

of recurrence after well-performed operations is

approximately one per cent. The majority of sur-

geons who have had a large experience in the sur-

gical management of peptic ulcer have come to

appreciate that it is not necessary to excise the

ulcer to allay the peptic ulcer diathesis. The com-
plaint of patients and surgeons, however, concern-

ing these procedures has been that too frequently

the operation, whether performed on the Billroth

I or II plan, is accompanied by a group of symp-
toms commonly lumped together as the “dumping
syndrome.” Loss of weight is observed quite regu-

larly; and sweating, palpitation and tachycardia,

accompanied by the desire to lie down, attend the

ingestion of food. Persistence of these symptoms,
in some degree, is noted in approximately 20 per

cent of patients undergoing the Billroth II type of

resection, and in about two per cent of patients,

these symptoms appear to be disabling.

Vagotomy—Gastrojejunostomy and pyloroplasty

have proved to be unsatisfactory operations for

the relief of peptic ulcer.

During the past decade there has been consider-

able renewal of interest in vagotomy as an opera-

tive procedure for peptic ulcer. Dragstedt and his

associates 10 (1951), who have made important con-

tributions to our knowledge concerning gastric

secretion in man, have insisted on the complete-

ness of vagotomy as an essential feature of a suc-

cessful operation. Today, however, very few sur-

geons perform vagotomy as an isolated primary
operative procedure. Some add a drainage opera-

tion such as gastrojejunostomy; others remove the

antrum as well. Some surgeons hold to the princi-

ple of gastric resection, but feel that the pro-

tection afforded by a concomitant vagotomy is such

that a lesser resection will suffice. In other words,

a 50 per cent gastric resection with an added va-

gotomy has been substituted for a 75 per cent

gastric resection. Whether such a resection will

ultimately afford the promise of the conventional

three-quarter Billroth operation remains to be

observed.

It needs to be said in this connection that sur-

geons, like me, who affect a special interest in the

peptic ulcer problem see a few patients each year

who, successively, have had gastrojejunostomy,

vagotomy, and gastric resection, followed in turn
by an additional gastric resection or two—the pa-
tient still continuing to have a persistent peptic
ulcer. I have had several skirmishes with patients
who have had such a succession of operations. The
interesting finding at a fifth or a sixth operation
is that invariably there is still a good deal of

residual stomach. In the beginning, such patients
have usually been hypersthenic—possessed of the
drayman type of constitution. The extrapleural
sternal splitting incision (Fig. 3), which affords an
excellent approach to the attic of the abdomen,
makes it possible to view with care the nature of

the attachment of the fundic end of the stomach to

adjacent viscera. Patients have come to me with
the statement that they have been advised to have
a total gastrectomy, but I have not found it neces-
sary to resort to this expedient. Ordinarily, SO to

100 gm. of stomach are still available for excision
in a fifth or sixth operation, leaving on completion
of the anastomosis a residual gastric fragment con-
stituting approximately 10 per cent of a normal-
sized stomach. I have yet to see a recurrence fol-

lowing this type of operative correction—a pro-

cedure which has been carried out on a fairly large
number of patients who have had multiple ante-
cedent operations for peptic ulcer over the last

15 years.

In other words, whereas vagotomy and antral

excision for the relief of peptic ulcer, appear to be
physiologically sound operations, situations like

those just alluded to make one cautious in accept-

ing the belief that antral excision plus vagotomy
is adequate to thwart the ulcer diathesis.

In the dog, vagotomy offers considerable protec-

tion against the ulcerogenic effect of the histamine-
in-beeswax preparation. Yet, when a drainage
operation, such as a concomitant gastrojejunostomy
or antral excision is done, the vagotomy appears to

have lost a great deal of its protective action. 17

Today there would appear to be considerably

less interest in vagotomy in the management of

peptic ulcer than there was five years ago. Moore, 18

of the Massachusetts General Hospital, an erst-

while keen proponent of the procedure, has vir-

tually abandoned vagotomy as a primary operation

for duodenal ulcer. The recurrence rate at the

Albert Billings Hospital in Chicago following va-

gotomy and gastrojejunostomy, according to Al-

len 1:
* (1954), is six per cent—an occurrence which

will not afford much solace to sufferers from peptic

ulcer who want to obtain life insurance policies.

The ulcer-thwarting effect of an acceptable gastric

resection, on the contrary, has been so reassuring

that, after five years following gastric resection for

peptic ulcer some insurance companies in this area

have been accepting our patients as standard risks.

Segmental Gastric Resection20—This Clinic has

had a satisfactory experience with the employ-

ment of segmental gastric resection in the manage-

ment of duodenal ulcer. The procedure also is
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adaptable to benign gastric ulcers not located in

the antrum. Inasmuch as transverse division of

the stomach vagotomizes the antrum, the routine

performance of complemental pyloroplasty to in-

sure satisfactory emptying is essential.

No recurrences of ulcer have been observed in

approximately 100 patients subjected to segmental

gastric resection in this Clinic. However, the inci-

dence of the “dumping syndrome’’ has been suffi-

ciently great to suggest that this procedure, though

probably superior to the Billroth operations, is not

an ideal operation for peptic ulcer. Achlorhydria

is observed rather frequently following segmental

resection.

Tubular Gastric Resection21—Enough experience

has now been had with this operative procedure to

indicate that it appears to be an eminently satis-

factory operation for duodenal ulcer. Obviously,

inasmuch as the entire lesser curvature of the

stomach remains, this operation has no application

in the management of gastric ulcer.

This operation has the advantage over segmental

gastric resection in that since the lesser curvature

remains intact, no portion of the stomach is va-

gotomized. In consequence, it is not necessary to

perform a complemental Heineke-Mikulicz pyloro-

plasty (Fig. 4), save in the presence of active

bleeding, or in the presence of some degree of ob-

struction occasioned by an indurated duodenum.

The Heineke-Mikulicz pyloroplasty, whether
done in segmental resection or in tubular gastric

resection, circumvents the difficult problems of the

large supraduodenal ulcer crater. In consequence,

the surgeon can make a long longitudinal opening,

with relative equanimity, cutting across the an-

terior portion of the pyloric muscle. An excellent

view of the lower antrum and the first portions of

the duodenum is provided. Surgeons in our Clinic

have learned a great deal concerning the appear-

ance of ulcer through the simple expedient of open-

ing the duodenum. Pontifical statements made by
well-known gastric surgeons that pyloric ulcers do

not exist can be shown to be without meaning
when the antrum and duodenum are inspected

through a pylorotomy incision.

Tubular resection with a concomitant pyloro-

plasty has simplified the problem of dealing with

brisk hemorrhage from an actively bleeding duo-

denal ulcer at operation. The technique of the

operation of tubular gastric resection is shown in

the accompanying diagrams (Fig. 4).

Symptoms of the “dumping syndrome” are ob-

served less frequently after this operation than

following any of the other resection techniques.

Achlorhydria after histamine stimulation does not

occur as frequently as after segmental resection.

The volumes of gastric juice, however, regularly

are quite small. MacLean22 (1954) finds that pa-

tients having had tubular resections absorb 95

per cent of the ingested fats. This observation indi-

cates quite definitely that weight loss is owing

technic of sternotomy

Fig. 3. The Extrapleural Sternotomy Incision: (a) The in-
cision. (b) The finger is inserted beneath the ensiform, prepa-
ratory to the insertion of the Lebsche sternal knife, (c) The
Lebsche sternal knife. The knife is driven with an ordinary
orthopedic hammer, (d) The left margin of the divided
sternum is retracted laterally. The knife is shown cutting
the diaphragm downward. The incision in the diaphragm
extends to the point at which the pericardium comes directly
into view. It is obvious that a deliberate opening of the
pericardium will permit even easier retraction of the rib
margin on the left side, (e) The exposure obtained with the
sternotomy incision. The whole attic of the upper left abdo-
men comes immediately into view. The avascular ligament
of the left lobe of the liver has been divided and the liver
has been retracted to the right. It is obvious that this incision
affords excellent exposure for repair of paraesophageal
hernia as well as for total gastrectomy, in which procedure
excision of several centimeters of esophagus is to be per-
formed. Moreover, sternotomy is very helpful in the conven-
tional sub-total gastric resection and is employed routinely
in this Clinic in that operation, (f) Rewiring of the sternum.
Ordinarily, two No. 24 stainless steel wires suffice. The hand-
driven awl with a short side arm for engaging and pulling
the wire through is shown, (g) The sternum is re-wired. The
mid-line incision in the abdominal wall is closed in the con-
ventional manner with two rows of interrupted silk.

essentially to diminished intake of food. It is to be

remembered too that an ulcer regimen is a fatten-

ing diet, and that following operation, patients are

inclined to veer away from the high-caloric diet

generally prescribed for patients with peptic ulcer.

The Ulcer Potentiating Influence of Antral Ex-

clusion—Surgeons have known for long years that

antral exclusion favors ulcer recurrence after

gastric resections that are otherwise satisfactory.

The manner in which antral exclusion favors the

development of stomal ulcer is not known. Koen-
necke23 (1922) was the first to demonstrate ex-

perimentally in the dog that placement of the

antrum upon the distal third of the ileum led to

the formation of stomal
,
peptic ulcer at the new
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tubular resection with transverse
gastroplasty

Fig. 4. Tubular Resection: This is the operation currently
employed in this Clinic for duodenal ulcer. Obviously it is

not applicable to gastric ulcer. The extent of the excision in
the acid-secreting area is not quite as large as that in seg-
mental resection. A comparison of illustrations (b) and (c)
will suggest that in tubular resection (c) a short segment
of acid-secreting mucosa is left along the lesser curvature,
whereas it is removed in segmental resection. The vagi are
not divided in this procedure. Consequently a pylorotomy
is necessary only in instances when there is narrowing of the
duodenum or in the presence of massive hemorrhage from
the duodenum.
Both segmental and tubular resection have been employed

with satisfaction in the "idiopathic" strictures of acid-peptic
ulcer. Inasmuch as free gastric drainage is so important in
the relief of acid-peptic strictures of the esophagus, a
Heineke-Mikulicz pyloroplasty is added, even though pyloric
obstruction is not present.
Tubular resection has proved eminently satisfactory in the

management of duodenal ulcer. Tubular resection protects
against the histamine-in-beeswax provoked ulcer in the dog.

gastric outlet. Smidt24 (1923) demonstrated that a

Billroth II type of gastric resection accompanied
by antral exclusion in the dog led regularly to

large increases in the volume of gastric secretion

from isolated gastric pouches following a meat
meal; there was also a constant but slight increase

in the acidity of the gastric juice from such iso-

lated pouches under these conditions. Following

the feeding of bread or milk, the augmentation of

secretion was considerably less under similar con-

ditions. Enderlen and his associates25 (1923) also

noted that dogs with antral exclusion had aug-

mented secretion from isolated gastric pouches,

despite concomitant extensive gastric resection. It

remained for Dragstedt20 and his associates to lend

important objective evidence to substantiate these

earlier observations, attesting the ulcer-provoking

tendency of antral exclusion. Dragstedt rightfully

points out that transference of the antrum to the

colon results in “hyperfunction” of the antrum.

Stomal ulcer and great augmentation of gastric

secretion from isolated gastric pouches were regu-

lar accompaniments. It may definitely be said

therefore that antral exclusion, even when accom-

panied by an extensive gastric resection, consti-

tutes an unacceptable surgical treatment for ulcer.

Antral Retention Is Not Synonymous With Antral

Exclusion or Migration—It is well known that ex-

cision of the antrum diminishes gastric secretion.

Also, the success of the segmental and tubular re-

sections suggests definitely that retaining the an-

trum is not synonymous with antral exclusion.

Kelly, Cross and I 27 (1954) observed that antral

exclusion in the dog resulted in stomal ulcer in 47

per cent of instances; when a simultaneous 80 per

cent gastric resection was done, the incidence of

stomal ulcer was still 42 per cent. On the contrary,

excision of the pylorus, with reconstruction of the

gastrointestinal continuity on the Billroth II prin-

ciple, was unattended by stomal ulcer. These find-

ings speak forcibly for the important difference

between antral retention and antral exclusion. I

took this position three years ago in a discussion

which followed my presentation of segmental re-

section, when it was suggested that such a pro-

cedure was an unphysiologic operation for peptic

ulcer because the antrum was retained. As long as

the antrum retains its normal pattern of continuity

with the acid-secreting portion of the stomach, the

antrum does not potentiate the ulcer diathesis.

THE ROLE OF THE DUODENUM

Recent experiments in our laboratory suggest

that the duodenum may play an important role in

depressing gastric secretion. When the duodenum
is excised, stomal ulcer occurs. Mann and Kawa-
mura28 observed this occurrence in 1922. Studies

on dogs with isolated gastric pouches ( Brackney29

et al., 1954) indicate that excision of the duodenum
leads to large increases in volume and in gastric

acidity. Transference of the duodenum to the mid-

jejunum, when the bile and pancreatic ducts are

left near the new gastric outlet, is followed by
similar evidences of hypersecretion from isolated

gastric pouches.

These observations, together with those reported

above under antral exclusion, as well as the ulcer-

thwarting effectiveness of segmental and tubular

resection, bespeak the advantage, in gastric re-

section, of having the gastric juice from the resid-

ual gastric pouch enter the intestinal canal over
the mucosa of the duodenum.

SUMMARY

Peptic ulcer is still a challenging problem.
Whereas there has been a very significant overall

reduction in the mortality of acute appendicitis

and bowel obstruction during the past two decades,
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no such reduction in the mortality of peptic ulcer

has come about. This circumstance is owing largely

to deaths occurring through the agency of hemor-
rhage. Inasmuch as satisfactory operations are

now available which thwart the ulcer diathesis in

an effective and lasting manner, there would ap-

pear to be no good reason to withhold operation

from patients who have had more than one episode

of hematemesis from peptic ulcer. When the medi-

cal profession learns to manage the threat of

hemorrhage from peptic ulcer satisfactorily, the

mortality of the disorder largely will have dis-

appeared.

During the past decade, the medical profession

has learned how to control the serious threat of

perforation. Through the agency of improved sur-

gical care, including employment of antibiotics and
a better toilet of the peritoneal cavity at the time

of the closure of the perforation, the mortality of

perforation is no longer so serious as it was a

decade ago. In fact a number of surgeons, in

selected patients, are carrying out gastric resection

at the time when the perforation is dealt with.

The gastric ulcer constitutes a special problem.
The hazard of confusing a benign gastric ulcer with
cancer is real. Inasmuch as gastric ulcers fre-

quently recur at the very same site, despite appar-

ent satisfactory healing attending medical manage-
ment, earlier and more frequent recourse to op-

eration is in order.

Satisfactory operations which allay the ulcer

diathesis are available. Moreover, in this area

alone a large number of patients who have been
subjected to a satisfactory operation for ulcer have
been taken on as standard risks by insurance com-
panies after the lapse of five years following opera-

tion, no recurrence having been observed mean-
while. When it is recalled that patients with peptic

ulcer are not insurable, this very circumstance

speaks eloquently for the faith actuaries have in

the protection which an acceptable operation pro-

vides against ulcer recurrence. When patients with

recurrent gastric hemorrhage are urged to accept

the protection of operation, the mortality of peptic

ulcer, like that of appendicitis and bowel obstruc-

tion, will begin to exhibit definite evidence of bet-

terment.

Tubular gastric resection appears to be an emi-

nently satisfactory operation for peptic ulcer. It

protects against the histamine-in-beeswax pro-

voked ulcer in dogs. This operative procedure,

carried out through an extrapleural sternal-split-

ting operation, is essentially a simple operation. It

is to be remembered that it is antral exclusion and
not retention of the antrum which abets the ulcer

diathesis. Were this not true, every man retaining

his antrum would be a potential candidate for the

occurrence of peptic ulcer. It is my feeling that as

long as the antrum is in contact with the residual

gastric pouch, retention of the antrum does not

abet the ulcer diathesis. Our observations to date

on these patients suggest that, from the patient’s

point of view, tubular resection is probably
the most acceptable type of gastric resection for

peptic ulcer.

Evidence indicates that gastric resection tech-

niques which restore the normal pattern of the gas-

tric emptying of the secretion of the residual gas-

tric pouch into the intestinal canal have definite

physiologic advantages over the Billroth II type
of operation. Technical difficulties with many duo-
denal ulcers suggest that acceptance of only seg-

mental and tubular types of resection will circum-
vent those difficulties and provide a normal path
of gastric emptying over the duodenal mucosa.

The etiology of peptic ulcer still remains in part

an enigma. The corrosive effect of acid-peptic juice

is the most important single agent. However, a

large number of items, such as fatigue, spasm of

the blood vessels of the mucosae over which the

acid-peptic juice may play, blood loss and other

stress factors, abet the ulcer diathesis and yet fail

to augment gastric secretion.

Of all the juxtagastric segments of the alimen-

tary tract, the mucosa of the esophagus appears to

be the most sensitive to injury by acid-peptic juice.

In fact, it appears certain that esophageal peptic

ulcer occurs far more commonly than has been
generally believed. In fact, it may safely be said

that every “idiopathic” stricture of the esophagus
is acid-peptic ulcer of the esophagus. Similarly, it

would appear that “spontaneous perforation” of

the esophagus is acid-peptic perforation of the

esophagus.

Patients who get along well on medical manage-
ment without any complication are not candidates

for surgery. The patient to whom the monotony
of the ulcer diet does not appeal, the patient who
is never wholly free from pain for a considerable

length of time, the patient with recurrent gastric

hemorrhage, and the patient with periodic epi-

sodes of obstruction all should be advised to have
operation for the relief of peptic ulcer.

The key to reduction of the prohibitively large

mortality from peptic ulcer which exists today in

patients between the ages of 40 and 70, is readier

recourse to operation in patients who have persist-

ent difficulty. And in patients who have suffered

hemorrhage, such occurrences must come to be

recognized as synonymous with failure of adequate

control by conservative means. Only when hem-
orrhage comes to be viewed as an indication for op-

eration, will the reproach of the present large

mortality from peptic ulcer in the mature years of

life become replaced by a record of objective ac-

complishment. The grave hazard of hemorrhage

must come to be viewed with serious concern by

every physician who affects an interest in this

problem. Moreover, patients with ulcer, and the

general public as well, should come to know that

hemorrhage is the most important single cause of

death from peptic ulcer.
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Basic Considerations in the Management

of Renal Disease

HOWARD M. ODEL, M.D,*

ROCHESTER, MINNESOTA

The physician who concerns himself with renal

disease soon discovers that his field embraces not

one, but a large assemblage of diseases. Attempts

to categorize these diseases completely have in-

variably resulted in detailed and sometimes com-
plicated classifications. In fact, the very complexity

of these classifications has often led to confusion

in the evaluation and treatment of renal disease,

for, what may be required by the specialist in the

field of renal disease may not be practical or ex-

pedient for the physician whose practice necessi-

tates his being familiar with the entire range of

clinical medicine. Therefore, rather than present

a classification and thus confuse a discussion of

treatment, which has been termed the most prac-

tical branch of medicine, I propose to consider the

management of four fundamental clinical mani-

festations of renal disease. These are anemia,

edema, renal insufficiency and hypertension. Re-
gardless of the specific etiologic factor producing
it, or the pathogenesis of the lesion in the vasculo-

renal system, the overt clinical expression of renal

disease, in most cases, will include one or more of

these four conditions.

ANEMIA

Anemia associated with renal disease has long

been recognized; in fact, the severity of the anemia
may be a useful index to the degree of azotemia or

nitrogen retention, for anemia develops only in

association with progressive failure of renal func-

tion. The anemia of renal disease usually is normo-
chromic and normocytic, with an almost parallel

degree of reduction in hemoglobin and erythro-

cytes. In the past, hematuria was thought to be a

factor, but it has been shown repeatedly that the

degrees of hematuria and anemia are not related.

Others have expressed the opinion that a hemo-
lytic process may be present and that the anemia
is secondary to rapid destruction of blood. Exten-
sive studies, however, have yielded no demonstra-
ble evidence of excessive hemolysis. Protein

deficiency, likewise, has been incriminated as a

causative factor. However, in cases in which hypo-
proteinemia and hyperproteinuria occur, namely
in cases of nephrosis, anemia is rarely seen. As a

result of recent extensive studies of the bone mar-

* Section of Medicine, Mayo Clinic and Mayo Foundation.
The Mayo Foundation is a part of the Graduate School of

the University of Minnesota.

row of patients suffering from the anemia of renal

disease, the anemia of renal insufficiency is thought

at present to be due to the toxic inhibitory effect

of retained urinary toxins on the bone marrow.
The result is hypoplastic marrow and anemia pro-

portional to the degree of azotemia present.

The treatment of the anemia which occurs in

severe renal disease is difficult. Various prepara-

tions of iron, preparations of liver, vitamin B ]2

and folic acid, even in large doses, have all proved
ineffective in increasing the concentration of the

hemoglobin or the number of erythrocytes in the

circulating blood. Transfusion of whole blood or

the administration of washed erythrocytes resus-

pended in a physiologic solution of sodium chlo-

ride appears at present to be the only satisfactory

method of restoring the blood picture to approxi-

mately normal levels. Because the anemia of renal

disease is stubborn, multiple transfusions may be

indicated. Patients with severe renal disease are

more likely to have post-transfusion reactions than

are persons with normal kidneys. It has therefore

been our practice, at the Mayo Clinic, always to

use crossmatched blood for such patients and to

use frequent small transfusions of 150 to 175 ml.

of blood cautiously, rather than 500 ml. at less

frequent intervals.

EDEMA

In the absence of cardiac failure, the presence of

edema in a patient suffering from chronic renal

disease is the clinical sign of metabolic derange-

ment of the body processes which has been desig-

nated the “nephrotic syndrome.” Although, for the

most part, the specific cause and pathogenesis of

the nephrotic state remain a mystery, the initiat-

ing factor in its development has been presumed
to be loss of excessive amounts of protein (particu-

larly albumin) in the urine. The proteinuria itself

is believed to result primarily from increased per-

meability of the filtering surface of the glomerular

membranes permitting molecules of normally re-

tained plasma protein to pass into the urine. As a

result of excessive loss of protein, hypoproteine-

mia associated with disturbance of the osmotic

equilibrium between blood and tissue fluids devel-

ops. Increased amounts of fluid then accumulate

in tissue spaces. Elevation in the lipoid content of

the blood, sometimes with astonishingly high levels

for the various lipoid fractions, is frequently seen

374
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and is thought by some investigators to be a com-

pensatory reaction directed toward restoration of

a more nearly normal osmotic relationship. De-

pression of the basal metabolic rate is likewise

frequently observed, sometimes to extremely low
levels. Although an exact explanation for this is

lacking, it is thought to be related to interference

by edema fluid with normal oxygen exchange in

the tissues.

The prevailing opinion is that the diet for pa-

tients suffering from nephrotic edema should be

high in protein, with an intake of 100 to 125 gm.
daily, in an attempt to replace depleted plasma
proteins and thereby to increase the colloidal os-

motic pressure of the blood. It should be empha-
sized, however, that, unless protein deprivation is

an additional factor, high protein diets do not ap-

pear to exert any immediately evident effect on the

level of plasma proteins. If, in addition to hypo-
proteinemic edema, renal insufficiency and nitro-

gen retention are present, the daily protein con-

tent of the diet should be restricted to 50 to 75 gm.
Of major importance in the diets for nephrotic

patients is the restriction of salt. For the occa-

sional patient, qualitative restriction of salt may
be adequate. For the majority of patients, how-
ever, it is necessary to reduce the amount of

sodium in the diet to as near 0.5 gm. as possible.

To accomplish this, it is necessary that all food be
prepared without salt, that the patient use salt-

free butter and salt-free bread, that any foods of

high salt content be eliminated from the diet and
that the use of baking powder and baking soda be
avoided. Toward this end, cation-adsorbing resins

may be employed if tolerated by the patient, al-

though evidence at hand is not entirely convincing

that with a daily intake of 0.5 gm. of sodium such
a resin will adsorb a significant amount of the ion.

There is no entirely satisfactory substitute for salt.

Several compounds of various salts, devoid of so-

dium, are available commercially, and are enjoyed
by some patients. Generally, however, such com-
pounds do not enhance, but rather detract from
the taste of food. For this reason, it seems more
advisable for the patient voluntarily to cultivate a

taste for a restricted salt diet. Restriction of oral

intake of salt-free fluids is not indicated for pa-

tients with renal edema; in fact, such patients

should be encouraged to take a liberal volume of

fluid daily.

In some cases, accumulation of fluid in the se-

rous cavities, pleurae, pericardium or peritoneum
may be sufficiently great to produce symptoms or

interfere seriously with adequate function of vital

organs. In such cases, mechanical removal of the

fluid by paracentesis may be indicated. Not infre-

quently, such a procedure will invoke satisfactory

diuresis, with diminution of peripheral edema, in

a patient whose edema heretofore had been re-

fractory to management. The mechanical drainage

of peripheral edema fluid by insertion of needles

or cannulas into subcutaneous tissues of extremi-

ties or genitalia, first advocated years ago by
Southey, should be strongly discouraged.

Induced diaphoresis, advocated in years past for

the treatment of edema, has been largely aban-

doned, first because of the debilitating effect on

the patient, and second because it rarely has any
substantial effect in ridding the tissues of edema
fluid. For the same reasons, attempts to produce

diuresis and remove edema fluid by purgation

have been discarded.

Of the diuretic agents available, so-called acid-

salt and mercurial diuretics often are most effec-

tive. The former, such as potassium chloride, am-
monium chloride and potassium nitrate, are effec-

tive diuretics largely because of their ability to

produce acidosis and to displace sodium in the or-

ganism. The oral administration of one of these

agents in doses of 6 to 9 gm. daily usually will re-

sult in satisfactory diuresis. Care must be taken,

however, when these salts, especially the potas-

sium salts, are used for patients with significant

retention of nitrogen, to avoid serious acidosis or

potassium intoxication. Mercurial diuretics, such

as salyrgan, mercupurin. mercuhydrin and thio-

merin, have sometimes been used to advantage in

the treatment of massive edema, if renal excretory

function is adequate. Many times these drugs act

more effectively if used in conjunction with one
of the acid-salt diuretics. However, mercurial diu-

retics should not be used in the presence of im-

paired renal function as evidenced by significant

hematuria or a concentration of blood urea or non-
protein nitrogen exceeding 60 mg. per 100 ml., be-

cause of the risk of further aggravating the renal

lesion.

Hypertonic solutions may be effective also in

promoting diuresis. Dextrose in 20 to 25 per cent

solution or sucrose in 20 per cent solution has

sometimes been used effectively in doses of 250 to

500 ml. on alternate days. If no contraindications

exist, diuretic action of one or the other of these

solutions may be enhanced by the addition of 1 to

2 ml. of one of the mercurial diuretic agents to the

solution.

Plasma volume expanders are of prime impor-

tance as diuretics because they increase the col-

loidal osmotic pressure of hypoproteinemic plasma
to as near normal levels as possible. Several com-
pounds suitable for this purpose are available at

present. Concentrated human-serum albumin
given intravenously in doses of 25 to 100 gm. daily

is usually effective, but its high cost and the diffi-

culty of procurement make its use somewhat less

than optimal at present. Transfusions of whole
blood or blood plasma in units of 500 ml. daily or

every other day, in some instances, may be equally

effective. Acacia in 6 per cent solution, gelatin in

6 or 10 per cent solution and dextran in 6 or 12

per cent solution in units of 500 ml., administered

slowly intravenously on alternate days, although
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they have no effect on the level of the serum pro-

teins, are relatively inexpensive and are effective

in elevating the colloidal osmotic pressure of the

blood serum, with resultant diuresis of water and
salt and disappearance of edema. Occasionally ana-

phylactoid reactions to acacia may occur, accom-

panied by dyspnea and urticaria. Chemical phle-

bitis has been observed also as a complication to

its administration. However, if such a reaction oc-

curs, prompt cessation of the infusion and subcu-

taneous administration of 0.6 to 0.9 ml. (10 to 15

minims) of epinephrine will usually alleviate such

symptoms. Purified preparations of gelatin and
dextran are now obtainable, and although reac-

tions have been noted similar to those occasionally

encountered after the administration of acacia,

such reactions are rare and should ' respond to

cessation of the infusion and administration of

epinephrine. My colleagues and I now believe that

gelatin and dextran are preferable to acacia be-

cause they are less likely to produce systemic reac-

tions and because, up to the present, there is no
evidence of tissue storage.

As mentioned previously, the basal metabolic

rate often is depressed to significantly low levels

in the presence of the nephrotic syndrome with
massive edema. In such cases administration of

sufficient desiccated thyroid to elevate the rate to

normal or near normal will enhance the program
of diuresis, or occasionally will invoke diuresis in

a patient hitherto refractory to treatment.

Results from the use of corticotropin and corti-

sone have been variable. In some patients, particu-

larly those with nitrogen retention or hyperten-

sion, renal insufficiency has been aggravated. In

other patients, these agents have produced diure-

sis, and this diuresis usually has occurred after

administration of the hormone has been discontin-

ued. The fact must be borne in mind continually

that these hormones cause profound effects on

the metabolism and electrolyte equilibrium of the

organism, and thorough knowledge of these effects

is necessary to the safe and intelligent use of these

drugs. Nitrogen mustard has been used to invoke
diuresis in some nephrotic patients with a measure
of success. Although the mode of action of this

compound in this disease is not clear, intravenous

administration of 0.1 mg. per kilogram of body
weight on 2 to 4 successive days often results in a

decrease in the amount of protein lost in the urine

as well as significant diuresis. This drug must be
used cautiously, for severe systemic reactions and
critical depression of bone marrow activity have
been observed after its administration. Some in-

vestigators are of the opinion that administration

of corticotropin, cortisone and nitrogen mustard
as well as the induction of measles or vaccinia

may be followed by modification of the nephrotic

state itself; whether, however, the fundamental
renal lesion is altered by any of these agents still

is open to question.

The edema of acute glomerulonephritis occurs

on a different basis from nephrotic edema, and no
specific thei'apy other than restrictions on salt and
protein seems indicated for it. It must be empha-
sized, however, that congestive heart failure with

pulmonary congestion and peripheral edema is not

an infrequent complication of some renal diseases,

particularly acute glomerulonephritis and the

chronic nephritides associated with hypertension,

and if such a complication supervenes, definitive

therapy for acute cardiac failure should be insti-

tuted without delay. The administration of oxygen
by mask, nasal catheter or tent occupies an impor-

tant place in combating cyanosis and in relieving

severe dyspnea. The cautious intravenous admin-
istration of 250 to 500 ml. of a 20 to 25 per cent

solution of dextrose, once or twice daily, fre-

quently is helpful in cases of severe congestive

heart failure, because of the diuretic effect of this

solution and its nutrient effect on the myocardium.
Aminophylline, in doses of 0.24 to 0.49 gm. (3%
to 7V2 grains) added to the glucose, may be an im-

portant therapeutic adjunct. Venesection, one of

the oldest therapeutic procedures in medicine, oc-

cupies an important place in the treatment of con-

gestive heart failure, and its intelligent use may be

a lifesaving measure, provided the patient does

not also have significant anemia. Rapid removal of

300 to 500 ml. of venous blood may permit the

heart to keep pace with or even overcome its over-

load. One of the most important adjuncts to the

treatment of this complication is the administra-

tion of digitalis. Digitoxin in a total dose of 1.2 mg.,

given either in a single or, preferably, in divided

doses, is the usual digitalizing agent for an adult,

and a daily dose of 0.1 to 0.2 mg. administered

orally or intravenously should be sufficient for

maintenance after digitalization has been accom-

plished. The maintenance dosage of digitalis should

be kept low in patients exhibiting decreased renal

function with a low urinary output, and the phy-

sician must be on the alert for the signs of digi-

talis intoxication.

RENAL INSUFFICIENCY

One of the most significant effects which disease

produces in the kidney is impairment of function.

The presence of latent renal damage is dependent

entirely on the large reserve capacity of the nor-

mal kidney. Patients who have renal disease with

latent damage have no demonstrable reduction in

renal function and results of all tests of renal

function are within normal range. In the stage of

compensated renal insufficiency, a considerable

degree of renal reserve has been lost. So long as

the patient is in good general health, concentra-

tions of the various nitrogen constituents in the

blood remain normal. The ability of the kidney to

do a specific amount of work in a limited time,

however, is reduced. The power to produce a con-

centrated or dilute urine is impaired. If an unusual
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amount of strain is placed on the organ, a break

in compensation may occur. In the presence of de-

compensated renal insufficiency, the kidney loses

not only its functional reserve but also its capacity

to care for the current excretory load. The con

centrations of nitrogenous constituents and other

metabolites in the blood mount steadily, and
uremia results, with its characteristic train of

symptoms and signs, confusion, restlessness, head-

ache, nausea, vomiting, convulsive seizures and,

ultimately, coma.

The primary aims in the treatment of renal

insufficiency, whether acute or chronic, are (1) to

secure minimal protein catabolism, (2) to main-
tain adequate fluid balance, with avoidance of

overloads but with administration of sufficient

fluid to facilitate urinary excretion, and (3) to

maintain approximate electrolyte equilibrium.

In the presence of either acute or chronic renal

insufficiency, the dietary intake of protein should

be restricted to a minimum in order to lessen the

excretory load that protein metabolism imposes on
the kidneys, and also to prevent increasing azote-

mia and further renal damage; yet the diet must
be sufficiently high in carbohydrate and fat so

that the protein-sparing properties of these food-

stuffs will prevent the breakdown of endogenous
stores of protein and the patient will be kept in

positive nitrogen balance. The rice-fruit diet of

Kempner, the high carbohydrate, high fat, low
protein diet suggested by Borst, and the protein

free, high carbohydrate, high fat formula of Bull

should be ideally fitted to serve this purpose.

Borst has expressed the opinion that, if the patient

can be provided a low-protein or protein-free diet

which is sufficiently high in carbohydrate and fat

to prevent breakdown of endogenous protein, the

rate of accumulation of nitrogenous and other

waste products in the blood will be materially re-

tarded, and the patient can be maintained in bet-

ter condition. If the degree of renal insufficiency is

mild to moderate, an intake of about 40 gm. of

protein daily (approximately 1 gm. of protein per
kilogram of body weight) may be adequate. Un-
fortunately, however, the successful carrying out
of a dietary program is difficult for many patients

because anorexia, nausea and vomiting prevent
adequate oral intake and necessitate parenteral

administration of supplemental nutritional sub
stances.

For these reasons, and because of the extreme
importance of electrolyte balance and water bal-

ance to a patient with renal insufficiency, paren-
teral administration of fluid becomes one of the

major objectives in treatment. Some have advo-
cated use of a 10 or 15 per cent solution of dex-

trose, made up in distilled water, for the purpose of

providing a high caloric intake; yet a hypertonic
solution must be used with great caution in order
that fluid may not be pulled from extracellular

spaces into the circulating blood, with consequent

production of hydremia, which might result in pul-

monary edema and congestive heart failure.

The volume of fluid to be given parenterally is

of paramount importance, and, many times, on this

factor alone will depend the success or failure of

treatment. Since the normal person excretes daily

500 to 1,500 ml. of urine, 150 to 250 ml. of water in

the stool and 1,000 to 1,500 ml. in vaporization

from the skin and lungs, he should require 1,500

to 3,000 ml. of fluid daily in order to maintain ade-

quate fluid balance. If, however, a patient has

oliguria or anuria, a smaller daily intake of fluid

is required. If the patient has a high temperature

or is losing an excessive amount of fluid through

perspiration, through a nasal tube, or some other

abnormal avenue of escape, he may require a

larger volume of fluid. In general, a nearly normal
state of hydration can be maintained by daily ad-

ministration of fluid equal in volume to an esti-

mated insensible loss of 1,000 ml. plus a volume
equal to the urinary output.

As long as the concentrations of chloride in the

plasma and sodium in the serum remain within

normal limits, parenteral administration of sodium
chloride should not be necessary, but rather, a 5

per cent solution of dextrose made up in distilled

water should be the fluid of choice. An intake of

large amounts cf salt invites retention of water
and the occurrence of edema. However, one must
be ever mindful that excessive loss of salt in pa-

tients with renal insufficiency may occur from
vomiting, gastric aspiration, or diarrhea; sodium
or chloride may be depleted, and replacement of

these ions by parenteral administration of physio-

logic saline solution may be necessary.

When acidosis is present, sodium bicarbonate

may be administered orally, or it may be necessary

to introduce solutions of sodium bicarbonate or

sodium lactate intravenously. Sodium bicarbonate

may be given in a 5 per cent solution intravenously

in volumes of 250 to 500 ml. Sodium lactate in

sixth-molar concentration likewise may be used for

this purpose, in volumes of 500 to 1,000 ml. daily.

Hypocalcemia as a complication of severe renal

insufficiency is best treated by the intravenous

administration of calcium gluconate in doses of

20 to 40 ml. daily. Aluminum hydroxide by mouth
has been used in conjunction with this salt for its

effect in removing phosphate. Hyperkalemia, as

determined by the appearance of high-peaked T
waves, prolonged Q-R intervals and loss of P waves
in the electrocardiogram, and by elevated values

for potassium in the serum, may occur as a com-
plication of severe renal insufficiency and may be
one of the important causes of death in such cases.

Acute retention of potassium may be treated suc-

cessfully by intravenous infusions of 5 per cent

dextrose in an isotonic solution of sodium chloride,

and, in some instances, the addition of calcium glu-

conate to the infusion (10 ml. of a 10 per cent

solution) may be indicated. For patients suffering
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from chronic hyperkalemia, in addition to these

measures it is advisable to restrict the intake of

potassium and to employ, by either oral or rectal

administration, a cation-exchange resin in the

hydrogen cycle.

hypertension

During the course of chronic renal disease, hy-

pertension may appear as a symptom, and except

for the fact that the history, symptoms or findings

of chronic renal disease antedate the onset of hy-

pertension, the clinical picture may be indistin-

guishable from that of essential hypertension, in

either the benign or malignant phase. While the

onset of hypertensive vascular disease in the

course of chronic renal disease is of serious prog-

nostic import, the outcome is not necessarily hope-

less. Much depends on the severity of the vascular

lesion and the state of renal function. If the patient

has latent renal damage, or compensated renal in-

sufficiency, then therapy directed toward ameliora-

tion of the hypertension may be helpful. The ad-

vent of some of the newer antihypertensive drugs

gives new hope for some patients in this category.

Rauwolfia serpentina in one of its various forms

may be effective in controlling mild benign hyper-

tension in some cases, and it may help relieve

some of the distressing symptoms, such as head-

ache and vertigo. Hydralazine likewise may be ef-

fective. However, this drug, a more powerful anti-

hypertensive agent than Rauwolfia, not infre-

quently is associated with rather unpleasant early

side effects and requires more careful adjustment

of dosage. Fortunately, physiologically, hydrala-

zine has been shown to increase renal blood flow,

and consequently its effect on the kidney is not

likely to be deleterious unless renal insufficiency

is far advanced. Hexamethonium and pentame-
thonium compounds should be used cautiously or

not at all in the treatment of hypertension second-

ary to renal disease. Precipitous falls in systemic

blood pressure may decrease renal blood flow and
glomerular filtration to a degree sufficient to ag-

gravate renal insufficiency. Thus if any of the anti-

hypertensive drugs are employed, renal function

should be observed closely, and if signs of progres-

sive renal insufficiency develop, antihypertensive

therapy should be interrupted. Experience has

shown that the hypertension of chronic renal dis-

ease may be lowered by sympathetic ganglio-

nectomy provided renal function is adequate. Such
treatment, in some cases has resulted not only in

reduction of the hypertension and amelioration of

hypertensive symptoms, but also has led to im-

provement in renal function due to reduction in

blood pressure levels, vasodilatation of the renal

vessels, and increased renal blood flow.

COMMENT

It is evident from the foregoing remarks, that in

discussing renal disease, we have been speaking

of a group of conditions for which no specific

therapy has yet been discovered. However, expe-

rience has shown that the use of these measures
often has aided in making patients more comfort-

able and in prolonging their lives.

As Robert Hutchison has said, “It is written

that there ‘abideth Faith, Hope, Charity, these

three, but the greatest of these is Charity.’ And
so in medicine we have Diagnosis, which is a mat-

ter of faith; Prognosis, which is a question of

hope; and Treatment, which is only too often an
affair of charity. ... If Diagnosis demands judg-

ment and Prognosis experience, Treatment re-

quires chiefly patience and resource. . . . From the

point of view of the sufferer it is also the most im-

portant part of the medical art, for it is to treat-

ment of the case that everything else leads up.”3
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POSTGRADUATE COURSE OFFERINGS AT SUI

In addition to the short course on “Remediable

Defects of Infancy and Childhood, on October 1

and 2, a detailed program for which is to be found

on page 373 of this issue of the Journal, the

College of Medicine at SUI is to present five

others during the remaining months in this calen-

dar year:

“Trauma and Fractures” September 10 and 11, 1954. Registra-
tion fee $15. Papers by members of the Departments of
Surgery and Orthopedics, an open forum and a dinner
meeting.

“Pediatrics” September 22 and 23, 1954. Registration fee $15.

Lectures, a symposium, and round-table discussions given
or under the direction of members of the Pediatrics De-
partment.

“Physiology and Pathology of the Eye” September 24 and
25, 1954. Registration fee $75. Internationally famous
ophthalmologists from Sweden, England, Holland, Ger-
many and Italy will present a variety of subjects (cornea,
lens metabolism, diabetes and the eye, periarteritis

nodosa, new techniques of fundus examination, optomo-
tor reflexes, electroretinography, etc.), and the discus-
sions of them will be led by three visiting American
ophthalmologists and by members of the S.U.I. Depart-
ment of Ophthalmology.

“Obstetrics and Gynecology” October 29 and 30, 1954. Reg-
istration fee $15. Meetings are to be in conjunction with
the annual sessions of the Iowa Obstetrical and Gyn-
ecological Society. There are to be two guest speakers,
plus members of the Society and of the staff of the
S.U.I. Department of Obstetrics and Gynecology.

“Dermatology and Syphilology” November 12, 1954. Registra-
tion fee $10. The session will deal with principles of
examination and diagnosis of elementary lesions and
patterns of skin disease, case demonstrations and dis-

cussions. Recent advances in dermatologic therapy will

be stressed.



Factors in the Causation of

Recognizable Poliomyelitis
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Poliomyelitis is a worldwide natural infection of

man which sometime in life affects nearly every-

one; in fact, many persons are attacked several

times. The disease is present in a recognizable

form only occasionally, and still less frequently

causes paralysis and death. Present estimates of

the ratio of recognized to unrecognized infection

varies between 1:100 to 1:1,000 in a year when
poliomyelitis is very prevalent. Among recogniza-

ble or apparent cases, the proportion with paraly-

sis varies from one outbreak to another with ex-

tremes of 30 to 70 per cent, but over a period of

years will average roughly at 50 per cent. The
fatality rate does not show such wide variations

and is found to be in the neighborhood of 5 to 10

per cent. Considering the reported incidence of

the disease, 70 cases of detectable poliomyelitis

may be anticipated annually in the United States

for each 100,000 of the population, and any particu-

lar community may be very wide of this mark
either upward or downward. This rate is less than

one reported case per 1,000 of the population.

Thus, it will be noted that poliomyelitis is a pre-

dominantly subclinical infection, in which paraly-

sis and death are exceptional events.

Infrequency of recognizable disease, paralysis

and death would ordinarily result in a relative

lack of interest on the part of the medical profes-

sion and the laity, but the contrary is true. The
suddenness with which poliomyelitis may strike,

particularly in the paralytic form, and the wide
publicity it has received during the past two dec-

ades have made the term 'poliomyelitis a household
byword and has engendered an understandable
fear of contracting it. A vast amount of research

carried on during the last 15 years has fui'nished

much additional information concerning the nat-

ural history of the disease, but gaps remain in

epidemiological knowledge, so that to the present,

a satisfactory hypothesis has not been formulated,

nor have all the facts been uncovered which would
adequately explain the pathogenesis of poliomye-

litis and, particularly, give a suitable answer for

the paradox that despite the universality of infec-

tion, clinically recognizable cases are relatively

few.

Infection and disease result from the interaction

of a host and a parasite operating within an en

* Professor and Head. Department of Hygiene and Pre-
ventive Medicine, State University of Iowa.

CITY

vironment common to both, but not necessarily

affecting both equally. In the instance of poliomye-

litis infection, the natural host is man, and the

parasite is the etiological agent—the virus—of

poliomyelitis. Changes in any one or more of

the three elements of infection—namely, host,

parasite, or environment—may affect the outcome
of their interaction so that the result may be inap-

parent infection, nonparalytic disease, paralysis or

death. Although similar phenomena may occur in

other infections, the disproportionate incidence of

these categories and particularly the infrequency

of apparent or overt disease have resulted in con-

jecture and the formulation of hypotheses to ex-

plain the so-called peculiar behavior of poliomye-
litis. Many investigations have sought an expla-

nation for such behavior in past years, and more
recent publications attest that the search contin-

ues. 1
’
2 The number of observations, often contra-

dictory, made during the past several decades has
made a working hypothesis regarding the host-

parasite relationship difficult. From evidence to be
presented, there appear to be many factors which
may influence the outcome of a poliomyelitis in-

fection. In the light of present knowledge some
factors do not appear to be pertinent today,

whereas for others a causal relationship seems
valid. However, as Bodian 3 suggests, any hypothe-
sis must reconcile apparently contradictory ob-

servations in order to be satisfactory.

Host, parasite and environmental factors have
been proposed as operative in determining whether
a particular instance of infection with the polio-

myelitis virus results in inapparent or apparent
disease. Examples of each element of the infection

complex will be cited.

HOST FACTORS

Host factors determining the course of infection

are included in the term resistance, which means
the sum total of mechanisms which prevent inva-

sion of the body by infectious agents. It consists

of two parts, namely, immunity and inherent insus-

ceptibility. Immunity relates to protection afforded

by antibodies produced because of antigenic stim-

ulation, either naturally (by having the infection)

or artificially (by inoculation) and by specifically

developed tissue-response for a specific disease.

The ordinary immune processes of the host do not

appear to explain satisfactorily why so few indi-
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viduals develop manifest disease. However, inher-

ent insusceptibility (autarcesis) has been consid-

ered important in this connection. Autarcesis is

defined by Aycock4 as the ability to resist disease

independently of antibody or specific tissue pro-

tection, or, putting it otherwise, one can say that

he refers to physiologic processes which condition

an individual’s reaction to the introduction of the

parasite. These processes may be genetic or ac-

quired, temporary or permanent, and are based on

anatomical or physiological characteristics of the

host. In general, the role of autarceologic mecha-

nisms in infectious diseases has not been suffi-

ciently appreciated, and yet it ranks with that of

immune mechanisms.

More than three decades ago, Draper5 ’ 6 consid-

ered anthropomorphic features as a determinant

of recognizable poliomyelitis and believed that

white children susceptible to the disease conform

to a specific body type. He carefully described the

anatomical characteristics, among which were the

following: irregularity and spacing of teeth; large

central incisors; mongoloid and widely spaced

eyes; broad short hands and a relatively broad

pelvis. Adamson and associates 7 have recently

called attention to these features, which are com-

mon to the Eskimoes among whom they report an

outbreak of poliomyelitis. Slight credence is ac-

corded this concept today. A more likely factor is

hereditary susceptibility to paralytic forms of

poliomyelitis within family lines which Aycock8

has traced back for many generations. In a New
England area where satisfactorily complete family

histories were obtained, a consecutively inter-

viewed series of patients reported other cases in

their family lines in 50 per cent of instances,

whereas only five per cent of normal individuals

in the same area had relatives with the disease.

Aycock interpreted these findings as indicating

“the presence of some inherent constitutional fac-

tor which determined the selective occurrence of

the paralytic disease.”

Endocrine imbalance has been studied in mon-
keys and man by Aycock. 9 Two series of experi-

ments were carried out. In the first series, en-

hanced resistance to intranasal instillations of

poliomyelitis virus resulted from injection of es-

trogenic substance into immature, castrate female

monkeys. The second series consisted in urinary

estrogen assays of poliomyelitis patients and nor-

mal individuals, a comparison of which showed a

higher average excretion of estrogenic substance

among the poliomyelitis cases. These studies sug-

gested to Aycock that there appeared to be some
fault in body economy of estrogenic substance

which existed before the poliomyelitis attack. He
also speculated that pregnancy was a probable

allied factor and found that poliomyelitis occurred

more commonly in pregnant women than in non-

pregnant women in the same population group.10

Fox and associates11 have confirmed this. Numeri-

cal frequencies related to population were not esti-

mated in these studies, but subsequent reports by
Taylor and Simmons,12 by Anderson et al.,13 and
by Priddle and co-workers14 are based on statisti-

cal evaluation of the occurrence of poliomyelitis

during pregnancy and among non-pregnant fe-

males. In the latter studies it was found that the

occurrence of poliomyelitis among pregnant wom-
en is greater than among the non-pregnant and in

most instances is in the ratio of two or three to

one. On the other hand, Horn,15 in a report of 180

consecutive instances of pregnancy complicated by
poliomyelitis, concludes that statistical proof is

lacking for the opinion that poliomyelitis is more
frequent or more severe in the pregnant adult
female than in the non-pregnant.

Reports emanating from a number of countries

indicate that the age distribution of cases has
changed, for they provide evidence that the dis-

ease has become less frequent at younger ages.

Dauer10 feels that any age shift is more apparent

than real, in that the age composition of the popu-
lation has tended toward an increase at older ages.

Age does appear to have an effect on the severity

of paralysis and on the number of fatalities, as

shown by Lenhard. 17 Olin18 reported fatality rates

for adults over the age of 25 years as two to five

times higher than for children under seven years

of age. The greater proportion, at older ages, of

higher-center paralyses—bulbar and bulbospinal

types—largely accounts for these findings.

For many years, stress, in the form of excess

fatigue or overtiring, has impressed clinicians as a

predisposing factor. Study of cases and case con-

trols at Detroit, in 1939,19 indicated this. An ex-

periment with monkeys 20 and more recent clinical

studies in man, by Russell, 21 Horstmann, 22 and
Hargraeves 23 indicate that stress may be an im-

portant mechanism in the occurrence of paralysis.

Albrecht and Locke24 could not confirm this in

their study of an outbreak in New York State.

Russell found that the amount of physical activity

after onset of meningeal symptoms had a direct

bearing on the degree of muscle involvement. Har-

graeves confirmed Russell's findings and also

demonstrated that the maximum exertion on one
day after onset of meningeal symptoms had a

more deleterious effect than the aggregate of ac-

tivity for the entire period before hospitalization.

Horstmann, in a larger group of cases, substan-

tiated the conclusions drawn by Russell and by
Hargraeves. Brahdy and Katz26 studied the effect

of transportation on the severity of poliomyelitis

in local and transported groups whose composi-

tions were statistically comparable and found that

the fatality rate of patients transported long dis-

tances was three times that of the local group.

This experience adds evidence to the role of stress

in the causation of apparent poliomyelitis infection.

Ingalls and Aycock26 have postulated that nat-

urally occurring infectious agents may influence
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the development of clinical manifestations of polio-

myelitis, and they cite preceding throat infection

as a probable causative factor in the high incidence

of paralysis following an outbreak of the disease

at a school for boys.

Tonsillectomy and adenoidectomy have long

been considered as a predisposing factor in the oc-

currence of poliomyelitis within 30 days of the

operation. Aycock27 has reviewed the evidence be-

fore 1941 and demonstrated that the procedure re-

sulted in a greater number of severe types (bul-

bar and bulbospinal). However, there is contro-

versy as regards the greater frequency of occur-

rence of poliomyelitis among the tonsillectomized

(within 30 days). We found in 1939, using con-

trols,19 that 5.0 per cent of 23 deaths, 5.1 per cent

of 521 cases and 7.5 per cent of 497 case controls*

had a tonsillectomy performed within 30 days of

the occurrence of the disease. In this experience,

tonsillectomy per se did not appear to influence

the appearance of recognizable disease. Where
virus is absent, disease cannot develop. However,
when the disease resulted, the chance for a severe

type developing was definitely enhanced. The bul-

bar type was present in 27 per cent of the tonsil-

lectomized, as against 4.2 per cent in the non-
tonsillectomized

.

The occurrence of poliomyelitis following a his-

tory of tonsillectomy at any time in life was
brought to attention in 1941 by Fischer and Stiller-

man28 and by Vaughan and Top. 19 Lucchesi and
LaBoccetta, 29 on the basis of 432 cases studied in

1944, reported that among patients with tonsils ab-

sent at the time of infection 76 per cent developed
the bulbar type and 61 per cent the bulbospinal

type of poliomyelitis. Top analyzed nearly 2000 cases

covering the 10-year period 1940-1949 30 and found
that the proportion of poliomyelitis cases having a

history of tonsillectomy at any time in life was
93.5 per cent for deaths, 85.1 per cent for bulbar
and 68.7 per cent for the bulbospinal cases. In an
analysis of more than 2800 cases, Anderson and
Skaar31 found the risk of developing poliomyelitis

three times greater in tonsillectomized than in

non-tonsillectomized persons and the risk of de-

veloping the higher-center types of the disease 11

times greater in the tonsillectomized. A report by
Southcott,32 one by Weinstein and co-workers 33

and a later paper by Anderson et al. 3i confirm the

demonstration that the occurrence of the severe

higher-center type is significantly greater in indi-

viduals who have had their tonsils and/or adenoids
removed, irrespective of the time elapsed between
the operation and the disease.

Exposed dental pulp as an avenue for entrance
of poliomyelitis virus has been considered by sev-

eral groups of workers, 35
’
38

’
37 and their studies

indicate that a much higher proportion of poliomy-

4 The discrepancy between the number of cases and case
controls arises from our having to discard from the study
those case controls which developed poliomyelitis.

elitis patients have dental pulp exposure than a

group without poliomyelitis at comparable ages do.

A more recent report by a set of investigators38 who
compared poliomyelitis patients and their siblings

showed no significant difference in the two units

with respect to dental pulp exposure. Patients with

bulbar involvement failed to show significant dif-

ferences in pulp exposure when compared with

their siblings.

Poliomyelitis following inoculation of presuma-

bly sterile material has occasionally been reported

since 1921; it has been considered rare until re-

cently. In 1950, four papers39
’
40 ’

41
’
42 from abroad

called attention to an aggregate of 100 cases which
developed following antigen injections—principally

mixtures of diphtheria and pertussis toxoids, alum
precipitated. Many others have reported on this

phenomenon since. Anderson and Skaar43 found
information concerning inoculation in the records

of 2677 poliomyelitis cases in the Minnesota epi-

demic of 1946. Among the cases there were 127

with a history of inoculation with one or more
antigens, and in 85 the date of injection, product

and amount used, and the extremity in which in-

jected were confirmed by the physician who gave
the inoculations. The investigators found a corre-

lation between injection of antigen and poliomye-

litis only when the interval between the two was
under one month; none existed for intervals be-

tween two and six months. Additional evidence of

an effect was noted in the greater proportion of

cases with paralysis occurring in the injected arm
(more than 50 per cent) in the first month,
whereas the proportion with arm paralysis be-

tween the second and sixth month was only 21 per

cent more, a finding which more nearly approxi-

mates normal experience, where the arm-to-leg

ratio of paralysis in spinal cases is one to three or

four. The kind of antigen injected was found to

be unimportant. In contrast, Korns and associates44

state that injection of antibiotics, insulin and the

like are also involved.

PARASITE FACTORS

Broadly speaking, it has not appeared likely

that factors peculiar to the parasite have been
responsible for the occurrence of recognizable

cases of poliomyelitis. With the infection so com-
mon, with the majority of members of a household
of a case infected, demonstrable both before and
after discovery of a case in the family circle, and
with careful consideration given to such items as

dosage and virulence of the organism, it is difficult

to see how parasite factors could be primarily re-

sponsible for determining the occasional case,

paralysis or death among so many invaded by the

organism.

Since 1931, it has been known that more than
one strain of virus was involved. In 1949, Bodian,
Morgan and Howe45 reported three basic immuno-
logical types of strains, and the National Founda-
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tion for Infantile Paralysis selected four groups of

investigators in as many universities to work on

the problem. Each group independently classified

100 strains of the virus, and their report46 listed

three immunologically distinct types of poliomye-

litis virus and designated them types I, II, and III

(commonly known as the Brunhilde, Lansing and
Leon, respectively). Studies indicate that all types

are world wide in distribution and that each type

has differentiable strains. Although it is known
that the Mahoney strain, belonging to the type I

virus group, is particularly pathogenic for mon-
keys, no similar information is as yet available on

the pathogenicity of all known strains in man. The
disease is exceedingly protean in character, vary-

ing clinically from area to area not only in the

same year but also, and more particularly, from
year to year. An example of this is found in a

typical experience, which showed that there were
300 cases and 3 deaths one year, but that the next

year, with essentially the same number of cases,

there were 35 deaths. The possibilities of a change
in virulence of the organism or of area-wide in-

fection by a strain more pathogenic for man than

most others should certainly be considered. But
up to the present, there have been an insufficient

number of virus identification studies, linked with
clinical severity of cases, to determine whether
parasite factors are operative. It is likely that im-

proved methods of virus culture and identification

may soon furnish information on this point.

ENVIRONMENTAL FACTORS

In the United States and in other civilized coun-

tries, economic status has not appeared materially

to affect the occurrence of apparent poliomyelitis,

although in Buffalo, Ames47 has shown a relatively

earlier age onset of poliomyelitis in families with
a low economic level than in those living in a high

rental area. Hill and Martin48 comment on the

numerous observations that “in a country exposed
to a widely spread outbreak, the incidence is likely

to fall more heavily upon the communities that

enjoy the most favorable environment and the

best social conditions.” They studied the distribu-

tion of cases in relation to social environment by
including 125 great towns and 148 smaller towns
in England and Wales for the year 1947. No asso-

ciation between attack rates suffered in the 1947

epidemic and the infant and general death rates

experienced for the preceding two years could be
demonstrated. In other words, favorable mortality

rates indicating more favorable social conditions

in a city did not foreshadow an unduly heavy
incidence of cases and deaths when poliomyelitis

became widespread. It is a well known fact that

among more primitive peoples in the tropics, polio-

myelitis is a disease of infants and young children
and that adults are rarely found with recognizable
manifestations. 49 This is in sharp contrast to the
age distribution of cases among the more civilized

populations of the world. The explanation given
has been the improved sanitary facilities of the

civilized as against primitive peoples and there is

no doubt about the differences in sanitation, in the

quality of housing, and in the degree of crowding,
among the conditions that could be mentioned.
However, the fact remains, as Paul et al. 4

8

have
demonstrated, that recognizable disease still exists

at younger ages in more primitive settings. Thus,
why cases occur at all is not answered by the

economic or sanitary status of peoples.

Armstrong has called attention to the possible

effect of seasonal variation 7,0 and atmospheric con-

ditions 71 on. the incidence of poliomyelitis. His hy-
pothesis attempts to relate seasonal occurrence of

the disease to “generally observed alterations in

the upper respiratory tract due to atmospheric
changes, notably in temperature and relative hu-
midity of inspired air.” This concept is elaborated
in the paper on atmospheric conditions with evi-

dence that there is a positive correlation between
“the curve of average relative humidity of atmos-
pheric air warmed to 90° F. and the curve of inci-

dence for recognized poliomyelitis for the same
area, based upon either monthly or weekly inter-

vals of time.” This indicates that dry air with a

relative humidity of 28 per cent at 90° F. tends to

prevent apparent poliomyelitis in a population,

whereas more heavily water-laden air at the same
temperature seems to favor its spread. Bradley
and Richmond52 admit that seasonal conditions are

a factor in the spreading power of poliomyelitis

virus, but meteorological observations using dry
bulb and vapor pressure readings made prior to,

during and after the seasonal rise of poliomyelitis

could not correlate the incidence of the disease

with any specific meteorological factor. They found
that the incidence of poliomyelitis during the sea-

son was not influenced “to any great degree by
variations in temperature and humidity.” Both
groups of workers cited agree that an insufficient

number of observations have been made over too

short a period to determine the influence of tem-
perature and humidity on the occurrence of recog-

nizable poliomyelitis.

COMMENT AND SUMMARY

With the knowledge that poliomyelitis is a uni-

versal infection, epidemiologists and other investi-

gators in the biological sciences have wondered
why so few instances of disease, paralysis and
death develop from so many known infections.

Comparison with some other infections where
overt disease is also an exception indicates that

the association of man and the parasite of polio-

myelitis is a fairly satisfactory adjustment within

an environment practically common to both. Cer-

tainly, there is evidence of a close approximation
to commensalism, the latter term being defined as

a sitting down and eating together or as an adjust-

ment of host and parasite such that the least harm
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and some benefit accrues to both. It is conjectural,

however, in the instance of poliomyelitis infection,

whether any benefit accrues to the host.

Host, parasite, and environmental factors have
been discussed, and although, in the light of pres-

ent knowledge, little weight is given to some, yet

the amount and kind of evidence which has been
accruing for such factors as stress, tonsillectomy

and inoculation, among others, indicates that the

determining factors which influence the occur-

rence of recognizable—as against nonrecognizable

—poliomyelitis may generally lie not so much in

parasite variations as in non-immune factors af-

fecting the host and perhaps in environmental

changes. This does not mean that the parasite nec-

essarily plays a minor role at all times and under
all conditions. Poliomyelitis virus culture in non-

neural tissue53 and in tumor (Tela) cells and the

recent finding of virus in the blood of both chim-

panzees and man early in the course of the infec-

tion54 - 3 are new research tools which will add to

knowledge concerning activities of the parasite

particularly and are making it possible to review

the pathogenesis, or, as Bodian states, “the virus-

host relationships” of poliomyelitis. 35 He has re-

cently performed that task in an excellent article

in which the evidence has been re-examined and
a new hypothesis relating to the pathogenesis of

poliomyelitis has been formulated.

The relation between the age at which the infec-

tion first occurs and environmental factors does

not adequately explain the occurrence of recog-

nizable cases.

The entire discussion points up the fact that

there is a body of information concerning polio-

myelitis which may be comparable in extent to

that known for certain other diseases, but the

limited number of recognizable cases arising from
an immense number of infections makes validity

of knowledge concerning the natural history of

this disease a matter of special concern. The ne-

cessity for continued investigation is obvious.
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Tracheotomy and Bulbar Poliomyelitis

WORTHEY C. BODEN, M.D.

SIOUX CITY

During the poliomyelitis epidemic of 1952 in the

Sioux City area, the management of the patient

with inadequate oxygen exchange was of prime
importance, and it was my duty as an otolaryngolo-

gist to use the proper procedures in the indicated

cases.

The value of tracheotomy to maintain an ade-

quate airway is well known, and tracheotomy is

one of the oldest operations in the history of medi-
cine. It was first employed in Bithyria during the

first century B.C. by Asclepiades of Prusa, to save

patients from suffocation. 1 However, a new chapter

was opened in 1943, when Dr. Thomas Galloway
began treating bulbar poliomyelitis as a respira-

tory problem.

The factors influencing inadequate respiratory

exchange are numerous and are often difficult to

interpret and evaluate. A practical classification of

the major mechanisms that prevent effective respi-

ration is as follows:

1. Respiratory failure due to paralysis of the

primary respiratory muscles, the intercostal mus-
cles and the diaphragm.

2. Respiratory failure due to pharyngeal paraly-

sis, where the free flow of air is continually inter-

rupted by unswallowed secretions or vomitus.

3. Respiratory failure due to central disturb-

ances, where the clinical situations are most diffi-

cult to analyze. Probably the respiratory centers,

the vasomotor centers and the vagal centers of the

brain stem are all involved to a variable extent.2

Any two or all of the above mechanisms may be

in effect in the same patient, and clinical evalua-

tion is therefore difficult.

pathologic physiology

The respiratory obstruction in poliomyelitis may
be caused by several mechanisms.3 Secretion ob-

struction is predominant, and central stimulation

of the salivatory nuclei due to anoxia or inflamma-

tion has been suggested as an important cause of

the hyposecretion. Loss of the cough reflex and
the loss of the swallowing mechanism cause ac-

cumulation of the fluid which normally would be
expelled. Also edema of the lungs and tracheo-

bronchial inflammation produce an increase of

fluids.

The loss of the cough reflex follows from the

peripheral paralysis of the intercostal and abdomi-
nal muscles and the diaphragm. The coordination

of the swallowing mechanism is complicated and is

easily disturbed centrally. Peripheral nerve paraly-

sis of the 5th, 9th, 10th, 11th and 12th cranial

nerves leads to loss of function of the pharynx,

tongue, floor of the mouth and larynx, with conse-

quent interference with swallowing, which further

adds to the increasing secretory obstruction. Flac-

cid vocal cords from vagal paralysis contributes

another form of breathing obstruction by a ball-

valve-like action.

As we can see, any respiratory obstruction tends

to hasten such lung complications as infection,

atelectasis and pulmonary edema. In these cases

with some respiratory obstruction, there are also

the effects of hypoxia or anoxia and carbon-dioxide

retention. The prevention of acidosis and anoxia

is dependent on maintaining a free, unobstructed

airway. The symptoms of anoxia may be insidious

in onset and may be mistakenly attributed to pro-

gression of the infectious process in the nervous

system. The complications that follow development

of hypoxia and hypercapnia may seriously endan-

ger the patient and may be more damaging than

poliomyelitis.

With a reduction in the ventilating capacity of

the lungs, there is an accumulation of carbon
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dioxide and a decrease in the oxygen saturation of

the arterial blood, which can lead to a respiratory

acidosis and, if allowed to progress far enough, may
result in asphyxia, which is irreversible if inter-

vention is late.

In cases of secretory obstruction, of whatever
nature, the basic pathologic physiology consists in

failure of the cough mechanism which normally
would clear the respiratory passage of accumulated
secretions. With the obstruction, we get the effects

of anoxia, which include an increase in capillary

permeability, pulmonary edema, and damage of

the central nervous system and cardiac tissue. The
anoxia then causes hypercapnia and uncoopera-
tiveness in its early stages, and with higher con-

centrations induces narcosis, anesthesia, respira-

tory depression and circulatory collapse.

The only treatment providing any real hope of

success consists in the removal of the obstructing

secretion from the respiratory passages and the

reestablishment of normal alveolar ventilation. In

cases of secretory obstruction, a tracheotomy is

the only treatment fulfilling the necessary require-

ments, and we should stress the safety of a cor-

rectly performed tracheotomy.

By becoming familiar with the symptoms en-

countered in cases of poliomyelitis where there is

inadequate respiratory exchange, and by quickly
recognizing changes that point to respiratory dys-

function, we can give our best service and be of

most value. Also by encouraging the nursing staff

and the physician in charge to be cognizant of the

early changes, we can hope to lower the mortality

in these cases.

The symptoms encountered in these cases of

respiratory obstruction were headaches, increased
mental activity, agitation, dyspnea, uncooperative-
ness, anxiety and restlessness. These become ap-

parent early. Usually the respiratory rhythm is

unchanged, but respiration becomes shallow, and
the rate tends to increase. The minute volume of

air exchange therefore decreases. A simple way to

test for this complication is to have the patient

count after taking a deep beath. If at first he can
count to 45 or 50 with one breath, and later can
count only to 25 or 30, it is obvious that he has
lost ground.

In the management of poliomyelitis, any signs of

difficulty in dealing with pharyngeal secretions is

a symptom which requires careful attention, and
prompt intervention must be instituted in order

to achieve a satisfactory result. The value of this

symptom—difficulty in dealing with pharyngeal
secretions—cannot be stressed too strongly, for

frequently an immediate emergency develops, re-

quiring prompt intervention. Even though the pa-

tient has been under close observation, he may die

before a tracheotomy can be done.

Later, confusion, disorientation and irrationality

are observed, leading to convulsions, unrespon-

siveness, lethargy and coma. Increases in pulse

rate and blood pressure frequently accompany this

condition. Cyanosis is a late sign, and when it

occurs, the prognosis is much more uncertain. Of
course, we feel that tracheotomy should have been
done much earlier.

The indications for tracheotomy in poliomyelitis

are as follows: 4

1. Progressive anoxia, with secretions in the

upper airway.

2. Pronounced restlessness, irrationality or un-

consciousness in a patient who does not respond
immediately to suctioning.

3. Continued restlessness, irrationality and stu-

por in a respirator patient, even though paralysis

is spinal.

4. Fluid accumulation not certainly taken care

of by suction in any patient.

5. Paralysis or spasm of vocal cords.

6. Rapidly progressive bulbar symptoms.
7. Signs of vasomotor failure.

8. Absence of well trained and efficient attend-

ants, adequate equipment or cooperation of the

patient, with consequent doubt that the airway
will be kept constantly free of secretions.

9. Need for use of a respirator, in bulbar pa-

tients.

10. Constant spitting, nervousness and tossing,

with constant efforts to get rid of saliva.

Galloway states: “Tracheotomy is more neces-

sary when the attending team has had little ex-

perience with the disease. If all the personnel were
thoroughly trained and the mechanical arrange-

ments perfect, tracheotomy might be seldom re-

quired. But unforseen failures occur too easily.” 5

Tracheotomy is performed to serve the purpose
of furnishing a free airway, so that the air neces-

sary for respiration does not need to be moved
down a pharynx full of secretions and through a

larynx continually in spasm.

The presence or imminence of anoxia, as mani-
fested by the following signs and symptoms formed
the basis for the decision to operate:

1. Irregular, shallow and periodically apneic res-

piration;

2. Exhaustion, agitation, restlessness or appre-

hension;

3. Progression of bulbar involvement, with in-

creasing dysphagia; and
4. The presence of suffusion, cyanosis and retrac-

tion of the chest wall.

One should not wait for severe choking attacks,

with cyanosis, to prove the necessity for trache-

otomy. It is frequently difficult to tell whether a

patient’s respiratory difficulty is due to central dis-

turbances of the respiratory center, or pharyngeal

secretions.

The cases reported here are ones treated by all

the physicians in the Sioux City area and were
seen by the laryngologists only when consultations

were sought by their physicians. During the height

of the epidemic, my associates and I were avail-
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able on the floor where the polio patients were
confined. It was our feeling that by making our-

selves readily available we encouraged the phy-
sicians to seek the assistance of us laryngologists.

During the six-months episode, from June to No-
vember, there was a gradually increasing realiza-

tion of the benefit obtained from early tracheotomy.
In our evaluation period, the patient with respi-

ratory dysfunction, whether spinal or bulbar in

origin, was observed closely. Conservative meas-
ures such as positioning, suctioning, oxygenation,
hydration, antibiotic therapy and proper nutrition

were practiced. If the patient did not respond to

these measures, then it was recommended that

tracheotomy be done.

Tracheotomies were done on the majority of our
patients when they were in the respirator, and we
didn’t find the technique difficult, for we were able

to get quite adequate exposure by proper position-

ing of the patient and the use of a support attached

to the respirator which depressed the cuff a suffi-

cient distance to make the suprasternal notch
readily accessible, assuring adequate incision and
exposure, and also permitting satisfactory post-

operative care.

When tracheotomy was done, we had an emer-

gency operating room on the floor where the polio

cases were kept. The patient was moved to the

operating room in the respirator, the area was
prepared and the midline incision was made under
local anesthesia. The trachea was exposed, and the

incision was made through the third tracheal ring.

After the tube was inserted, the trachea was suc-

tioned. In cases where there were large amounts
of secretion present, the wound was packed with

vaseline gauze and covered with clean gauze
pad. The wound was not closed tightly, but at

times sutures were placed at the upper and lower
ends of the wound. The postoperative care con-

sisted of frequent suction, as needed, oxygenation,

and change of tubes—usually every three or four

days or as often as necessary.

It was our policy not to use the inner tube, for

we wanted to provide as large an airway as pos-

sible.

In the Sioux City area, the distribution of cases

in the poliomyelitis epidemic of 1952 was as fol-

lows:

January to April 0

May 1

June 50
July 294
August 325
September 170
October 69
November 11

December 3

TOTAL 923

As can be seen, the majority of the cases oc-

curred during July, August and September. In the

923 cases, there were 53 deaths, or a mortality rate

of 5.7 per cent. In those 923 cases, there were 79

tracheotomies done, or 7.5 per cent. Our mor-
talities in tracheotomy cases, as compared with
mortalities in other epidemics, were as follows:

Area
Number of

Tracheotomies Mortalities Per Cent

Sioux City, 1952 79 36 45.6
Minneapolis, 1946 75 46 61.3
Pacific Coast. 1948 198 101 51.0

From the following table, one can see that slight-

ly more than 50 per cent of our patients who were
under the age of 20 recovered, whereas over the

age of 20, slightly less than 50 per cent recovered.

Our youngest patient was four years of age, and
the oldest one was 51.

Number of Recovered Died
Age Group Tracheotomies Number Per Cent Number Per Cent

0- 9 21 12 57 9 43
10-19 22 14 63 8 37
20-29 23 11 48 12 52
30-51 13 6 46 7 54

Of the 79 tracheotomies, there were 52 (66 per
cent) males and 27 (34 per cent) females. Of the

36 deaths, 23 (64 per cent) were males and 13 (36

per cent) were females.

In trying to consider and evaluate this all-im-

portant problem, we have to realize that the symp-
toms of poliomyelitis may vary with the different

epidemics. However, we were all impressed with
the value of tracheotomy, and it was our impres-

sion that if errors were made, they were made
more frequently in postponing tracheotomy, rather

than in doing it too early or unnecessarily.

SUMMARY

The purpose of tracheotomy is to prevent ob-

struction, and not primarily to overcome it after

it has occurred. A therapeutic tracheotomy in bul-

bar poliomyelitis is indicated when the patient ex-

hibits any of the following symptoms: respiratory

distress, as evidenced by recurring attacks of

cyanosis; moist rales, or laryngeal stridor; inability

to cough effectively; pharyngeal pooling of mucus;
or prolonged stupor, with aspiration of pharyngeal

secretions.

In any doubtful case, the risk of delay is far

greater than the risk of performing a tracheotomy.

Surgical intervention cannot be expected to change
the prognosis when the patient is in extremis, or

after asphyxia and cardiac exhaustion have brought

the patient beyond the stage of possible recovery.

For the patient who may have difficulty handling

pharyngeal mucus because of an inability to cough
effectively, a prophylactic tracheotomy should be

seriously considered whenever early and progres-

sive bulbar signs are present and when a long

siege in the respirator seems probable.



Vol. XLIV, No. 8 Journal of Iowa State Medical Society 387

No paper advocating tracheotomy could be said

to be improperly enthusiastic. I feel tracheotomy
should be done early when needed; that it adds
very little risk when done properly; and that the
so-called mutilating nature of the procedure has
been exaggerated and is not justified when the

operation is correctly carried out. Tracheotomy has
a limited but important place in the therapy of

bulbar poliomyelitis, and for the patient who needs
it, it may be life-saving.
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DIAGNOSIS and TREATMENT of

PRURITUS ANI
J. W. DULIN, M.D.

IOWA CITY

Pruritus ani is a symptom complex which is most
annoying to the patient and often is little under-
stood or appreciated by his physician. In its

management, a careful search must be made for

the underlying cause, and if sufficient time and ef-

fort are given to the investigation, a surprising

number of patients may be systematically classi-

fied, etiologically. A suitable history must be se-

cured and proper physical examination must be
performed, including perianal, anal, and procto-

scopic, in addition to pelvic investigation and in-

dicated laboratory tests. When the cause is deter-

mined and easily eliminated, the itching is re-

lieved, but otherwise, a real challenge in therapy
arises which tries the patience of the physician as

well as of the patient. It is patients of this latter

group who eventually are seen by surgeons inter-

ested in the perianal, or anal and rectal, surgery. A
logical classification of the etiologic factors in-

cludes systemic causes, local causes and unknown
causes. It seems that the possibility of psychogenic
and/or functional causation has been overempha-
sized.

Of the systemic cases, the diabetic—and espe-

cially the subclinical diabetic—is the patient most
often missed. The middle-aged, obese female

needs a glucose-tolerance determination, and all

other patients should be given such a test when
the physician is in doubt. Allergic reactions to

diet or contact with sensitizing agents such as

horsehair, feathers, soap or perhaps the wool or

nylon in underclothing must be considered and
often eliminated by trial, by simple diet or by
elimination of suggestive local contacts.

Anorectal or vulval disturbances may become
apparent following the ingestion of certain anti-

biotics, particularly aureomycin, terramycin and
Chloromycetin. There may or may not be an as-

sociated diarrhea at the onset of the use of the

medication. Although a small amount of the drug
over a short period of time may produce the

difficulty, a period of two weeks usually passes

before symptoms occur. Some patients have an ad-

ditional ulcerative proctitis or ulcerative colitis.

The pathogenesis may be traced to disturbances

in the normal intestinal flora, in which yeast or

other organisims are left to establish a local in-

fectious dermatitis. After discontinuation of the

drug, the ingestion of buttermilk seems helpful.

Prolonged use of mineral oil or laxatives may
produce pruritus, perhaps for the same reasons.

Dietary indiscretions and especially alcoholic bev-

erages are often responsible for pruritus. The
simple elimination of liquor, including beer, has
been followed by complete relief of perianal

itching in numerous patients. If one routinely

questions the alcoholic individual, he often can
obtain an admission of a tendency for anal pruri-

tus.

Excessive moisture in the area, whether due to

perspiration, drainage from fistulas, fissures, pro-

lapsing hemorrhoids or polyps, is a frequent local

etiologic factor. Healing of post-operative anal

wounds may be accompanied by itching because
of secretions or because skin preparation pro-

cedures have been used.

Itching may result from poor anal hygiene.

Excessive soaping of the region, especially if so

called “strong soaps” are used, may produce a

dryness of the skin which allows for a low-grade

infectious dermititis. This region is abundantly

supplied with sebaceous glands, and the continual

removal of the normal skin oils is not advisable.

Once the dermatitis has started, the scratching

further traumatizes the skin and allows for ad-

ditional entry of organisms into sweat glands and
hair follicles.

Parasites such as pinworms must be considered.
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These may be seen on the anal or rectal wall at

the time of examination. Because they are com-
mon in children, the parent may have observed

the worms in the stool.

Fungus infections and seborrheic dermatitis

may be suspected when other foci are noted. Mi-

croscopic study of skin scrapings or culture may
confirm a diagnosis.

Pruritus ani may also be a result of diseases of

the genital organs and of the lower urinary tract.

Disfunctioning ovaries or leukorrhea in the female

and occasionally a prostatitis in the male must be
considered.

When one has carried the available etiological

investigation to completion, there remain many pa-

tients with an idiopathic pruritus. Although in

some of these the ailment may be of psychogenic
origin, it even then will respond to realistic meth-
ods.

The itching may be periodic or constant, and
at times almost unbearable. Symptoms are usually

worse at night and often greatly disturb sleep.

Many patients are humilitated and worried, as

well as depressed because of the inability to

understand the condition.

Locally there may be no gross, objective ev-

idence of pruritus. The typical skin has radiating,

thickened folds, with Assuring and excoriations.

There may be hyperpigmentation or complete loss

of the normal pigment. Hyperpigmentation usual-

ly accompanies the grayish-pale moist type. The
changes may extend to the skin of the perineum
and to the skin of the external genitalia.

One should exercise caution in determining the

efficacy of the therapy used. A patient’s failing

to return to keep his appointment does not mean
that he is cured. Often he has sought advice else-

where. Over two hundred past or present ther-

apeutic procedures are available. They include

local and systemic measures. The control of di-

abetes, discontinuation of a given antibiotic, elim-

ination of the laxative habit or cessation of the use

of alcoholic beverages is promptly followed by im-

provement.

When the etiology appears related to local

pathologic lesions such as prolapsing hemor-
rhoids, fissure or fistula, adequate surgical therapy

is necessary. Redundant skin folds should be

excised so that the healed state will leave a sur-

face smooth and easily cleaned by the average,

proper anal-region hygiene. But the patient should

be told that the surgical correction of the various

anatomically abnormal lesions may be only the

first stage in the treatment for the pruritus, since

little improvement in itching may occur. Cryp-
totomy has rarely, in my experience, relieved anal

pruritus.

When the patient hasn’t benefited significantly

from routine proper anal hygiene, minimal or

non-use of soap and elimination of clothing which
produce excessive perspiration or contact irrita-

tion, then fractional x-ray therapy is recom-

mended. It is of greatest help in the moist variety,

especially if a fungus is present. About half of the

patients respond to x-ray therapy. A limit of three

to five treatments are given, depending on dosage
and frequency of treatments. Overdosage of x-ray
may produce dangerous sequelae.

Refractory anal pruritus is likely to respond
dramatically to corticotropin (ACTH) or cor-

tisone. Daily doses are required, and usually 50

to 200 mg. of cortisone produces relief within a

short period.

One may start the first day with 200 mg. in

four divided doses and after the second day re-

duce the amount by 25 mg. per day to minimal
daily effective doses of perhaps 25 mg., morning
and evening. The therapy is continued for 28 days
after relief of symptoms. The symptoms usually

reappear after variable lengths of time, although

some patients have now gone for months without
recurrence. Hydrocortone acetate (2.5 per cent)

ointment is now on the market and has been used
with great beneficial effect. These hormones may
produce the same striking results as the estrogenic

substances do in the female who has a pruritus

related to ovarian disfunction. Although these

materials may not be curative, they are most use-

ful in the management of certain severe pruritus

problems.

When skin changes are typical, tattooing of the

anoperianal and perineal skin with mercury sul-

fide and water can be performed with a tattooing

instrument. For the average case, the procedure
requires about an hour. Some of the unsatisfactory

results of this treatment are explained by the

operator’s inability to deposit the mercury sulfide

properly. Even a repeat attempt may fail. When
the procedure has been properly performed, the

patients are immediately relieved, and except for

the color change, the skin becomes quite normal
within a few weeks. Why this treatment produces
dramatic improvement is unknown. Perhaps there

is an effect on the cutaneous nerve supply. A pos-

sible complication of the procedure is toxicity,

either local or systemic, but when reasonable pre-

cautions are observed this is not considered a

serious drawback. Fifty per cent of patients so

treated are relieved of the itching.

CONCLUSION

1. Adequate history, physical examination and
laboratory tests are necessary to evaluate pruritus

ani.

2. Correction of certain systemic causes is neces-

sary.

3. Associated proctologic lesions require surgical

elimination.

4. Simplest methods should first be tried.

5. Certain hormones are helpful.

6. In selected cases, tattooing with mercury sul-

fide is indicated.

7. Persistent efforts and a critical analysis of

various therapeutic procedures are still required.
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CAN THIS BE YOUR TROUBLE?

Nowadays, a predominant share of medical prac-

tice takes place, not in the patient’s home and at

his bedside, but in the physician’s office and in the

hospital. For a number of reasons, that is precisely

as it should be. But the shift in locale has oc-

casioned some difficulties that are important

enough to deserve careful attention. One of them
is that the doctor no longer gives patients and
their relatives frequent opportunities to treat him
as an honored guest in their homes, and rather

than seeming a friend of the family, gives them
the impression that he is less interested in them
as individuals and less sympathetic toward their

difficulties than his father, or his other predeces-

sor, used to be. Strange though it may seem, sick

people put so high a premium upon their doc-

tor’s ability and inclination to give them obvious

sympathy and individualized attention that even
if they knew the difference, they would choose

the medically less efficient man if he happened to

possess the friendlier manner.
Barricaded from the patients in his waiting

room, and represented there and on the telephone

by a clerk-typist or an office nurse, the physician

frequently—let us hope it is usually—is unaware
of how his mid-century mode of practice is operat-

ing to his further disadvantage. Indeed it is our

opinion that the avidity with which the public

receives articles critical of Medicine in the cur-

rent magazines is traceable principally to his em-
ployees’ mishandling of his patient contacts.

The major gripe that rankles in a patient’s mind
is the amount of time he has to waste in the wait-

ing room before he gets in to see the doctor. There
may be an occasional physician who refuses to use
an appointment system because he seeks to bolster

his ego by keeping his waiting room full to over-

flowing. In most cases, however, it is the office

girl who is at fault. She may be incompetent and
consequently unable to arrange appointments so

as to keep a steady stream of patients moving into

and out of the waiting and examining rooms. Or
since she may enjoy basking in the borrowed im-

portance which her association with the medical
profession has given her, it quite possibly is she

who is intent upon making the office seem busier

than it is. Such women—unfortunately they are

legion—make their employers seem altogether

aloof and completely inconsiderate.

When a patient telephones to ask when he may
see an EENT man whom we know, his office girl

says, with an unmistakable sneer in her voice,

“We don’t work by appointments. If you come
at one o’clock, the doctor may be able to see you.”
The patient is disappointed to learn that he can’t

have an appointment, for he knows that even if

he were given one, a half-hour wait is no more
than par in any doctor’s office. Without one, he
can count on sitting at least an hour. But he is

additionally and quite gratuitously annoyed by
the woman’s use of the pronoun “we,” as if she

shared in the doctor’s practice of medicine.

If the patient chooses to drive his car when he
goes to see that doctor, he has to choose between
paying half a dollar or seventy-five cents for

space in a parking lot and leaving his car half a

mile from the office, for no parking meter will

permit him so much time as he knows his call

must take. When he arrives, at one o’clock, the

room contains about twenty people, though there

are chairs to seat no more than fifteen. Though
he is ill, or thinks himself so, and though he has
just walked six blocks, he must stand throughout
the next forty-five minutes.

A further disturbing thought occurs to him.

The other nineteen people in the room—or, to be
charitable, fourteen or fifteen of them—are like-

wise sick. One doesn’t ordinarily think of a doc-

tor’s office as a contagion center, but this one
could easily be the exception.

Finally it is his turn to take a chair, and he
sits down. More patients keep arriving, and it

seems for a moment that perhaps the receptionist

didn’t instruct quite everyone to come at the same
time. But then it develops that these are privileged

characters, for they are admitted to the examining
rooms without delay. One of the men who has

waited for some time asks the receptionist for an
explanation of their special treatment and is told,

quite as if it were none of his business, that they

are postoperative cases whom the doctor always
sees as soon as they arrive.

Time drags on, and it is now three forty-five.

There are always standees, and a little girl who
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has come by herself squeezes through the door

and stands obscured behind several adults. Half an

hour later she is no longer there, but no one is

sure of having seen her leave. Her mother has

telephoned to find whether or not she found her

way to the doctor’s office, and the receptionist

has answered, “No.” It is undoubtedly true that

the receptionist failed to see the child, for the

youngster, timid and unaware of the necessity for

coming forward and identifying herself, had never

pushed her way to the desk.

At last, after four o’clock, it is the patient’s

turn to see the doctor. The physician is cordial,

considerate, thorough and efficient. The patient has

every reason to believe that he must be quite

unaware of the horrible way in which his outer-

office business is being mismanaged. But the pa-

tient is unwilling to return the following week,

as the doctor wishes, for he is determined not to

go through the ordeal of calling to see him again.

And he feels, moreover, that whatever bad pub-

licity befalls the medical profession, though it may
not precisely be deserved, nevertheless has some-

thing of poetic justice about it.

MEDICAL LIBRARY NEEDS MORE SPACE

The Iowa State Medical Library, which cur-

rently occupies two-thirds of the second floor of

the Historical Building, on the State Capitol

grounds, needs more space if the Librarian,

Jeannette Dean-Throckmorton, M.D., and her staff

are not to be smothered beneath their rapidly

accumulating collection of books and journals. Dr.

Throckmorton has asked for the remainder of the

floor, but has had no response from the officials

who have charge of the building.

The Library, an independent agency of the state

government, though it operates on the compara-
tively modest budget of $25,300 per year, now
possesses nearly 50,000 medical volumes, more
than 100,000 unbound journals and a museum of

medical instruments and rarities. Approximately
1,593 books and 5,050 journals are being added
each year, through purchases and through gifts,

chiefly from doctors. The book-stacks are neces-

sarily so numerous that they leave almost no room
at all for the doctors who come to use the collec-

tion, and book-stacks for the overflow volumes
already occupy half of the small office in which
the librarian and two of her assistants have their

desks.

Tne service provided by the Library—including

loan by mail of books and journals requested by
the physicians of the state and regular mailings

of current journals and other literature to doctors

who have placed standing orders—is of great value
both to the profession and, indirectly, to the public

at large. Consequently, the journal wants to urge
members of the Society to intercede with legisla-

tors and other state officials to assist the Library
in getting the additional space that is essential to

its continuing its efficient operation.

SURGERY AND CARDIAC PROGNOSIS

Because phenomenal advances are being made
in all branches of medicine and surgery, even the

average professional meeting has become a truly

exciting affair. But in no branch of our work are
successes being achieved more rapidly and dra-

matically than in cardiac surgery. At the recent

meeting of the American College of Cardiology,

in Chicago, a particularly distinguished group of

men surveyed recent progress in that field. Dr.

Willis J. Potts, surgeon-in-chief at Children’s

Memorial Hospital, Chicago, emphasized the bene-
fits of surgery on the tetralogy of Fallot. He was
followed by an internist, Dr. S. Gilbert Blount,

Jr., associate professor of medicine at the Univer-
sity of Colorado and director of the cardiovascular

laboratory there, who spoke on the changing prog-

nosis in congenital heart disease.

The prognosis in coronary artery disease, as

affected by surgical revascularization of the myo-
cardium, was reviewed by Dr. Claude S. Beck,

the father of coronary surgery, who is professor

of cardiovascular surgery at Western Reserve
University. The results of eardiopericardiography

cn many thousands of dogs and on a lesser num-
ber of human beings, as evidenced by follow-up

arteriograms and the course of succeeding coro-

nary occlusions, as he presented them, were sen-

sational. Then, following that exposition of the

types of operations for coronary artery disease

and of their results, Dr. Bernard Brofman, director

of the cardiovascular laboratory at Mt. Sinai Hos-
pital, Cleveland, presented an internist’s valua-

tion of coronary surgery.

The symposium was completed by a discussion

of surgery for acquired valvular disease of the

heart by Dr. Edward E. Avery, associate in tho-

racic surgery at Northwestern University, and
Dr. Louis A. Soloff, associate professor of med-
icine at Temple University. Dr. Soloff posed the

question: “Has surgery for acquired valvular

disease improved the patient’s prognosis?” The
ensuing discussion was spirited, and there cer-

tainly wasn’t any unanimity of opinion. One must
realize that cardiac surgery is still comparatively

new. For example, the first successful commis-
surotomy was done in 1948. But individual cases

that were reported give one ample grounds for

optimism. A farmer who had mitral stenosis and
had had hemoptysis and decompensation was doing

heavy farm labor six weeks following his opera-

tion and said he felt fine. A mechanic who could

not walk across the room without dyspnea and
whose physician had thought him inoperable has

just returned from a fishing trip which he under-

took less than five weeks following a most diffi-

cult and complicated commissurotomy.
Of course there will be inoperable cases. Oper-

ating for coronary artery disease is not operating

on a good-risk patient. What the next few years

will tell, no one knows, but statistics are in the

making, and as we grow older, we come more and
more to appreciate the courage of the men who
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are blazing the trail. By their failures and suc-

cesses they are establishing the practices of tomor-

row.

LIVING WITH COLOR

Ever since man first saw a rainbow, he has been

puzzled by questions of color. In the early eight-

eenth century, Sir Isaac Newton first analyzed

light, and following his discoveries many relevant

facts about color have come to be understood.

A vast number of colors can be comprehended,

but according to Dr. Wilhelm Ostwald, who has

prepared a Color Harmony Manual, only about

1,000 need to be isolated and identified for dealing

with everyday experiences.* Obviously, such a

system as he has worked out has many applica-

tions in the arts and in industry, for by this means
accurate communication about color is possible

and the perfect duplication of shades and tints is

facilitated.

Numerous and varied applications of the Ost-

wald system to clinical medicine and medical re-

search have been made. Eli Lilly & Co. ascertained

that color may influence the acceptability of a

drug for young patients, even in tablets or cap-

sules that are tasteless. For instance, it was found

that twice as many children preferred a red and

yellow capsule to one colored red and green in an

otherwise identical drug. This explains why Mul-

ticebrin Jr. is marketed in red and yellow gel-

seals.

Faithful, permanent records of color changes

due to hyperemia or anoxia of tissue can be

made, and changes in the degree of jaundice and

other biological pigmentation can be charted, using

the Ostwald system. Such color changes otherwise

would be difficult to reproduce graphically, but

both the identification and interpretation of the

successive stages and communication about them
is made easy by such a frame of reference. In-

cidentally, the same holds true for the selection of

colored inks for standardized use in this and other

medical journals.

A practical example of the Ostwald system has

been the selection of harmonious color schemes

for decorating hospital interiors. This has been

used to advantage as S.U.I. Hospitals, in Iowa

City. It is known in general that some colors in

the blue and green regions have a quieting effect,

while others in the yellow and red regions are

stimulating. Some suitable and satisfactory
schemes have been used in hospitals—suitable to

the general character of the institution, satisfactory

in that the rooms are made more agreeable for

the patients, and the laboratories and work areas

are made more practical for the staff because they

are more pleasant.

Certain combinations of colors seem to be

universally pleasant, possibly because they are as-

* “Living With Color,” Scope, Vol. IV. No. 1, (Spring) 1954.

sociated with common enjoyable experiences with

color in nature. And although no colors are ugly,

combinations of them may be. A variety of suit-

able color combinations can be selected for any

room. If one wall of a room is made different

from the other three, a major changes in effect

occurs, particularly if the single color is one usual-

ly associated with the out-of-doors. One light-blue

wall with three light-gray walls make a room cool

and clean looking. One red wall and three gray

walls will make it cheerful and stimulating. One
green wall and three gray recall the pleasantness

of the forests. One dark-blue wall and three gray

suggest the quiet of the night. And so on. To avoid

too much variety in a small room where floor

covering, bedspreads, furniture and drapes are also

colorful, three gray walls are recommended. Re-

peating on the fourth wall a hue dominant in

the textiles or floor covering is usually enough.

Where fresh, new color schemes have been in-

troduced into hospitals, patients, staff and visitors

have responded with pride and pleasure. The
transformed areas all have become better places to

pass through or work in because their colors have
become pleasant to live with. One does not expect

gaiety in hospitals, but one can be aware of op-

timism.

OUR INTEREST IN THE AMA MEETING

Probably the one matter of business coming be-

fore the House of Delegates of the AMA in which
we in Iowa had the greatest interest was that of

joint billing. Last December the AMA House of

Delegates referred the problem to the Judicial

Council for further study, and that body sent

questionnaires to all of the states to ask about

procedures common in their area. Following its

study, the Council recognized that some nonprofit

insurance companies ask for a join bill for services

rendered, and that this constituted a new facet

of the problem. It also recognized the fact that

some patients request a bill covering the complete

services, and in consequence, its recommendation
was that when an insurance company or a patient

specifically requests a joint bill, it shall be ethical

for the doctors to present an itemized bill setting

forth the services rendered by each physician and

the fees charged. The amount of the fee charged

should, however, be paid directly to the individual

physicians who rendered the services in question.

This statement of the Judicial Council differs

from the Iowa statement in that it makes it man-
datory that the patient or insurance company re-

quest a joint bill. The Iowa plan made it man-
datory that the patient’s consent to the joint bill

be obtained, but did not specify that the wish

should originate with the patient. The AMA does

this.

The reference committee considering the Coun-

cil report added another paragraph condemning
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fee splitting, putting into words the thought al-

ready expressed in the Iowa statement.

Although some persons may feel that Iowa was

brought into line by the Judicial Council state-

ment, it is comforting to us to know that the

Judicial Council merely put into words what had

been the intent in Iowa at all times. There has

never been any intention of condoning fee split-

ting. Rather, the whole purpose of the Iowa state-

ment was to make sure the patient knew just

what his total bill would be and how much each

participating physician received for the care he

gave. Payment in instances where no care was

given was specifically called unethical.

The osteopathic matter was another one in

which Iowa was particularly interested. The Cline

report has been before the House of Delegates for

a year, and at the San Francisco meeting the re-

port dealt with discussions already held by the

Cline Committee and a similar committee of the

osteopathic association. Inspection of osteopathic

schools to determine whether they are teaching

a cult or not is the next step to be taken. The

AMA’s committee favored permitting such in-

spection, but the officers delayed decision until

the osteopaths’ association could vote on it at its

meeting in Toronto during the middle of July.

Consequently all action was delayed until the

results of that vote could be known.
Veterans’ medical care was again discussed, and

the House voted approval of a Board of Trustees’

request that the present policy be upheld.

The question of closed-panel plans was deferred

for further study. A screening program for foreign

physicians was referred to the Council on Medical

Education and Hospitals for study, with a request

that it report to the House of Delegates in De-

cember.

The American Medical Association, our national

organization, is composed of the many state as-

sociations, and if it is truly democratic it should

reflect the thinking of the doctors of this country.

It should be the voice of the majority of the phy-

sicians. It is encouraging, therefore, to note that

the actions of the AMA House on the joint billing

and osteopathic problems were most similar to

the actions taken by our House of Delegates. Our

delegates went to the meeting instructed as re-

gards the opinions of their constituents; they at-

tended the reference committee meetings and

made their views known; and the final result is

good proof that democracy did prevail.

CORRECTION

In the final paragraph of the editorial entitled

“Laboratory Diagnosis in Obstetric Hemorrhage,”

on page 303 of the July, 1954, journal of the

iowa state medical society, the first sentence

should have read as follows: “Commercially pre-

pared solutions of fibrinogen have recently be-

come available and are, of course, the most direct

way of restoring the blood-fibrinogen level to

normal.”

Our inadvertantly substituting the word throm-

boplastin for fibrinogen in that statement was a

serious error indeed, for the injection of thrombo-

plastin could be very dangerous and probably

would be fatal. We hope fervently that we misled

no one.

HIGHLIGHTS OF AMA HOUSE OF DELEGATES
MEETING

June 21-25, 1954, San Francisco

At the AMA meeting in San Francisco, the

House of Delegates held sessions on Monday,
June 21, Wednesday, June 23, and Thursday,

June 24. The delegates considered 77 resolutions

and a volume of officer, committee, and subcom-
mittee reports. The resolutions and reports were
presented to the members of the House of Dele-

gates on Monday and were immediately referred

to the proper reference committees for study.

Tuesday, June 22, was devoted to reference com-
mittee hearings.

The Iowa State Medical Society had one or

more representatives in attendance at each of

these reference committee meetings. The assign-

ments to reference committees by Dr. G. V.

Caughlan, president of the ISMS, were as follows:

Amendments to the Constitution & By-laws,

Dr. R. N. Larimer, Sioux City; Board of Trustees

& Secretary, Reports of Hygiene, Public Health
& Industrial Health, Dr. G. V. Caughlan, Council

Bluffs, Dr. George Braunlich, Davenport (Dr.

Braunlich, delegate from Iowa was appointed to

serve on this committee by the Speaker of the

House); Insurance and Medical Service, Dr. Fred
Sternagel, West Des Moines, Mr. Wilbur Quinn,
Des Moines; Legislation & Public Relations, Dr.

F. C. Coleman, Des Moines, Mr. Edwin Kingery,

Des Moines; Medical Education & Hospitals, Dr.

J. D. Conner, Nevada, Miss Mary McCord, Des
Moines; Medical Military Affairs, Dr. D. C. Con-
zett, Dubuque, Delegate; Miscellaneous Business,

Dr. D. F. Ward, Dubuque, Delegate, Dr. G. V.

Caughlan, Council Bluffs; Report of Officers, Dr.

F. C. Coleman, Des Moines.

Mr. Donald Taylor was directed by the president

to spend time in each reference committee hear-

ing.

The House of Delegates reconvened Wednesday
morning, June 23, to consider the reports of these

reference committees. The following resolutions

are the ones which we felt would be of immediate

interest to Iowa physicians.

joint billing

The Reference Committee on Miscellaneous

Business considered a report of the Judicial Coun-

cil relative to joint or combined bills. This report

from the Judicial Council concerned the Iowa
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resolution on the elaboration of medical ethics

which was introduced into the House of Delegates

by Dr. Braunlich of Iowa at the 1953 Clinical

Session in St. Louis. At the Clinical Session the

Iowa resolution was referred to the Reference

Committee on Miscellaneous Business, which rec-

ommended to the House that the Iowa resolution

be referred to the Judicial Council with the re-

quest the factors involved in the matters as pre-

sented be investigated to determine whether there

were new factors that would cause the Judicial

Council to change its opinion as set forth in its

report to the House of Delegates at the 1952

Clinical Session concerning the billing of patients.

The Judicial Council report which was considered

by the Reference Committee on Miscellaneous

Business at the San Francisco meeting included

the following statements:

The Judicial Council is of the opinion that the only new
facet concerning this subject that has come up recently is

the case of joint billing to some of the non-profit insurance
companies. In many cases these insurance companies insist
on a joint or combined bill, but the bill is being paid in
most instances by two checks. This is not considered un-
ethical, and all insurance plans which do not pay the indi-
vidual physician in this manner should be urged to do so.

The Judicial Council is still of the opinion that when two
or more physicians actually and in person render service
to one patient they should render separate bills.

There are cases, however, where the patient may make
a specific request to one of the physicians attending him
that one bill be rendered for the entire services. Should
this occur, it is considered to be ethical if the physician
from whom the bill is requested renders an itemized bill

setting forth the services rendered by each physician and
the fees charged. The amount of the fee charged should be
paid directly to the individual physicians who rendered the
services in question.
Under no circumstances shall it be considered ethical

for the physician to submit joint bills unless the patient
specifically requests it and unless the services were actually
rendered by the physicians as set out in the bill.

The reference committee added one paragraph
to the original report of the Judicial Council
which read as follows:

In addition, the committee wishes to recommend that
the House of Delegates resolve that it firmly opposes fee
splitting, rebating, or payment of commissions in any guise
whatsoever. And that it further opposes any mechanism
that encourages this practice.

This report of the Judicial Council, with the

added comment of the Reference Committee on
Miscellaneous Business, was approved without
debate at the final session of the House of Dele-

gates on Thursday.

OSTEOPATHY

The Reference Committee on Medical Education
& Hospitals considered four resolutions on osteop-

athy, as well as the supplemental report of the

Board of Trustees which included comments on
a report which the Board had received from the

Committee for the Study of Relations Between
Osteopathy and Medicine. The reference commit-
tee recommended no action on the four resolu

tions, but called for approval of the supplemental
report of the Board of Trustees. The following

statements are taken from the report of the Board
of Trustees on the subject of relations between
osteopathy and medicine.

Prior to the Annual Session in 1953, the Committee, as
then constituted, conducted an investigation of osteopathy

and rendered a report to the Board of Trustees and the
House of Delegates. The report was as factual and accurate
as it was possible to make. It has been under consideration
for one year. The report has been subjected to criticism
which has been both valid and invalid. Under certain cir-

cumstances, probably because of lack of information, the
recommendations of the report have been misunderstood.
The principal sound criticism of the report is that the

Committee was compelled to rely upon indirect evidence
concerning the nature and scope of education in osteopathic
schools. In the area of the basic sciences, this defect was
partially offset by the results of examinations in these
subjects in the jurisdictions requiring them. In the clinical

fields the material for evaluation was entirely indirect in
nature. During the past year the Committee has been fur-
nished with additional information such as the various
recognitions of os.eopathy at the national level, a list of
articles by osteopathic authors published in medical and
paramedical journals, and a list of educational institutions
which accept osteopathic education in the completion of
requirements for baccalaureate degrees. These items, how-
ever, are also indirect evidence.
The functions of the Committee are to study the relations

between osteopathy and medicine and to suggest methods of
improving those relations when possible. The Committee
believes both functions to be important. Significant im-
provement in the relations between the two professions
is dependent upon action which would make doctors of
medicine available as teachers in schools of osteopathy and
which would permit the state medical associations faced by
dissimilar conditions to determine the relationship of their
members to the osteopathic profession within the respective
states.

The justification or lack of justification of the "cultist”
appellation of modern osteopathic education could be settled
with finality and to the satisfaction of most fair-minded
individuals by direct on-campus observation and study of
osteopathic schools. The Committee, therefore, proposed
to the Conference Committee of the American Osteopathic
Association that it obtain permission for the Committee for
the Study of Relations Between Osteopathy and Medicine
to visit schools of osteopathy for this purpose.

It was agreed that each school would be visited by two
members of the Committee accompanied by an individual
of established experience in inspection of medical schools.
The studies would be of sufficient duration, breadth and
depth to establish the nature and scope of the educational
program and determine the quality of medical education
provided.
The Conference Committee favorably recommended this

proposal to the Board of Trustees of the American Osteo-
pathic Association, which considered it at a special meeting
on February 6-7, 1954. It has referred the question to its

House of Delegates, which will act upon the proposal in
July 1954. If the action of the House of Delegates of the
American Osteopathic Association be favorable, the on-
campus observations can be carried out in the fall of this
year.
The Committee is of the opinion that, no constructive pur-

pose would be served by further meetings with the Confer-
ence Committee of the American Osteopathic Association
unless such meetings were devoted to the development of
mechanisms for acquisition of direct information concerning
the nature, scope and quality of education in schools of
osteopathy.
The Committee therefore recommends:
1. That no action be taken on the report at this time and

that final action be deferred until December 1954,
2. That the Committee be continued until December 1954 in

order to be available to evaluate education in schools of
osteopathy should the House of Delegates of the American
Osteopathic Association act favorably upon the recommenda-
tion of its Conference Committee.

The AMA House of Delegates, following the

recommendation of the Reference Committee on
Medical Education & Hospitals, approved the Sup-
plemental report of the Board of Trustees.

veterans’ medical care

The Reference Committee on Insurance & Med-
ical Service considered a supplemental report of

the Board of Trustees on the AMA policy on vet-

erans’ medicine. The statement of the Board of

Trustees, which was approved by the House of

Delegates, follows:

The Board of Trustees, following the meeting of the
House of Delegates last June, delegated the responsibility
for conducting the informational program with respect to
the policy of the American Medical Association on veterans’
medicine to the Council on Medical Service, which, in turn,
referred the program to its Committee on Federal Medical
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Services for implementation. The Board wishes to recognize
the effective program that this Committee has conducted
since that time in its regional conferences and its planning
for the future. The Board is not unaware of the fact that a
few states have seen fit to adopt resolutions which conflict

in varying degrees with the AMA policy. It wishes to take
this opportunity, therefore, to strongly urge that the vigor-
ous, unequivocal and reasonable policy enunciated by the
House of Delegates in June, 1953, on recommendation of
the Board of Trustees, be reaffirmed. It is the opinion of the
Board that withdrawal from this firm policy at this time
would vitiate all of the good that has been achieved and
destroy the fine program that the Committee on Federal
Medical Services of the Council on Medical Service has
been conducting.

CLOSED-PANEL PLANS

The much publicized New York resolution call-

ing for several changes in the Principles of Med-
ical Ethics relative to participation in closed-panel

medical-care plans, was considered by the Refer-

ence Committee on Miscellaneous Business. That

committee made the following recommendation,
which was adopted by the House:

In the discussion before your reference committee on this

resolution, it became apparent to the committee that clari-

fication and interpretation of the Principles of Medical
Ethics in relation to prepaid medical care plans are desirable.
As set forth in the bylaws, the Judicial Council has juris-
diction on all questions of medical ethics.

Therefore, your reference committee recommends that the
House of Delegates request the Judicial Council to . . .

investigate the relations of physicians to prepaid medical
care plans and render such interpretations of the Principles
of Medical Ethics as the Council deems necessary, and
report to the House of Delegates not later than the next
annual meeting of the Association.
The committee further recommends that the New York

resolution be referred to the Judicial Council for considera-
tion in connection with this investigation.

The New York resolution, among other suggest-

ed changes, would add the following new para-

graph to Chapter I, Sec. 4, “Advertising,” of the

Principles of Medical Ethics:

It should be understood that any medical care plan,
company, or organization which advertises for subscribers
and directs such subscribers to a restricted panel of physi-
cians for medical care is advertising for the benefit of the
physicians involved.

FOREIGN MEDICAL GRADUATES

Three resolutions and a Board of Trustees’

supplementary report were submitted to the

House regarding the evaluation of foreign medical

school graduates, a subject which attracted major
interest earlier this year at the annual Congress
on Medical Education and Licensure, in Chicago.

The Reference Committee on Medical Education

& Hospitals spent much of its time listening to the

ideas and proposals of various state medical soci-

eties, state licensing boards, members of the Coun-
cil on Medical Education & Hospitals and others.

The reference committee’s recommendation was as

follows: “The intent and aims of this Supplemen-
tary Report and the three resolutions can best be
met by referring the entire problem to the Coun-
cil on Medical Education and Hospitals for further

Plan to attend the Iowa State Medical

Society’s Annual Meeting, April 24-27, 1954,

in Des Moines.

study. It is recommended that the Council report

at the Interim Session in 1954 regarding the prog-

ress relative to this study.” The House adopted

the reference committee’s recommendations.

SEAL OF ACCEPTANCE

The Council on Medical Service presented a

supplementary report outlining the difficulties en-

countered in conducting the Seal of Acceptance
program, and recommending discontinuance of the

Seal of Acceptance for voluntary health insurance

plans. The report said that the standards and
principles of the program will be maintained as

guides and recommendations for all groups oper-

ating or establishing plans. The House, on recom-
mendation of the Reference Committee on Insur-

ance and Medical Service, adopted the Council

report, thus terminating the Seal of Acceptance
program for voluntary health insurance plans.

REGISTRATION OF HOSPITALS

The House also approved a Board of Trustees

report calling for discontinuation of the registra-

tion of hospitals by the Council on Medical Educa-
tion and Hospitals and suggesting that the Joint

Commission on the Accreditation of Hospitals be

requested to undertake the registration of hos-

pitals in addition to its present accreditation

activities.

AWARDS AND CITATIONS

The AMA presented its Distinguished Service

Award to Dr. William Wayne Babcock, Philadel-

phia, Pa. Dr. Babcock received 91 of 176 votes.

Three candidates were nominated for the honor

by the AMA Board of Trustees from a list of

nominees suggested by state medical societies. The
other men were Dr. Howard T. Karsner, Washing-
ton, D. C., and Dr. Torald H. Sollman, Cleveland

Heights, Ohio. Dr. Babcock was named for the

1954 award for outstanding contributions to med-
icine and humanity. He was professor of surgery

and clinical surgery at Temple University and
has had a long and varied medical career.

Dr. Nicholas P. Dallis, Toledo, a practicing phy-

sician who is co-author of the comic strip “Rex
Morgan, M.D.” received a special citation from the

AMA. It was presented by Dr. Edward J. McCor-
mick in recognition of his outstanding health-

education service in producing “Rex Morgan,
M.D.”

In the closing session of the House of Dele-

gates on Thursday, Dr. Walter Martin presented

a special citation to Smith, Kline & French Labora-

tories, Philadelphia, for “pioneering use of tele-

vision in bettering the health of the nation.”

Also at the final meeting of the House, the Cal-

ifornia Medical Association presented a check for

$100,000 to the AMA Education Foundation. Si-

multaneously, the Woman’s Auxiliary to the Cal-

ifornia Medical Association presented ’$5,500 to

the AMA fund.
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ELECTION OF OFFICERS

Dr. Elmer Hess, Erie, Pennsylvania, was chosen

president-elect. Other nominees for the office of

president were Dr. Harvey B. Stone, Baltimore,

and Dr. Edwin S. Hamilton, Kankakee, Illinois.

The vice-president elected was Dr. Clark Bailey,

Harlan, Kentucky. Dr. McKinnie Phelps, Denver,

was the unsuccessful candidate for the office of

vice president. Dr. David B. Allman, Atlantic City,

and Dr. F. J. L. Blasingame, Wharton, Texas,

were re-elected trustees. Other officers chosen in-

cluded: Secretary, Dr. George F. Lull, Chicago;

Treasurer, Dr. Josiah J. Moore, Chicago; Speaker

of the House, Dr. James R. Reuling, Bayside,

New York; and Vice Speaker, Dr. E. Vincent

Askey, Los Angeles. Dr. J. Morrison Hutcheson,

Richmond, Virginia, was appointed to the Judicial

Council to fill the place of Dr. Edward R. Cun-
niffe, New York. Dr. Cunniffe, who had served

for many years as chairman of the Judicial Coun-
cil, will be succeeded as chairman by Dr. Homer
Pearson, Miami.

The House of Delegates chose New York City as

the place for the 1957 annual meeting, San Fran-

cisco for 1958, and Atlantic City for 1959. Previ-

ously selected were Atlantic City for 1955, and
Chicago for 1956. The dates of next year’s meet-

ing in Atlantic City are June 6-10.

The final registration total for the San Fran-

cisco meeting was expected to reach approxi-

mately 35,000, including more than 12,000 physi-

cians.

Complete proceedings of the House of Delegates

meetings will appear in an early issue of the

JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION.

We gratefully acknowledge the assistance of Dr.

George Lull’s office in supplying parts of the mate-
rial included in this brief summary.

George Braunlich, M.D., Davenport
D. C. Conzett, M.D., Dubuque
D. F. Ward, M.D., Dubuque

UNDERWRITERS STUDY HEALTH-INSURANCE
EXTENSION

A permanent, long-range program to study and
assist in developing methods for further extend-

ing and improving health care and health insur-

ance protection for the public has been adopted by
the newly-formed Joint Committee on Health In-

surance.

Composed of prominent insurance company of-

ficers representing seven insurance associations,

the committee named as its chairman E. J. Faulk-

ner, president of Woodman Accident Co., Lincoln,

Nebr. J. F. Follmann, general manager of the

Bureau of Accident and Health Underwriters, is

secretary.

Among the initial suggestions to be considered

in carrying out the program are:

1. Studies of methods to stimulate the expansion

of health insurance, including evaluation of the

possible need for establishing a program supported
by the insurance business to provide health rein-

surance.

2. General recommendations from the viewpoint
of the nation as a whole as to the most effective

over-all program for dealing with health-care

costs, based primarily on voluntary insurance

methods. The program would also embrace sug-

gestions for handling most of the medically in-

digent and uninsurable, with special reference to

the aged; recognition of loss of income as well

as direct expense as a part of health costs; and
studies of the most effective balancing of insurance

with other methods of meeting the different types

of health costs, including self-insurance.

3. Further improvement of the services pro-

vided by the insurance companies and considera-

tion of steps the companies and their trade as-

sociations can undertake, alone and with the aid of

state insurance commissioners, in achieving im-

provements, including the possibility of establish-

ing codes of minimum insurance standards.

4. An effective program of public education in

the use of health insurance.

In developing the new program, cooperation

will be sought from the National Association of

Insurance Commissioners, the medical profession,

the hospitals and other health insurance organiza-

tions and groups.

One of the early basic objectives of the entire

program will be that of defining with greater ex-

actness the role voluntary health insurance can
play in helping to meet the whole problem of

public health. The committee pointed out that

approximately 100,000,000 people in the United
States presently have some form of health in-

surance. The insurance companies now offer pro-

tection for hospitalization, surgical expense, illness

and the cost of major medical expense, and loss

of income resulting from illness, it was asserted.

WILL REPORT FINDINGS

The program will be carried out through a num-
ber of task forces assigned to each of the various

pending projects and such other projects as may
be developed as a result of the committee’s health

studies in the future. The task forces will report

their findings and recommendations to the com-
mittee for approval or modification.

When the recently established committee was
organized, its purposes were defined as the study

of health insurance practices, major legislation

related to this type of insurance, and the en-

couragement of research in the health insurance

field. Almost all insurance companies providing

this type of coverage are represented in the seven
associations which will receive recommendations
from the committee.

—

journal of commerce, May
5, 1954.
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The Iowa resolution to allow the presentation of joint bills

for professional services, which was introduced at the Decem-

ber, 1953, meeting of the House of Delegates of the American

Medical Association, ’was referred at that time to the Judicial

Council for consideration and opinion. At the San Francisco

meeting, the Council ruled that a joint bill may be rendered to

an insurance company or to a private patient on the company’s

or the individual’s specific request. It also ruled that payment

should be made by separate checks to each physician.

This report was referred to a reference committee, which

approved it, but when it was presented to the House of Dele-

gates, considerable debate took place and it was re-referred to

the committee. Once again the committee approved the report,

adding another paragraph condemning fee splitting, and it was

then adopted unanimously by the House of Delegates with the

added paragraph.

This constitutes a clear vindication of the Iowa code of ethics

that has been under fire by the American College of Surgeons.

It allows consideration in the fee settlement to the doctor in the

field who recognizes a serious condition and advises and assists

in the proper treatment.
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POST-GRADUATE PROGRAMS

The time is not far away when the post-graduate
courses for the next fall and winter will begin.

Our Iowa Academy is sponsoring its regular three

meetings, as usual, and co-sponsoring a fourth one.

The three regular programs are chosen by our
Committee on Scientific Assembly, and the speak-
ers are arranged for by us. Wyeth Laboratories
has participated by underwriting the costs to the

Iowa Academy. This substantial help has made it

possible to present the excellent programs which
have always been so well attended.

The fourth program of the coming winter and
spring is different. We have chosen the general
and specific subjects, but from there on, all we
shall have to do is to provide men to preside over
the various sessions. The Lederle Laboratories

makes all the arrangements and in addition, pro-

vides the luncheon, the ladies’ entertainment, and
a cocktail party for the attending physicians and
their wives.

The plans for our annual meeting September 22

and 23 are near completion. The complete program
will be presented on this page next month.
Through the efforts of one of our members, we
will have an unusually interesting speaker for the
second day luncheon in the person of Countess
Pulaski, a former Russian spy, who will tell us
some of the spine-chilling and blood-curdling de-

tails of her experiences working for “Uncle Joe”
Stalin. This will give us some variety from our
scientific program of the day. So watch for details.

The dates and places are:

September 22 and 23, 1954

Hotel Savery, Des Moines

November 4, 1954

Hotel Montrose, Cedar Rapids

January 20, 1955

Iowa Methodist Hospital, Des Moines

May 19, 1955

Hotel Savery, Des Moines

STUDY REPORTS

The one factor which makes the A.A.G.P. out-

standing among medical organizations is its study
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requirements for active membership. This imposes

some duties on us to retain membership, but no

one can deny that we are better general practi-

tionei's for our efforts.

Only one thing more is necessary, and that is

to get in the reports on the woi'k we have done.

Please get yours in if you have not already done
so. You forget if you allow too much time to

elapse. Do it today!

GENERAL PRACTITIONERS IN ORGANIZED MEDICINE

There are approximately 1,200 general practi-

tioners in Iowa. It stands to l'eason that such a

group should be adequately represented in the

councils of organized medicine in the state, but
for some reason that is not the case. Along with
being a good family physician, the G.P. should

also have some responsibilities in the handling of

the many problems facing us as medical doctors.

It is not enough to sit back and complain about
or to criticize the way things are going, and drop
matters at that point. The opinions of every man
practicing medicine are important and should be
heai'd somewhere along the long line of highly

oi’ganized medicine, local, county, or state. Taking
good care of patients is not enough of a contribu-

tion to medicine as a whole. The words of the

President of the American Can Company are true:

“America cannot afford to have one poorly trained

doctor.” But it is just as true that we cannot

afford to have very many men who think they are

too busy to have an interest in their own destiny

and the destiny of the profession as a whole in

time to come.

We cannot all see eye to eye on every problem
and, according to Amei’ican democratic ideology,

the presentation of all aspects of any problem
leads to a better solution, acceptable to the larg-

est possible number of the people involved. In

these days of serious problems threatening the

high quality of medical cai'e provided by Amer-
ican doctors of medicine, we cannot afford to make
mistakes as an oi’ganization. Our interest is in

the welfare of our patients, notwithstanding all

assertions to the contrary. We cannot allow pol-

iticians, do-gooders, or anyone else to deflect us

from that primai'y pui'pose. So all minds in med-
icine must be welded together and all must under-

(Continued on page 400)



BLUE SHIELD

FROM: Blue Shield

TO: Doctor and His Secretary

SUBJECT: Suggestions for Making Blue Shield More Efficient and Accurate in Payment of

Claims

As might be expected, most of the contacts between the doctor and Blue Shield are handled

by mail. A piece of paper (called Doctor’s Service Report) goes to Blue Shield for determina-

tion of liability.

This piece of paper is meaningless unless information is shown thereon (either typed or

penned) that will be helpful to those doctors and others who extract information for sufficient

evidence to establish a case. You as a doctor performing the professional service, know all of

the details of the case, type of service, patient’s clinical history, etc., but the people in the Blue

Shield office possess no more than the information you have forwarded on the piece of paper.

You can be extremely helpful by providing:

1. Correct spelling of names

2. Latest group, code and certificate numbers

3. Legible doctor’s name (preferably typed)

4. Doctor’s code number on Doctor’s Service Report

5. Nomenclature as shown in Schedule, wherever possible

6. Complete information on accident cases, number of sutures, area involved, date of acci-

dent

7. Where services were rendered—home, office, hospital inpatient or outpatient

8. Date of admission to and discharge from hospital, for surgical cases as well as medical

9. Prompt submission of Doctor’s Service Report. Payment can then be expedited to all

doctors involved in the case

10.

Your total charge to the patient for services reported

By observing these ten points you can help make all work prompt and efficient. The pa-

tient will be better satisfied.

Every effort is being made to keep Blue Shield claim reporting simple. Plans are universally

commended on their simplicity of reporting. We in the Blue Shield office keenly realize our

need for continuing understanding, guidance and assistance from the sponsoring profession if

we are to fulfill faithfully our responsibility for conducting your Plan efficiently, ethically

and in the public interest.

You are of immeasurable assistance in maintaining these high standards. Thank you.
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THE JOURNAL BOOK SHELF

BOOKS RECEIVED
THE TREATMENT OF THE ALCOHOLIC, by Fritz Kant,
M.D. (Springfield, Illinois, Charles C Thomas, 1954. $3.50).

MANUAL OF PROCTOLOGY, by Emil Cranet, M.D. (Chi-
cago, The Year Book Publishers, Inc., 1954. $7.50).

PRACTICAL FLUID THERAPY IN PEDIATRICS, by Fon-
taine S. Hill, M.D. (Philadelphia, W. B. Saunders Co.,
1954. $6.00).

NEW AND NONOFFICIAL REMEDIES (ISSUED UNDER
THE DIRECTION AND SUPERVISION OF THE COUNCIL
ON PHARMACY AND CHEMISTRY—AMERICAN MED-
ICAL ASSOCIATION 1954. (Philadelphia, J. B. Lippincott
Co., 1954. $2.65).

FUNDAMENTALS OF ANESTHESIA, PREPARED UNDER
THE EDITORIAL DIRECTION OF THE CONSULTANT
COMMITTEE FOR REVISION OF FUNDAMENTALS OF
ANESTHESIA. A PUBLICATION OF THE COUNCIL ON
PHARMACY AND CHEMISTRY OF THE AMERICAN
MEDICAL ASSOCIATION. Third Edition. (Philadelphia.
W. B. Saunders Co., 1954. $6.00).

ANESTHESIA IN GENERAL PRACTICE, by Stuart C. Cullen,
M.D. (Chicago, The Year Book Publishers, Inc., 1954.
$5.00).

PERIPHERAL CIRCULATION IN MAN (A CIBA FOUN-
DATION SYMPOSIUM) Ed. by G. E. W. Wolstenholme

,

O.B.E., M.A., M.B.. B.Ch.. and Jessie S. Freeman, M.B.,
B.S., D.P.H. (Boston, Little Brown & Co., 1954. $6.00).

HEART DISEASE AND INDUSTRY, by Meyer Texon, M.D.
(New York, Grune & Stratton. 1954. $7.50).

ARTHRITIS AND RHEUMATISM, THE DISEASES AND
THEIR TREATMENT, by Charles L. Steinberg, M.D.. and
five collaborators. (New York, Springer, 1954. $10.00).

BOOK REVIEWS
Recent Advances in Cardiovascular Physiology and
Surgery (Minneapolis, University of Minnesota, 1954.

$1 .00 ).

This paper-bound pamphlet is reprinted from the

January, February and March, 1954, issues of Min-
nesota medicine. It represents the proceedings of a

symposium presented at the University of Minnesota
under the joint sponsorshop of that institution and of

the Minnesota Heart Association in September, 1953.

The list of authors reads like a who’s who in modern
cardiology and cardiovascular physiology.
Beginning with basic studies on the chemical and

molecular processes of heart-muscle contractility, the

discussion ranges through the mechanisms for regula-

tion of the circulation, measurements of pressure
and flow, and differential diagnosis of cardiac defects

by physiologic means, including catheterization, angi-

ocardiography, and indicator dilution curves. Follow-
ing these papers on fundamental mechanisms, the

symposium was devoted to recent advances in the

surgical treatment of heart disease. The leading in-

vestigative centers in Sweden, Germany and the
United States were represented among the authors on
the program.
So rapidly is progress being made in these various

fields, that textbooks are out of date almost before
they are printed. The publication of symposium pro-

ceedings such as this one is accordingly very much
worth while. To one who attended the Minneapolis
symposium, as did this reviewer, the printed pro-

ceedings fail to transmit the warmth and air of excite-

ment which pervaded some of these presentations.

The booklet is nevertheless very much worth read-

ing by anyone interested in this rapidly expanding
speciality .—Herman J. Smith, M.D.

1953-54 Year Book of Endocrinology (Chicago, Year
Book Publishers, Inc. $6.00).

Endocrinology has undergone a tremendous in-

crease in general appeal and interest since the in-

troduction of cortisone and corticotrophin. The practi-

tioner is hard pressed to keep abreast of the advance-

ments in this field, partly because the literature is

flooded with speculative articles that confuse us.

The Yearbook series acts as a clearing house of the

massive writing on this subject, enabling one to obtain

a concise knowledge of endocrine progress in a couple

evenings of reading. This issue follows the pattern of

all these books, presenting the subject in an orderly

fashion, one gland at a time, with correlating intro-

ductory remarks at the beginning of each chapter.

A study of this annual review is worth any phy-

sician’s time, especially that of one who is practicing

general medicine, internal medicine, pediatrics, or

gynecology .—Arthur G. Lueck, M.D.

Review of Physiological Chemistry, by Harold
A. Harper, Ph.D.; Fourth Edition (Los Altos, Calif.,

Lange Medical Publications, University Medical Pub-
lishers, 1953. $4.00).

Though the scope of biochemistry is enlarging as

rapidly today as many other fields of scientific en-

deavor, we practitioners hardly realize it in our pre-

occupation with daily concern for our patients. And
yet, biochemistry is the foundation of all body phenom-
ena, and we would do well to reacquaint ourselves

with its fundamentals.

The monograph here described is a succinct review
of the basic facts of biochemistry, pared of all the

trimmings of the usual text. It is directed to the

medical student, and to the intern or resident taking

his state or specialty boards. In it are many large

diagrams of the structure of various substances, and
of chemical processes and “cycles” occurring in the

body. Short descriptions, admirably outlined with im-

portant words strongly underlined, add to the in-

formativeness of the charts and tables which are

sprinkled profusely through the book.

The review, then, is excellently conceived and con-

tains nothing but “meat.” We must face the fact

that if we are to practice intelligent medicine, we
must have some knowledge of body structure and
function “beyond the microscope.”—Daniel A. Glom-
set, M.D.

Modern Clinical Psychiatry, by Arthur P. Noyes,

M.D., Fourth Edition (Philadelphia, W. B. Saunders
& Co., 1953. $7.00).

Dr. Arthur P. Noyes has been one of our outstand-

ing psychiatrists for many years, particularly in the

field of administrative psychiatry. The previous ed-

itions of his book have all been outstanding, and the

fourth edition lives up to the standards reached by
the previous editions.

In this edition, the author has attempted to place

increased emphasis on psychological influences and
motivation in the production of personality disorders,

and at the same time has kept in mind that disordered
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personality is the resultant of many complex and in-

neracting forces.

This is one of the better textbooks on basic psy-

chiatry. The first five chapters discuss psychiatry and
“the mind,” the development of dynamic psychiatry,

personality development, the mental mechanisms in-

volved and their functions, and finally, the cause and
nature of mental disorders. The next two chapters deal

with symptoms of mental disorders and the actual

examination of the patient. Chapters eight through
thirty-two deal with the recognized types of mental
disturbances, with complete descriptions of their symp-
tomatology and course. There is, in addition, a chapter

on drug addiction and a chapter on child psychiatry.

The last two chapters of the book are devoted to shock
and other physiotherapies, and to psychotherapy.

Dr. Noyes has attempted to bring out the various

concepts accepted in psychiatry at the present time

and to integrate them into the discussions of the

various types of illness. This is basically a textbook
and certainly would be valuable to all students and
of great interest to general practitioners who are in-

terested in learning something of the psychiatric dis-

orders without being confronted with a maze of

psychiatric terminology. The descriptions of illnesses

and explanations are simply written and very under-

standable. Diagnostic nomenclature used throughout
the text is that recently adapted by the American
Psychiatric Association to bring the individual disease

entities into accord with present concepts concerning
personality disturbance.

—

Herbert C. Merillat, M.D.

Fifty Years of Medicine, by Lord Horder (New York,

Philosophical Library Inc., 1954. $2.50)

.

This interesting monograph is an expanded version

of three Harden lectures delivered in December, 1952,

at the Royal Institute of Public Health and Hygiene,
London. The titles are: I. The Birth of Scientific Med-
icine; II. Medicine Enlarges Its Boundaries; and III.

The Present and the Future.
To a certain extent, the presentation is autobiograph-

ical and reflects the medical life of the author during
the past 50 years. The first lecture is concerned with
the remarkable evolution of medical thought at the

turn of the century, largely due to the advent of

bacteriology, the birth of clinical pathology, the ad-

vances in surgery, the study of endocrinology, with
the modern trend towards social (preventive) med-
icine, and psychosomatic medicine.

Under “Enlarged Boundaries” he refers to the

“nutritional factor” in many diseases, the extension
into physical medicine and rehabilitation, industrial

medicine, and the ancillary role of nursing in modern
medicine.

The third lecture, “The Present and the Future,”

discusses at some length the “New Diseases for the

Old” as well as the problems of an aging population.

The section on “Medicine and the State” will be in-

teresting reading for all American physicians, for it

presents the distinctive viewpoint of a man who has
served as chairman of the “Fellowship for Freedom in

Medicine” and championed the continued opposition to

the British National Health Service Act. At the close

is a brief discussion on eugenics and a prophetic
forecast of the future of medicine.
This rare volume will attract both doctor and lay-

man—the spirit of modern medicine as portrayed by
a distinguished English physician and medical states-

man.

—

W. L. Bierring, M.D.

Endemic Goiter, by John B. Stanbury, M.D., Gordon
L. Brownell, Ph.D., Douglas S. Riggs, M.D., Hector
Perinetti, M.D., Juan Itoiz, Ph.D., and Enrique
B. DelCastillo, M.D. (Cambridge, Mass., Harvard
University Press, June 4, 1954. $4.00).

This monograph presents a detailed account of a

thorough scientific study of goitrous individuals in an
iodine-deficient area in Argentina. The work was
carried out by an expedition from the Massachusetts
General Hospital, in Boston.

The team performed iodine uptake tests in the

patients and found that the iodine-deficient goiter

clears iodide from the blood more rapidly than does

the thyroid gland of a patient abundantly supplied

with iodine. The administration of dessicated thyroid

reduces the uptake, presumably by suppressing thy-

rotropic stimulation by the pituitary gland.

As a result of the studies, there seems little doubt
that iodine deficiency can cause endemic goiter. The
monograph makes interesting reading; the work was
conducted in a most scientific manner.

—

Arthur
G. Lueck, M.D.

The History of Medicine of Polk County, Iowa (Com-
memorating the centenary of the Polk County Med-
ical Society.) (Des Moines, Polk County Medical

Society, 1954. $4.00).

This volume is a compilation of a series of articles

previously published in the Bulletin of the Polk
County Medical Society, commemorating the centenary

of the organization. The committee which prepared
this history, headed by Dr. Walter L. Bierring, is to

be congratulated for its excellence. Certainly every

member of the Polk County Society will wish one of

these books for his library, and undoubtedly many
members of the State Society who practice outside of

Des Moines will want copies for the same purpose.

—

E. M. George, M.D.

General Practitioners in Organized Medicine

(Continued from page 397)

stand correctly and clearly why organized med-
icine reaches its decisions. On the other hand,

there have been numerous instances where the

considered opinion of a minority has finally

appealed to the majority. Right is right.

In the state there are large numbers of clear-

thinking, intelligent general practitioners who
should be taking an active part in medical organi-

zation decisions. The logical place to take this

active part is in the local medical society. This is

grass-roots from whence all decisions should

spring. The local medical society should receive

the support of every G.P. in the state, and the

opinions and problems of that group should then

be carried to the state organization and thence to

the AMA.
Offer your services to your county society. If

appointed to a committee, see that you help the

committee to the best of your ability. Only in that

way will organized medicine truly represent the

opinion of Iowa doctors and will its decisions be

freest from error.

You have a voice—why not use it?

You have a duty—why not perform it?



STATE DEPARTMENT OF HEALTH

COMMISSIONER

TICK SEASON AND HUMAN DISEASE

The tick season arrives in Iowa with the warm
sunny days of late April and early May and con-

tinues until the first frosts of early fall. Ticks are

of public health significance for at least a couple
of reasons. They may be carriers of diseases such
as Rocky Mountain Spotted Fever and Tularemia
to which people are susceptible. Also, tick bites

irritating enough in themselves as an aftermath

of a day’s outing in wooded areas, frequently be-

come infected with pus-forming organisms which
produce local abcesses.

The ticks found in Iowa 1,

2

are the common
American dog ticks (Dermacentor variabilis).

Sometimes they are called wood ticks because they

are usually found on grass, weeds, or shrubs along

paths and roadways through wooded or brushy
areas. Many ticks have been reported in some
areas of Iowa in recent years. The adult unfed
tick is brownish in color, about 3/16 inch in

length, somewhat pear shaped, and has four pairs

of legs. When the female is filled with blood it is

bluish grey in color and may be Vi inch long.

When a person comes in contact with tick in-

fested vegetation, the ticks crawl onto the person.

They cannot fly or jump. The tick attaches itself

to the skin of the host and begin to suck blood.

During this feeding process, an infected tick may
transmit the disease to the human host.

Dogs that run outdoors may become infested

with ticks and bring ticks into the home in this

way.

Although most ticks are harmless, it is wise to

treat each one as though it might be infected.

Usually an infected tick does not transmit the

germs of infection until it has been attached to the

person for several hours. This gives time to dis-

cover the tick and remove it before infection takes

place. The wearing of boots, leggings, or socks out-

side the trouser bottoms helps to prevent ticks

from becoming attached to the skin. Everyone

whose activities take him into tick-infested areas,

should examine himself two or three times a day.

1. Jordan, Carl F., Rocky Mountain Spotted Fever and Tick
Survey in Iowa. A.J.P.H. 28:1411 (December) 1938.

2. Cooley. R. A.. The Genera Dermacentor and Otocenter
(Ixodidae) in the United States. National Institute of Health
Bulletin No. 171. 1938.

Children playing out of doors where there are

ticks should be inspected twice a day from head
to toe. If these procedures are followed, ticks can

usually be located and removed before they cause

human disease. Keeping grass and other vegeta-

tion cut short along roadways and paths, and
about cabins and buildings close to wooded areas,

helps to keep down the tick population.

Do not crush a tick in removing it. A tick that

is engorged with blood is easily crushed and if

smeared on your skin, can infect you. Take it off

with tweezers or wear rubber gloves. Usually a

gentle steady pull is best. A previous application

of the still hot end of a burned match or a lighted

cigarette will cause the tick to withdraw its

hooked-lip and thereby facilitate the removal.

Ticks that have been removed should be destroyed

by burning. The tick bite should be painted with

iodine.

While the number of cases of Rocky Mountain
Spotted Fever and Tularemia in Iowa have been
very low in recent years, the fact that there are

some cases indicates there is a reservoir of infec-

tion in nature. Thus precautionary measures are

advisable.

Adult, male, common dog tick (wood tick) found in Iowa
(about five times natural size).
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MORBIDITY REPORT

Diseases
June
1954

May June
1954 1953

Most cases
from these counties

Diphtheria 0 0 0
Actinomycosis 2 Hamilton, Muscatine
Encephalitis 4 6 6 Linn 2. Scott 2

Scarlet Fever 125 177 38 Polk, Scott, Wapello
Typhoid Fever 1 1 2 Polk
Smallpox 0 0 0
Meases 2,627 3,520 1,620 Palo Alto, Pottawattamie,

Scott
Whooping Cough 26 22 9 Cerro Gordo. Des Moines,

Monona
Brucellosis 23 26 35 Benton, Clinton, Des

Moines 2 each; others
scattered. 1 to a county

Chickenpox 413 918 361 Dubuque, Linn, Scott,
Wapello

Clayton, Linn, Potta.,
Woodbury 1 each; Polk
3 cases

Meningococcus
Meningitis

7 6 1

Mumps 980 1.396 510 Polk, Pottawattamie,
Wapello

Poliomyelitis 26 5 21 Guthrie 2, Polk 4. Potta. 2,

Webster 3; others 1 to a
county: 3 Paralytic, 12
non-paralytic, 11 un-
specified

Psittacosis 7 0 0 Cerro Gordo 2, Mahaska 1,

Polk 1, Wapello 3
Infectious

Hepatitis
325 527 134 Buena Vista, Cerro Gordo,

Green, Sac
Rabies in Animals 35

Rocky Mountain

47 17 Cedar 3, Wright 4. others
2 or 1 to a county,
scattered

Spotted Fever 1 Des Moines County
Tuberculosis 46 102 ii For the state
Syphilis 104 165 176 For the state
Gonorrhea 47 74 59 For the state

ANTIBIOTIC PROPHYLAXIS IN CHRONIC
DISEASES

Respiratory infections frequently precipitate

heart failure in elderly patients. Congestive heart-

failure cases are similarly endangered. Thus, Mc-
Vay and associates at the University of Tennessee
undertook an investigation in an effort to discover

the practicality of long-term administration of a

chemotherapeutic agent in those sorts of patients.

They chose chlortetracycline (Lederle’s Aureo-
mycin) with the methyl and propyl esters of para-

hydroxybenzoic acid added—this latter ingredient

having the property of controlling overgrowth of

Candida albicans. The dose employed was 250

mg. of chlortetracycline twice a day—thirty min-

utes to one hour before breakfast and again two
hours after the evening meal. Controls were given

apparently identical placebo capsules.

In the category of chronic congestive heart

failure, 73 patients received chlortetracycline and
76 received the placebo, for an average period of

20 months. In the diabetes mellitus category, there

were 94 patients in the chlortetracycline group and
95 controls, with an average observation period of

19.5 months.

Results were significantly good in both cate-

gories, as indicated by a decrease in the frequency

of respiratory infections in the chlortetracycline-

treated patients. Among the diabetics, there were
reductions in the incidence of (1) respiratory in-

fections, (2) urinary infections, (3) positive cul-

tures obtained in random catheterized urine

specimens and (4) number of hospitalizations. In

both groups, more patients felt subjectively im-
proved as a result of taking chlortetracycline than
as a result of taking placebo. Side effects of the

drug were not a problem, and there were no toxic

effects upon bone marrow or liver function.

—g-p, vol. ix, no. 6 (June), 1954, p. 31.
(cf. am. j. med. sc., Nov., 1953, and
ann. int. med., Feb., 1954.)

VACCINE EVALUATION NEEDS DOCTOR'S
HELP

More than 600,000 children have completed three

inoculations, in the field test of the trial polio

vaccine developed by Dr. Jonas E. Salk of the

University of Pittsburgh. The emphasis now shifts

to the evaluation study under the direction of

Dr. Thomas Francis, Jr., University of Michigan
School of Public Health. The validity of the

evaluation is dependent upon data gathered on
poliomyelitis cases in the test groups, including

those children in the first three grades who did

not get vaccine.

In addition, data on cases among family mem-
bers of participating children are an integral part

of the study. Since the number of poliomyelitis

cases among the test groups may not be large,

it is essential that all cases are completely re-

ported. Early diagnosis, prompt reporting and
follow-up, and the securing of necessary epidem-

iological information and laboratory specimens are

important factors in the evaluation.

An outline of procedures and copies of neces-

sary forms have been sent to local and state health

authorities. It is important that physicians in areas

where vaccinations were not given, cooperate in

the study by notifying local or state health of-

ficers of cases occurring among children who par-

ticipated in the trials and then migrated to an-

other area and children who go to summer camps.

Local health officials also need information on

participating children who receive injections of

Gamma Globulin.

This phase of the study will depend, to a large

degree, on the wholehearted cooperation of prac-

ticing physicians.

Help your central office to

maintain an accurate mailing

list. Send your change of ad-

dress promptly to the Journal,

529-36th Street, Des Moines 12,

Iowa.
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THE IOWA SCHOOL FOR PRACTICAL

NURSING

1. When will the next class be admitted to the

Iowa School for Practical Nursing?
September, 1954.

2. Who will be eligible for admission?

Women and men over 18 years of age who are

interested in this field and have a liking for people
and have good health.

3. What other qualifications must I have?
a. If you are between 18 and 25, and have a high

school education.

b. If you are older than 25 years of age, and
have a tenth grade education.

4. How do I apply for admission?

a. Fill out both copies of the application form
and return both to the Registrar, State University

of Iowa, Iowa City, Iowa.

b. Also send to the Registrar, a copy of your
birth certificate. (Do not send your original birth

certificate; if you are enrolled it will not be re-

turned to you. Have a photostatic copy made or

obtain a certified copy of the record of your birth

from the clerk of the county in which you were
born.)

c. Write to your high school principal requesting

that a copy of your high school record be sent

to the Registrar at the State University of Iowa.

If you have attended college, a transcript of your
college work must also be sent.

5. Where will I live when I am enrolled?

In one of the University dormitories or other

approved housing facilities. You may also live in

your own home if you are a resident of Iowa City

or live near enough to commute to and from Iowa
City.

6. Is practical experience included in the course?
Yes. After the fourth week, the student begins

supervised practice in the University Hospitals.

After twelve weeks in the school, students are

assigned to twenty (20) hours of supervised

practice. In addition to this, she may also be em-
ployed twenty (20) hours per week. (See question
8 below.)

7. How much will the Practical Nurse course
cost?

FEES

1. First semester . .$37.50

Second semester . . 37.50

Third semester (Summer
session) . . 18.50

2. Uniforms . . 39.65

3. Books . . 12.00

4. Room and Board (for 11

months) 550.00 (approx.)

Note: Personal expenses are not included in the

above. First semester fees, uniforms and books
will be required at the beginning of the course.

Room and board is paid monthly in advance.

8. Will I have a chance to earn part of my ex-

penses while I am in School?

Yes. After the first twelve (12) weeks, your
schedule will include twenty (20) hours of prac-

tice and five (5) hours of classes. This will enable

you to be employed twenty (20) hours per week.
Employment, at the rate of $75.00 per month for

half-time work, will be available at the University

Hospitals. Other employment may be accepted

with approval of the faculty. A student will be

able to work eight months, and her earnings dur-

ing this time should cover the cost of room and
board.

9. Will I need to take pre-admission tests?

Yes. Because applicants for the School of Prac-

tical Nursing have varied educational back-

grounds, tests are necessary for selection and are

helpful in the guidance of the students. The ap-

plicant is tested in reading, arithmetic and prac-

tical judgment. The tests take approximately four

(4) hours and are given at the University. There

is no charge to the applicant.

10. Do I need to have a physical examination?

Yes. The physical examination will be given by

the Student Health Service of the University.

11. Do I need to come for a personal interview?

Yes. An appointment will be made for you on

a convenient date for you to come to Iowa City

for the interview, your pre-admission tests and

physical examination.

12. When should I apply?

Anytime.
13. Where is the School located?

Westlawn, Room S-202. The entrance is in the

south wing and is plainly marked.
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TARGETS—FOR TRAFFIC SAFETY

Vacation travel has long been an American
habit, and the American Automobile Association

tells us that a total of 66 million persons, traveling

in 22 million cars take automobile vacations dur-

ing the year. Vacation time is a time to rest and
relax, to forget worries—but not courtesy. Cour-
tesy is a highly practical addition to any motor
trip. It doesn’t cost a penny, and it actually can
prevent accidents.

TIPS FOR A SAFE TRIP

The motorist who is planning a vacation trip

can do a lot to insure the safety of the trip by
the way he plans. Planning for safety can be the

most important factor in making any trip com-
fortable and enjoyable for all.

Before the Take-Off, Plan for . . .

Getting the best possible performance out of

your car by having it completely checked.

Emergencies, by taking inventory of supplies

such as first aid kit, spare tire, flashlight, tool kit

for changing tires, maps, keys, identification, etc.

Sufficient time to take rest stops during the day
and allow for a good night’s sleep at night. Fatigue

and safe driving seldom go together.

Frequent stops to enjoy the scenery. Don’t try

to drive and look at interesting sights at the same
time. Pull off the road and stop—then look at the

scenery.

Changing traffic laws in the states you will drive

through. Learn the traffic regulations before you
enter a state.

Loading of your car with luggage and vacation

equipment so that the driver will have full, clear

vision on front, sides and rear.

Along the Way, Look Out for . . .

Children. Children play out of doors more dur-

ing vacation months.

Signs of Life. The five basic traffic sign shapes
have been adopted by most states and are easy

to recognize on sight. The shapes—octagonal, ob-

long, diamond, round and crossbuck. Know them
. . . obey them.

Heavy Traffic. Many highways in rural areas

have unusually heavy traffic during vacation time.

Be prepared. Watch for traffic jams in industrial

an as at the times work shifts are changing.

Regional Peculiarities. Level stretches of road,

appearing easy to drive, can encourage excessive

speeds and can also cause sleepiness. Mountain
driving sometimes causes drivers to hug the cen-

ter line too closely. Be prepared for narrow roads,

sharp turns, and narrow bridges. In some states,

livestock and wild game are permitted to be un-
fenced and wander on the highway. Drive cau-

tiously at night—animals can be blinded by head-
lights.

SUPPLEMENTARY SLOGANS

Vacation—A Peaceful Rest or Rest in Peace.

A Hand Out Is a Good Turn.
An Open Road Doesn’t Mean Open Up.
Move Over—Give Narrow Minds a Wide Road.
A Thinking Driver Doesn’t Drink—A Drinking

Driver Doesn’t Think.

TOGETHER WE PROGRESS

Highlights From the Address Presented by Mrs. Leo J

.

Schaefer, President Woman’s Auxiliary to the Amer-
ican Medical Association

This is the time of year that all county and state

auxiliaries are preparing their final reports to

present to their conventions, state and national.

The total efforts of 51 state and territorial auxili-

aries composed of more than 1,200 county aux-
iliaries, with a membership of more than 64,000

members will show a superb record of service in

the field of health education.

The National Auxiliary was organized 32 years

ago in St. Louis with Mrs. Samuel Clark Red of

Texas as the first president. Twenty-four women
from nine states were charter members. Emerson
once said, “An institution is the lengthened shad-

ow of one man.” The Woman’s Auxiliary of today
is truly the lengthened shadow of one woman,
Mrs. Red, and her early assistants.

It is apparent from your sessions here that you
are well informed concerning the regular program
of the auxiliary.

As auxiliary members we have a two-fold serv-

ice to render: 1. education of ourselves in sub-

jects relative to the medical profession and 2.

bringing this message of medicine to our home
communities through the organizations in which
we hold membership. All through the year we
have opportunities to assist with health programs
of national importance which are in the head-

lines today.

As the year 1954 progresses, take seriously the

message of the White House Conference on High-

way Safety. Isn’t it as important to save healthy

lives as saving diseased lives? Medical science has

added twenty years to the normal life span, dread

diseases—typhoid fever, small pox, diphtheria

and many others—have been brought under con-

trol and rarely exist, but still we do very little

about the unnecessary deaths on the highway,

38,000 in 1953, more deaths than in the Korean
War. Nation-wide public support at the community
level for using proven methods of safety must be

developed. An aroused public opinion and demand
for law enforcement is the only answer. When
public opinion at the community level demands
safety we will have it. With the summer months
approaching, add safety to your program, not

only highway safety but safety wherever the fam-

ily lives and vacations.
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This year of transition from a fighting war to

peace requires adjustment on the part of each

individual. A spirit of co-operation with our gov-

ernment must prevail and community selfishness

must be replaced with a willingness to make per-

sonal sacrifices for the good of our country. God
has blessed our country and expects every Amer-
ican to respect and protect these blessings. Do we
want to slip into the role of spectator at the big-

gest game, the game of life? Look around us on

all sides, look next door, down the street, around

the corner, and see the many opportunities await-

ing you as a leader in your community.
In conclusion, may I add—the auxiliary meeting

is your school, the Bulletin is your text-book and
today’s health magazine is your means of dis-

seminating authentic health information.

As we follow the progress of medicine with our

physician husbands, we know well the words of

the great French surgeon, Ambrose Pare, “the

light of a candle will not diminish no matter how
many come to light their torches hy it.” We can

each light our own candle and let it shine so that

the world may see it and prove to the world that

“Together We Progress.”

Ohio Medical Auxiliary News
June 1954

TOGETHER WE PROGRESS is the National

Theme for 1953-54, but are we progressing to-

gether? The correct answer to the following

questions would be yes.

Have you subscribed to Today’s Health and
Bulletin?

Are your dues paid?

Did you take an active part in your auxiliary?

Do you keep informed on Legislation?

Are you taking an active part in the Civil De-
fense Program?

Have you made a contribution or worked for

AMEF and Medical Benevolence projects?

Pennsylvania Keystone Formula, May, 1954.

HOW TO CURE DIS-EASE IN YOUR AUXILIARY

ACCENTUATE THE POSITIVE POLICY

1. Attend regularly—Consider the weather
(whatever it is) a challenge and GO. “An ounce
of loyalty is worth a pound of cleverness.”

2. Be on time. “It’s always later than you think!”

3. Stay throughout the meeting. Each member is

the Auxiliary.

4. Accept your responsibilities. If this means
committee work, attend the committee meetings.

“When you set yourself a task, finish it.”

5. Accept office. “He has the right to criticize

who has the heart to help.”

6. Criticism can be constructive. “I like to praise

and reward loudly, to blame quietly.”

7. When the chair asks your opinion, give it

then. After the meeting is often too late. “New
thought is new life.”

8. “No chain is stronger than its weakest link”

and the clique system is a weak system.

9. Pay dues promptly. “Money isn’t everything,

but it sure helps.”

10. Work diligently to procure new members.
Let them feel your loyalty, enthusiasm and dedi-

cation. “Every great and commanding movement
in the annals of the world is the triumph of en-

thusiasm.”

Little groups of women, working hand in hand,
Create a goodly power across our gracious land.

Massachusetts Baystater, April, 1954.

DOCTOR'S WIFE HAS HER OWN TEN
COMMANDMENTS

She must not know the meaning of the word
“jealous.”

She must never gossip.

She must run a cafeteria, serving meals at all

hours for her husband.
She must be—like Caesar’s wife—above reproach.
She must have self-reliance and self-control.

She must be able to think quickly and sanely in

emergencies.

She must be a diplomat, see all, hear all, say a lot,

yet say nothing.

She must learn to bear stoically and without com-
plaint, disappointments in her personal plans.

She must be a good mother and father, because
doctors are often too busy to discipline their

own children.

She must be a good “doctor” because doctors

never take time to doctor themselves.

—Author Unknown, Wichita Medical Bulletin.

SPEAKERS' BUREAU RADIO SCHEDULE

WOI—Thursday at 11:15 a.m.

“Train Up a Child”

August 5 “Persistent Bad Habits”

August 12 Your Child in School

August 19 . . Children as Members of the Family

August 26 Nutrition and Health

WSUI—Tuesday at 11:45 a.m.

“Time Out”

August 3 Medical Inventory

August 10 Accidents

August 17 First Aid

August 24 Getting Along With People

August 31 Restful Moments

Television broadcasts will be resumed in the fall
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COUNTY SOCIETIES

MEETINGS

Pottawattamie

The Pottawattamie County Medical Society en-

tertained members of the Auxiliary at dinner on
June 15 at the Elks Country Club, Lake Manawa.

Webster

Mr. James W. Fay, an Emmetsburg attorney,

was speaker at a dinner meeting for the members
of the Webster County Medical Society and their

wives, held at the Fort Dodge Country Club on

June 30.

DEATHS

Dr. Joseph II. Wolfe, 71, of Iowa City, died at

Mercy Hospital there on June 12.

Dr. Anthony P. Donohoe, 78, of Davenport, a

Life Member of the Iowa State Medical Society,

died at Mercy Hospital there, on June 12. He had
been ill for the past two years and had been re-

tired from practice for that length of time.

Dr. Corwin S. Cornell, 67, of Knoxville, a Life

Member of the Iowa State Medical Society, died

on June 12. Dr. Cornell, his grandfather and his

father practiced a total of 105 years in Knoxville.

Dr. Frederick H. Roost, 77, Sioux City eye,

ear, nose and throat specialist and a Life Member
of the Iowa State Medical Society, died on June 9

at his home. He had been ill for a considerable

time and had lived in retirement since 1949.

INSURANCE STUDY FAVORS MEDICAL
MANAGEMENT OF ULCERS

Of about 45,000 cases with a record of ulcers, 96

per cent of them men, those who had been med-
ically treated, without an operation and without

having had a hemorrhage, were found to have had
a relatively favorable mortality experience during

the 15 years covered. These figures constitute a

part of the findings arrived at by the Society

of Actuaries, after a study of mortality experience

among 725,000 life-insurance policyholders with

some known health impairment.

On the other hand, those with a history of

surgically treated ulcers had a materially higher

than average mortality experience, despite ad-

vances in surgical technique. Also, those un-

operated but with a history of hemorrhage ap-

peared to be somewhat poorer than average risks.

It was found that three fourths of the total

ulcer cases were duodenal.

CHEST SURGERY FILMS AVAILABLE

Two new 16mm films from Denmark, showing
in operative close-ups the use of an unusual plas-

tic sponge in lung-collapse therapy, are being

circulated without charge by Lakeside Labora-
tories, 1707 East North, Milwaukee 1. The first of

them, in color, shows the operative procedure in

actual cases and describes the theory, with an-

atomic diagrams. The other, in black and white,

deals with a series of case studies illustrated with
x-rays and tomograms.
The sponge, called Polystan Plombe, is made

of a special high-molecular polyethylene, and is

said to be inert, non-shrinking and permanent.
The manufacturers claim that it has dramatic pos-

sibilities even in advanced bilateral tuberculosis.

RHODE ISLAND'S CALEB FISKE PRIZE

The Trustees of what is considered America’s

oldest medical essay competition, the Caleb Fiske

Prize of the Rhode Island Medical Society, an-

nounce as the subject for this year’s dissertation

“Modern Developments in Anesthesia.” The dis-

sertation must be typewritten, double spaced, and
should not exceed 10,000 words. A cash prize of

$250 is offered.

For complete information regarding the regula-

tions write to the Secretary, Caleb Fiske Fund,
Rhode Island Medical Society, 106 Francis Street,

Providence 3, Rhode Island.

MORE "COFFEE BREAKS"?

How long should office hours last? The conven-

tional limit on attentiveness is three hours. Most
psychologists seem to agree that beyond three

hours sustained mental effort is impossible.

No one has yet made a study of the effects of

a long, unbroken office-hour period on the doctor.

Some bright graduate student of sociology or psy-

chology might earn a Ph.D. by moving in on the

doctor at hour intervals and recording his alert-

ness and judgment.

It might lead to a change in the mores: an
office-hour period ending definitely at the three-

hour level, with maybe an interim cup of coffee or

tea every hour.

A lot of fun has been poked at the “coffee

break” in business offices. But it may well be

something more than a concession to laziness. It

may be the pause that pays off in better subse-

quent performance.
medical economics, May, 1954, p32
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Use of Alidase® in Closed Wounds: Contusions,

Sprains, Dislocations, Simple Fractures

In traumatic surgery 1 where “definitive treatment . . .

is often delayed while the surgeon waits for nature to dispose of

hematoma and oedema
''1

Alidase is an efficient means 1,2

of accelerating dispersion of accumulated fluids.

Swenson'2 has described his highly successful results

with. Alidase in various types of closed wounds. He
summarized them as follows:

To remove local fluid accumulations in contusions or

bruises, “The usual dose, 500 viscosity units Alidase®

mixed in a small amount of normal saline, is injected

into the localized fluid. Mixing the hyaluronidase in

1 per cent procaine solution will also produce local

vasodilatation, relief of local pain and more rapid

absorption of the fluid mass. This method can also

be applied to traumatized bursae or synovial spaces

which do not respond to repeated aspirations.”

The point of maximal pain is infiltrated with 10 cc.

of a 1 per cent procaine solution to which 500 vis-

cosity units of Alidase have been added. With this

simple technic, a high percentage of successful results

has been obtained.

Alidase may be used to advantage to produce more

rapidly a short-acting, complete block anesthesia and

to facilitate reduction in subluxation or complete dis-

locations of the interphalangeal joints. When anes-

thesia is required for fracture reduction, local block

anesthesia can be simplified by adding Alidase to the

anesthetic solution. Alidase also tends to decrease

local edema and hematoma formation.

Fluidsadministered with Alidaseare rapidly absorbed

from subcutaneous tissue. The simplicity of hypoder-

moclysis avoids the cumbersome arm board, permits

convenient administration with little or no pain or

swelling, is vein-sparing and saves nursing time in

such conditions as burns, postoperative states, tox-

emias and parenteral alimentation.

Alidase (brand of hyaluronidase) is supplied in

serum-type ampuls of 500 viscosity units. It is ac-

cepted by the Council on Pharmacy and Chemistry

of the American Medical Association. G. D. Searle

& Co., Research in the Service of Medicine.

1. MacAusland, W. R., Jr.; Gartland, J. J., and Hallock, H.

:

The Use of Hyaluronidase in Orthopaedic Surgery, J. Bone &
Joint Surg. 35-4 :604 (July) 1953.

2. Swenson, S. A., Jr. : Minor Surgical Aspects of Closed Wounds,
Am. J. Surg. 57:384 (March) 1954.
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Cook County Graduate School of Medicine
Intensive Postgraduate Courses

STARTING DATES
SURGERY—Surgical Technic, Two Weeks, September

13, September 27
Surgical Technic, Surgical Anatomy & Clinical Sur-

gery, Four Weeks, October 11

Surgical Anatomy & Clinical Survey, Two Weeks,
August 23, October 25

Surgery of Colon & Rectum, One Week, September
13

Basic Principles in General Surgery, Two Weeks,
September 20

Breast & Thyroid Surgery, One Week, October 25
Thoracic Surgery, One Week, October 11

Esophageal Surgery, One Week, October 4

General Surgery, Two Weeks, October 4; One Week,
October 4

Gallbladder Surgery, Ten Hours, October 25
Fractures & Traumatic Surgery, Two Weeks, Octo-

ber 25
GYNECOLOGY—Office & Operative Gynecology, Two

Weeks, September 20 i

Vaginal Approach to Pelvic Surgery, One Week,
September 13

OBSTETRICS—General & Surgical Obstetrics, Two
Weeks, October 4

MEDICINE—Two-Week Course, September 27
Electrocardiography & Heart Disease, Two Weeks,
October 11

Gastroenterology, Two Weeks, October 25
Gastroscopy, One Week. September 13

RADIOLOGY—Diagnostic Course, Two Weeks, Octo-
ber 4

Clinical Uses of Radio Isotopes, Two Weeks, Octo-
ber 4

PEDIATRICS—Clinical Course, Two Weeks, by ap-
pointment

Congenital & Rheumatic Heart Disease in Infants &
Children. One Week, October 11 and October 18
Two Weeks, October 11

UROLOGY—Two-Week Urology Course, September 20
Ten-Day Practical Course in Cystoscopy every two
weeks

Teaching Faculty—Attending Staff of Cook Co. Hospital

Address: Registrar, 707 South Wood St., Chicago 12, 111.

Use the Want Ad
Section of Your

JOURNAL
Advertising FREE to members

and wives of deceased

members

Address

JOURNAL OF THE IOWA

STATE MEDICAL SOCIETY

529-36th Street

Des Moines 12, Iowa

The Month in Washington

Washington, D. C.—During the next three years
the federal government expects to help finance the
construction of thousands of new medical and
dental facilities—diagnostic-treatment clinics, vo-
cational rehabilitation centers, nursing homes, and
chronic-disease hospitals. Only three strings are
attached: the facilities must be non-profit, they
must be under medical or dental supervision, and
local communities must raise part of the cost.

Legislation establishing the new program was
enacted just as Congress plunged into its ad-
journment rush, and before it had come to final

decisions on reinsurance and other major con-
troversial bills in the health field.

The new operation was authorized by amend-
ing the Hill-Burton Act (passed in 1946 to assist

hospitals) to permit grants to units that do not
qualify as hospitals. Under the original Hill-Bur-

ton law, grants could be made to rehabilitation

centers and diagnostic-treatment clinics only if

they were attached to hospitals. Grants could also

be made to chronic-disease hospitals. The new law
authorizes help to centers and clinics operating

on their own, a provision which the Public Health
Service expects will be of particular assistance

to smaller communities. It also offers aid to nurs-

ing homes, which previously were not covered.

In the case of chronic-disease hospitals, it is ex-

plained that the law offers two new inducements
for construction: 1. Money is allocated to the state

and earmarked for this particular type of hospital.

2. The federal government will be able to pay
59 per cent or more in all cases, whereas under
the old law its share was as low as one-third in

some of the higher-income states.

Grants to clinics, centers, and nursing homes
will have to wait on state surveys to determine

priorities, according to U. S. hospital officials.

However, if local sponsors take the initiative,

grants can be processed immediately for chronic-

disease hospitals, as earlier Hill-Burton surveys

have established their priorities. Failure of com-

munities to construct chronic-disease hospitals was
one of the disappointments of the first Hill-Burton

program.

The first year’s appropriation will be $37.4 mil-

lion, increasing over the next three years until

the total authorization of $182 million has been

reached. The new projects in no way interfere

with the regular Hill-Burton grants for construc-

tion of hospitals, for which $75 million is available

this year.

The final flurry over the reinsurance bill was

preceded by a concerted drive by the administra-

tion. The President himself interceded with in-

surance company officials, and Secretary Hobby
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients
Shock Therapy Hydrotherapy

Occupational Therapy

COMPETENT STAFF

THE
E L E Y Treating alcoholism and other problems of addiction.

REGISTERED BY THE AMERICAN MEDICAL ASSOCIATION-
MEMBER AMERICAN HOSPITAL ASSOCIATION.

Buy U. S. Savings Bonds

SAINT BERNARD S HOSPITAL
Council Bluffs, Iowa

Established 1887 Capacity 200 beds

Under the Supervision of the Sisters of Mercy

An Institution for the Study and Treatment

of Nervous and Mental Disorders.

Conditioned Reflex and Antabuse Therapy

for Alcoholism

Affiliated With Creighton University

WILLIAM E. ASH, M.D., Medical Director

JAMES D. MAHONEY, M.D., Associate Director RICHARD B. LEANDER, M.D.
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agreed to amendments in an effort to satisfy the

state insurance commissioners. The commission-

ers, who would have an important role in admin-

istering the reinsurance program, at first had
flatly opposed it. President Walter B. Martin and

other AMA officials were called in for a discus-

sion of reinsurance at the Department of Health,

Education, and Welfare, and later Sherman Ad-
ams, assistant to the President, also invited Dr.

Martin to a White House meeting on the same
subject.

As expected, bills for a new program of medical

care of military dependents were left stranded

when adjournment time approached. Before he in-

troduced his bill on the subject, Chairman Dewey
Short of the House Armed Services Committee
insisted that Defense Department estimate first

year’s additional cost of the program. The estimate

was $67 million.

The military scholarships bill met the same fate

—too much time taken up in drafting a version

that would satisfy all executive departments.

Under this plan the Defense Department would
grant tuition-and-maintenance scholarships to

medical and dental students, in exchange for

pledges to spend one year in military service for

every subsidized year of training. Both bills are

certain to reappear next session.

For the current fiscal year, the Department
of Health, Education, and Welfare has available

$1,663,413,761. The appropriation bill is $10,904,500

more than the administration requested, but is

less than last year’s budget of $1,927,432,261 (the

decline explained by decreased public assistance

grants to states). Public Health Service has

$228,060,000 for its regular programs.

G-l BILL SERVED GOOD USES

On June 22, 1954, the tenth anniversary of the

G-I Bill, the Veterans Administration issued a

highly interesting summary of the uses to which
ex-servicemen put the money to which they were
entitled.

One out of every five men and women who
served in World War II obtained a V-A guaranteed

and insured loan. The totals were 3,600,000 vet-

erans and $23,500,000,000. Home loans accounted

for 90 per cent of that amount, farm loans and
budding loans totaling no more than three-quarters

of a billion dollars together. The homes they

bought or built were neither cracker-boxes nor

mansions. Sixty per cent paid between $10,000 and
$15,000 each for their houses; 30 per cent paid less

than $10,000 apiece; and 10 per cent paid over

$15,000.

To date, the V-A reports that $3,000,000,000

—

about one eighth—of the loans have been repaid in

full, and the defaulters have numbered 32,000, or

less than one per cent.

More than half of the men and women who
served in World War II—7,800,000 of them—re-

ceived education or job training during the past

decade at government expense under the G-I
Bill. Of the total, 3,500,000 went to schools below
college level; 2,200,000 attended colleges and uni-

versities; and 2,100,000 got various sorts of on-the-

job training.

The V-A points out that the increased incomes
which G-I Bill educations enabled ex-servicemen
to attain are making it possible for the government
to collect a billion dollars in income tax annually

that wouldn’t have been available if the veterans,

or the bulk of them, had remained comparatively
uneducated. Thus, it claims that the G-I Bill will

have paid for itself within the next fifteen years.

Nearly 9,000,000 veterans drew $3,800,000,000 in

unemployment, self-employment and readjustment

allowances under the G-I Bill. The average in-

dividual was in that part of the program for 19

weeks, and only 900,000—ten per cent of the total

—exhausted their full rights to that benefit.

EXCHANGE SCHOLARSHIPS IN PLASTIC
SURGERY

The Foundation of the American Society of

Plastic and Reconstructive Surgery, Inc., 30 Cen-

tral Park So., New York City 19, is now starting

upon its sixth year of arranging and sponsoring

three-month exchange scholarships between cen-

ters for plastic surgery in various parts of the

world. On the basis of a contest, the Foundation

awards two scholarships annually, and, in addition,

makes arrangements under which experienced

plastic surgeons other than contest winners can

receive full maintenance at the hospitals where
they wish to study. The number of plastic centers

available to the scholarship pool has more than

doubled since last year. It now includes 25 in the

United States and Canada; 2 in Argentina; 1 in

Mexico; 7 in the British Isles; 1 in Holland; 3

in Sweden; and 5 in France.

The scheme is said to be attracting the atten-

tion of other societies and colleges that are in-

terested in promoting worldwide cooperation and

in making study in America possible for officially-

endorsed foreigners who could not otherwise af-

ford to come here.

ADDENDA TO ROSTER

In the Roster of Members of the Iowa State

Medical Society published in the July issue of the

journal, the following were inadvertently omit-

ted:

Milford D. Hayden, Marcus

Alfred K. Meyer, Clinton
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DOCTOR, WHEN YOUR PATIENTS ASK...

“Which Cigarette

Shall I Choose?”

...REMEMBER THAT NEW VICEROY GIVES SMOKERS

DOUBLE THE FILTERING ACTION!

1
NEW AMAZING FILTER OF ESTRON MATERIAL

• This new-type filter, of non-mineral, cellulose-

acetate, Estron material, exclusive with Viceroy Ciga-

rettes, represents the latest development in 20 years

of Brown & Williamson filter research. Each filter con-

tains 20,000 tiny filter elements that give efficient filter-

ing action; yet smoke is drawn through easily, and flavor

is not affected.

2 PLUS KING-SIZE LENGTH
• The smoke is also filtered through Viceroy’s extra

length of rich, costly tobaccos. Thus Viceroy actually

gives smokers double the filtering action ... to double

the pleasure and contentment of tobacco at its best!

ONLY A PENNY OR TWO MORE
THAN CIGARETTES WITHOUT FILTERS

Filter TipyiCEROY
OUTSELLS ALL OTHER FILTER TIP CIGARETTES COMBINED
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Something NEW

is Cooking PERSONALS

MORE INSURANCE NOIN AVAILABLE

tfek! HOW THESE AMOUNTS

WOULD HELP IN PAYING ESTATE TAXES IN

CASE YOU ARE ACCIDENTALLY KILLED . .

.

SPECIFIC BENEFITS also for loss of sight,
LIMB OR LIMBS FROM ACCIDENTAL INJURY

HOSPITAL INSURANCE also for our members
and their families

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years OId

Physician» Casualty & Health Ass'ns.

Omaha 2, Nebraska

Dr. Peter Jerome, who for the past year has
been a staff member at the V-A Hospital in Iowa
City, has associated himself with Drs. P. M. Jes-

sup and Robert Asthalter, at Muscatine. Dr. Jer-

ome is a native of Austria and a 1947 graduate of

the University of Heidelberg, in Germany. In this

country he has completed five years of postgrad-

uate study toward certification by the specialty

board in internal medicine, serving internships

and residencies at Yonkers General Hospital and
Vassar Hospital, in New York, Montana Deaconess
Hospital, in Great Falls, and at the Veterans Ad-
ministration installations at Richmond, Virginia,

and Iowa City. He recently become a citizen of the

United States.

On July 16, the former Mary Louise Thompson,
D.D.S., and Glenn M. Skallerup, M.D., were mar-
ried at Red Oak, where Dr. Skallerup is engaged
in the practice of surgery.

Dr. Piet Frans Von Bemmel has become an as-

sistant professor of medicine at S.U.I. and phy-

sician at the Student Health Service there. A 1926

graduate of the medical school at the University

of Leiden, in Holland, Dr. Von Bemmel sub-

sequently was awarded the D.Sc. degree there and
engaged in private practice at The Hague. Since

then he has been a public health officer for the

Netherlands government and a medical consultant

for the Standard Oil Company of New York, in

the East Indies.

Dr. Kenneth M. Coyne gave up his practice in

Burlington on June 26 to accept a 3-year residency

in obstetrics and gynecology at the Hurley Hos-

pital, in Flint, Michigan. Dr. Coyne is undecided

as to whether he will return to Iowa afterward.

Dr. James E. Reeder, Sr., of Sioux City, has

been appointed a member of the State Board of

Health, to fill the vacancy caused by the death of

Dr. Prince E. Sawyer. His interim appointment

will terminate on January 1, 1955. Dr. J. W. Bill-

ingsley, of Newton, was appointed to a five-year

term, on the Board of Medical Examiners, suc-

ceeding Dr. M. A. Royal, of Des Moines.

Dr. L. A. Baldwin, who has practiced medicine

for the past 45 years at Riverton, celebrated the

fiftieth anniversary of his entry into the profession
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on June 11. Dr. Baldwin graduated from Rush
Medical College, now a part of the University of

Chicago, in 1904. He intends continuing with his

work.

Dr. Mary Ann Croker, of Manchester, who
had no opposition on either ticket in the June
primary election, is assured of becoming coroner
of Delaware County. Dr. Croker is a 1952 grad-

uate of the College of Medicine at S.U.I., interned
at Broadlawns Polk County Hospital, in Des
Moines, and has practiced at Manchester only
since last November.

During June, Dr. George Robinson, of Hudson,
took his oral examination, the final step in quali-

fying for board certification in anesthesiology.

Drs. Walter V. Campbell, Joseph Lederman and
Kenneth M. Lemon, have secured articles of in-

corporation for a firm that is to construct and
own a clinic building adjoining Mercy Hospital,
in Oskaloosa.

Dr. R. R. Goad, of Muscatine, attended the Pan
American Association of Ophthalmology meeting
at Sao Paulo, Brazil, June 11-17. While in South
America, he toured several countries on both the
east and west coasts.

Dr. T. J. Glasscock attended the 50-year reunion
meeting of his graduating class at the University

of Kentucky, in Louisville, in June. He has prac-

ticed 23 years at Hawarden.

On June 4, Dr. Lucien E. Morris left S.U.I.,

where he had been associate professor of anesthe-

siology, to become professor and head of the

anesthesiology department at the new college of

medicine at the University of Washington, in

Seattle. Dr. Morris has taught at Iowa City since

1949, and distinguished himself by, among other
things, developing a new type of ether vaporizer
and constructing an overhead boom that elimi-

nates the tangling of high-pressure gas tubing on
the floors of operating rooms.

Dr. John Baker, who has been associated with
the Drs. Kersten at Ft. Dodge, took over the

practice of Dr. P. W. Sorenson at Cedar Falls, on
July 1. Dr. Sorenson is henceforth to practice

in California.

His friends and patients in the Auburn com-
munity and in Lake City have financed the re-

decorating and refurnishing of a room at the
McVay Memorial Hospital in memory of the late

Dr. F. W. Hobart.

amtl benwi

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE telephone victor 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00
30-105—Blood Grouping Serum (Set Anti-A and Anti-B),

5 cc. of each Set 4.50
35-605—Anti-A, B (Group O) Blood Grouping Serum,

5 cc Each 2.50
32-102—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 2 cc Each 3.25
32-105—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100—Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

The Neurological Hospital

2625 West Paseo

Kansas City# Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

Dr. Leo Timp, a graduate of the college of med-
icine at Marquette University who interned at

Iowa Methodist Hospital, in Des Moines, has joined

Dr. C. A. Heise, Jr. in the practice of medicine at

Jewell.

Dr. Robert J. Smith, a 1953 graduate of the

S.U.I. College of Medicine, has entered practice

as an associate of Dr. T. E. Blong, at Stacyville.

He interned this past year at Broadlawns Polk
County Hospital, in Des Moines.

Dr. R. L. Bartley, who for the past four and a

half years has practiced at Sully, is now associated

with Drs. L. E. Jensen and H. K. Merselis, at Au-
dubon.

After a year in Ottumwa, Dr. Don N. Orelup has

moved his practice to Albia.

Dr. Kenneth M. Keane opened an office for the

practice of orthopedics in Sioux City on July 1.

He recently completed a residency in his specialty

at Kosair’s Crippled Children’s Hospital and the

Veterans Administration Hospital, in Louisville.

Dr. William J. Barbour, a 1947 graduate of the

S.U.I. College of Medicine, has located in Shell

Rock. Following internships and residencies at

Seattle Lutheran Hospital, S.U.I. and Hines Vet-

erans Hospital, Chicago, he has served a two-year

tour of military duty, and has been a staff mem-
ber in a clinic at Paxton, Illinois for two years.

The McFarland Clinic, in Ames, has announced
the association of Dr. John R. Doran, a specialist

in obstetrics and gynecology. A 1950 graduate of

the S.U.I. College of Medicine, Dr. Doran interned

at St. Joseph’s Hospital, Duluth, and has just com-
pleted a three-year residency in his specialty at

his alma mater.

Skill and Care!
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orthopedic appliances.
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Two additional honors have been conferred

upon Dr. Arthur Steindler. of Iowa City. He went
to Europe to accept an honorary fellowship in the

Royal College of Surgeons, but while there he

has also been made an honorary fellow of the

Royal College of Medicine, and, in Paris, an hon-

orary member of the Orthopedic Society of France.

On July 1, Dr. N. L. Krueger, a physician in

Stuart for the past three years, closed his office

to accept a residency in pathology at St. Mary’s
Hospital, Duluth.

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.
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LONG BEFORE HOT FLUSHES APPEAR . . .

Patients presenting such classic menopausal symptoms as hot flushes cause little

diagnostic difficulty. However, throughout the period of declining ovarian function

which may begin long before hot flushes appear, many women complain of distressing

symptoms which though less clearly defined are actually due to estrogen deficiency.

For example, insomnia, headache, easy fatigability, and symptoms affecting the

bones, joints, and the skin may not be readily identified as due to estrogen deficiency

because they may occur years before, or even years after cessation of menstruation.

Investigators
1,2 have found that as the body attempts to adjust itself to declin-

ing estrogen production, a number of symptoms may appear which call for the prompt

institution of estrogen replacement therapy. These symptoms may be nervous, cir-

culatory, arthralgic, or dermatologic in character because the loss of ovarian hormone

“withdraws one of the most important metabolic regulators of the organism” 5 and

affects many body functions. If such metabolic imbalance or deficiency is evidenced,

the administration of estrogen is clearly indicated.

“PREMARIN” presents the complete equine estrogen-complex as it naturally

occurs. “Premarin” not only produces prompt symptomatic relief, but it also imparts

a gratifying and distinctive “sense of well-being.” It has no odor . . . imparts no

odor.

Estrogenic substances (water-soluble) ,
also known as conjugated estrogens (equine)

.

Available in both tablet and liquid form.

1. Werner, A.: Acta endocrinol. 75.87, 195 3.

2. Malleson, J. : Lancet 2: 1 58 ( July 2 5 ) 195 3.

3. Goldzieher, M. A., and Goldzieher, J. W. : Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 195 3, p. 2 3.

NEW YORK, N. Y. • MONTREAL, CANADA

5405
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FORTWATOE;InPIAJUAv

Dr. J. D. Lyon opened an office for the practice

of medicine and surgery in McGregor on July 1.

Following his graduation from the University of

Minnesota Medical School in 1939 and an intern-

ship at the Minneapolis General Hospital, he put
in nine years of military service, interrupted by
a postgraduate course at Harvard Medical School

and four years of private practice at Seattle.

PROFESSIONAL PROTECTION
EXCLUSIVELY
SINCE 1899

Dr. C. N. Hyatt has moved his practice from
Humeston to Corydon, where an office building

has recently been built for him.

DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

Dr. James R. Paul has joined Dr. Gerald

R. Rausch in the practice of neurology and psy-

chiatry at Sioux City. Dr. Paul is a graduate of

the University of Nebraska College of Medicine

(1942), and after his internship served in the

Air Force. He took his psychiatric training at

Barnes Hospital and comes to Sioux City from
Lincoln, Nebraska.

Dr. E. A. Rust, of Webb, attended the June
meeting of alumni at the Jefferson Medical Col-

lege, Philadelphia, where he received his medical

degree just 50 years ago.

THE NORBURY
SANATORIUM
Established 1 901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician

HENRY A. DOLLEAR, M.D.. Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

Dr. James Dunn, of Davenport and Clinton, a

Life Member of the Iowa State Medical Society,

was one of the physicians honored at the gradua-

tion exercises of the University of Chicago’s Rush
Medical College. It was the fiftieth anniversary

of the granting of his degree.

At a recent meeting of the Iowa Association of

Pathologists, Dr. F. C. Coleman, of Des Moines
was named president of the organization; Dr. Ray
Phelps, of Ottumwa, was made vice-president;

and Dr. Richard F. Birge, of Des Moines, was
made secretary-treasurer.

Dr. Pierre J. Pichot, clinical professor of psy-

chiatry at the University of Paris, addressed the

staff of the VA Hospital in Knoxville, June 23, on

“Language Disturbances in Cerebral Dysfunc-

tion.”

Following his return from an 18-month tour of

duty in Japan, Korea and San Diego, Calif., as

commanding officer of a naval surgical team, Dr.

Richard E. Paul opened a surgical practice at 805

Bankers Trust Building, Des Moines, on July 1.

A 1944 graduate of the College of Medicine at

S.U.I., Dr. Paul was first a resident in surgery

and afterward, for three years, a staff member
at the Des Moines VA Hospital. He is a diplomate
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of the American Board of Surgery and a member
of the American College of Surgeons.

Dr. R. M. Minkel has moved from Fort Dodge
to Lead, South Dakota, where he will serve on
the staff of the Homestake Hospital.

June 10 was the fiftieth anniversary of Dr. F. R.

North’s graduation from Keokuk Medical College.

He has practiced at Winfield during 32 of the years
since 1904.

ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of July 10, 1954

Ackerman, J. H., Clarksville

(Baltimore, Maryland), Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames
Bogle, W. C., Marion

(Minneapolis, Minnesota) Lt., U.S.N.R.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Cline, H. L., Iowa City
(Riverside, Calif.) A.U.S.

Daut, R. V., Davenport
(Westover Field, Massachusetts) ....Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City

(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(Manhattan, Kans.) Capt., A.U.S.

Frys, Russell N., Iowa City

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Geist, James H., Iowa City

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Goose Bay, Labrador) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck
(U.S.A.H., Ft. Riley, Kansas)

Hickman, D. M., Indianola
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Isham, R. B., Osage U.S.N.R.

Iwen, G. W., Iowa City

(Wabeno, Wise.)

Jenkins, H. F., Ogden
(Randolph A.F.B., Texas) U.S.A.F.
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Johnson, A. A., Jr., Council Bluffs
(Fort Worth, Texas) Capt., U.S.A.F.

Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Kelly A.F.B., San Antonio, Texas) Capt., U.S.A.F.

Knouf, Clare E., Lake City
(519 SW 3rd Ave., Portland, Ore.) ....Lt., U.S.N.R.

Koptik, George Jr., Garwin
Kruse, R. H., Conrad

(Pearl Harbor, T. H.) Lt., U.S.N.R.
Kuehn, W. G., Clarinda

(A.P.O. San Francisco, Calif.) Lt., U.S.N.R.
Kuehnle, G. R., Dubuque

(Baton Rouge, La.)
Kurth, R. J., Waterloo

(Minneapolis, Minn.) Capt., U.S.A.F.
Larson, Erling, Jr., Des Moines

(Indianapolis, Indiana) Lt., U.S.N.R.
Lawler, Matthew P., Des Moines

(Corona, California) U.S.N.
Lee, R. W., Burlington
Martins, J. K., Waterloo

(Bayonne, N. J.) Lt., U.S.N.R.
Maxwell, J. R., Iowa City
(Camp Stoneman, California) 1st. Lt., A.U.S.

Middleton, W. H., Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(Topeka. Kan.) 1st Lt., U.S.A.F.

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Powers, George H„ Shenandoah
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Puntenney, A. W., Boone
(Portsmouth. Va.) Lt., U.S.N.R.

Reading, Donald, Iowa City
(U.S. Army Examining Station, Des Moines)

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,
Seattle)

Saunders, R. J., Colfax
(Detroit, Michigan) 1st. Lt., U.S.A.F.

Shaffer, F. J., Iowa City Col., U.S.A.F.
Shuldberg, Arthur, Des Moines

(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.
Sinton, D. W., Iowa City

(Colorado Springs, Colorado) A.U.S.
Smith, C. B., Iowa City
(Bowling Green, Ky.) Capt., A.U.S.

Spohnheimer, L. N., Donnellson
(Mountain Home AFB, Idaho) 1st Lt., USAF

Stivers, T. W., Des Moines
(Hutchinson, Kansas) Lt. (jg) U.S.N.R.

Sugioka, Kenneth, Iowa City
(Long Island, N. Y.) A.U.S.

Theilen, E. O., Iowa City
(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames

(Camp Breckinridge, Kentucky) .... Capt., A.U.S.
Thornton, F. E., Des Moines

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) 1st. Lt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M., Boone
(Bryan A.F.B., Texas) 1st Lt., U.S.A.F.

Walker, J. R., Waterloo
(Bethesda, Maryland) Lt., U.S.N.R.

Walston, J. H., Graettinger
(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.

Wilson, Robert G., Missouri Valley
(San Antonio, Texas) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Young, R. A., Clarion
(Ft. Sam Houston, Tex.) Capt., A.U.S.

Zeilenga, R. H., Orange City
(Madison, Wise.) 1st. Lt., U.S.A.F.

Zoekler, Samuel J., Des Moines
(Ft. Sam Houston, Texas) Capt., A.U.S.

AMA CHECKS ON "STRIKE IT RICH-
APPLICANTS

For a long time many members of the medical

profession have questioned the heartbreak stories

of people appearing on the “Strike It Rich” tele-

vision show—stories that have left the viewing

audience with the impression that financial assist-

ance was needed in paying for the high cost of

medical care.

Following the AMA’s protest regarding the

misapprehension that the program was fostering,

the producer gave the organization an opportunity

to check two cases. In one of them, an appeal

had been made on the basis that repeated illnesses

had accumulated a total medical bill of around

$6,000. On investigation, it developed that the

family was covered by Blue Cross and had used

its service on many occasions. The doctor who
served the family reported that he had discussed

fees with the parents and that they were perfectly

willing to assume responsibility for the medical

care involved. Social service workers and various

hospitals reported that the patient had never

lacked medical care for financial reasons.

The second case involved a boy, 16, who had
been blind since birth. He had requested the privi-

lege of appearing on the program in order to

obtain funds to finance a comprehensive examina-
tion of his infirmity. The AMA investigation re-

vealed that he had had repeated examinations by
the chief of ophthalmology at one of the medical

colleges and had, for a number of years, been at-

tending a state school for the blind.

In both of these cases the investigations revealed

that the individual had been adequately cared for

at the community and state levels. This informa-

tion was made available to the producer of the

show, and both individuals were considered ineli-

gible to participate in the program.
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Certain Lesions of the Adrenal

Glands of Surgical Interest

JAMES T. PRIESTLEY, M.D.*

ROCHESTER, MINNESOTA

Few if any structures of comparable size play

a more important part in the regulation of normal
physiologic processes and certain pathologic states

in the human body than do the adrenal glands.

This fact is partly explained by the dual embry-
ologic origin of these glands. The cortex, which is

of mesodermal origin, arises from cells which are

in close proximity with the primitive sex gland. As
one might expect, therefore, two important prod-

ucts of cortical secretion are androgens and estro-

gens. In addition, the adrenal cortex produces
many other steroids, which help to regulate the

metabolism of protein, fat and carbohydrate, as

well as the retention of salt and water. In con-

trast, the medulla is derived from ectodermal tis-

sue located near the site of origin of the sympa-
thetic ganglion cells. The most important known
secretions of the medulla are epinephrine and
norepinephrine, both of which, in ordinary
amounts, increase the systolic blood pressure.

Various abnormal states may be produced by
abnormal function of the adrenal glands. Some of

these can be recognized with considerable cer-

tainty at the present time, and it seems probable
that more of them will be recognized in the future.

Hypofunction of the adrenal cortices, which may
result in Addison’s disease, has long been recog-

nized by the internist. Fortunately, since the dis-

covery of cortisone this disease can now be treated

more effectively than in former years. The surgeon
is concerned primarily with hyperfunction of the

adrenal glands, which may be caused either by
hyperplasia of the cortex or by a functioning

* From the Section of Surgery, Mayo Clinic and Mayo
Foundation. The Mayo Foundation is a part of the Grad-
uate School of the University of Minnesota.

tumor of either the cortex or medulla. He must be
familiar, of course, with the prevention and treat-

ment of adrenal insufficiency, for this state may
occur after certain operations on the adrenal

glands.

Tumors of the adrenal cortex usually are uni-

lateral, benign functioning tumors, but malignant
or nonfunctioning tumors of the adrenal cortex

are not rare. In view of the many different prod-

ucts of adrenocortical secretion, it is not surprising

that clinical syndromes produced by a functioning

tumor of the adrenal cortex vary considerably, de-

pending on the age and sex of the patient as well

as on the type and amount of secretory products

which are produced. Actually, cortical hyperfunc-
tion is caused more often by cortical hyperplasia

than by tumor. In contrast, hyperplasia of the ad-

renal medulla has not been recognized as a clinical

entity, although functioning tumors of the medul-
lary portion of the gland are well known.

LESIONS OF ADRENAL CORTEX

Less Common Manifestations .—The adreno-

genital syndrome is caused by excess production

of androgens, and its clinical manifestations de-

pend on the age and sex of the patient. Thus,

congenital adrenocortical hyperplasia occurring at

an appropriate period of intra-uterine life results

in pseudohermaphroditism in girls at the time of

birth. The clitoris is enlarged and other genital

phenomena suggest bisexuality. Evidences of ex-

cessive androgenic activity persist after birth, and
somatic precocity occurs as the child develops.

Congenital adrenal hyperplasia occurring in males
results in macrogenitosomia praecox (Wilkins )

1

with excessive genital development usually noted
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at birth. Excessive androgenic activity persists

after birth, with the result that both somatic and
sexual precocity occur. The testes remain small,

however, and spermatogenesis does not occur. Al-

though congenital adrenocortical hyperplasia is

characterized by evidences of excess androgenic
activity in both male and female infants, these

same patients may also show evidences of adrenal
(cortical) insufficiency associated with dehydra-
tion and loss of sodium and chloride.

The postnatal occurrence of the adrenogenital
syndrome, caused either by functioning tumor or
by hyperplasia, is characterized, in girls, by nor-
mal appearance at birth with subsequent evidence
of virilism and somatic precocity. The clitoris may
become enlarged; early appearance of pubic and
axillary hair is noted and there is premature clos-

ing of the epiphyses accompanied by excessive

muscular development. Virilism is evident when
this syndrome develops in women. Hirsutism,

amenorrhea, acne and a deep voice usually de-

velop; the breasts atrophy and subcutaneous fat

decreases.

Development of the adrenogenital syndrome
postnatally in young boys results in somatic and
homologous sexual precocity. The onset of this

syndrome has not been recognized clinically in

men. Attempts to control excessive androgenic
activity associated with adrenal cortical hyper-
plasia (both congenital and postnatal) by resection

of the adrenals have not been satisfactory. Wilkins
observed that cortisone would decrease the excre-
tion of 17-ketosteroids in cases of adrenogenital
syndrome associated with adrenal cortical hyper-
plasia, and cortisone now constitutes the treatment
of choice for this condition.

Feminizing tumors of the adrenal cortex may
occur in men, although they are quite uncommon.
To our knowledge, only 14 authentic cases of this

type have been reported in the literature.

Mixed clinical pictures are encountered fre-

quently. Tumors of the adrenal cortex may cause
a single endocrine abnormality, such as diabetes,

or they may be entirely nonfunctioning. If non-
functioning, the tumor becomes known only by
the presence of a gradually enlarging mass in the

upper part of the abdomen on the right or left

side and by the pressure symptoms which are pro-

duced.

Cushing’s Syndrome.—Cushing’s syndrome is

the commonest clinical manifestation of excessive

function of the adrenal cortices caused either by
hyperplasia or tumor. It is seen oftenest in young
women, but it also is encountered in men and,

less often, in children. The general physical and
cutaneous changes which develop when Cushing’s
syndrome occurs make for easy recognition of the

patient who suffers from this condition (Figs. 1

and 2). Not all patients evidence pronounced
changes, however, and corroborative laboratory
data are helpful.

Fig. 1. Cushing's syndrome associated with adrenal hyper-
plasia. a. Prior to illness, b. Immediately prior to operation,
c. Six months after subtotal adrenalectomy.

Fig. 2. Cushing’s syndrome associated with cortical
adenoma of the adrenal, a. Prior to illness, b. Immediately
prior to operation, c. Nine months after operation. [Repro-
duced with permission from Priestley, J. T : Lesions of the
Adrenal Glands. S. Clin. North America, 32:1053-1064, (Aug.)
1952.]

Characteristically the patient with Cushing’s

syndrome shows a special type of obesity, mani-

fested by a round, obese face (moon face); obesity

of the neck and trunk, especially the abdomen,
and deposition of fat in the cervicodorsal region

termed “buffalo hump.” The extremities actually

may be wasted or at least appear so, in contrast

with the trunk. Muscular weakness becomes in-

creasingly severe.

Associated cutaneous changes include mild to

moderate degrees of hirsutism. Acne of some de-

gree is usually present on the face and often over

the back and chest. A plethoric complexion uni-

formly develops and becomes easily noticeable.

Purplish striae appear over the abdomen and at

times also on the thighs and upper parts of the

arms. Ecchymoses form on the extremities and
may be prominent. The skin becomes thin.

Other changes may include amenorrhea in

women and impotence in men. Hypertension of

varying severity is noted, and psychiatric changes
of varying severity are not uncommon.
Among the significant laboratory findings are:

lowered values for chlorides and potassium in the

blood, alkalosis, lymphopenia, lowered tolerance

for glucose, alkaline urine and increased urinary

excretion of corticosteroids. Excretion of 17-

ketosteroids in the urine may be high, normal or

low. Osteoporosis is often present and may result

in one or more spontaneous fractures.

At present the treatment of Cushing’s syndrome
is more standardized than it used to be. Now it is
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recognized that regardless of the basic etiologic

factor in Cushing’s syndrome, the disease process

is mediated through hyperfunction or abnormal

function of the adrenal glands. If a functioning

tumor is present, it is removed; if none is present,

enough adrenal tissue is removed to relieve the

symptoms of hyperfunction. It is not usually known
prior to surgical exploration whether the patient’s

symptoms are attributable to tumor or to hyper-

function without tumor. Thus, at the time of opera-

tion the surgeon must determine the pathologic

process responsible for the patient’s symptoms.

After some experience, he usually can accomplish

this without too much difficulty, since, fortu-

nately, if a functioning adrenocortical tumor is

present in one adrenal gland, the opposite gland

is always atrophic (Fig. 3). On the other hand, if

the patient’s symptoms are the result of hyper-

function, the appearance of the adrenal glands is

identical, and neither is atrophic. Under such cir-

cumstances these glands usually are enlarged. In

some cases hyperfunctioning adrenal glands re-

moved at operation have been four times as heavy
as glands of normal size, but they may be of nor-

mal size and appearance. Inasmuch as the patient

with Cushing’s syndrome is often obese, an ante-

rior surgical approach is not used. We generally

use bilateral posterolumbar incisions, closing the

first incision and turning the patient to the other

side before making the second incision.

The surgical treatment of Cushing’s syndrome
currently is carried out in the following manner:
If the evidence suggests that a tumor is present on

one side, the adrenal gland on that side is exposed
first. If a tumor is found, it is removed and no
further operation is done. If, however, a tumor is

not found on the first side and if this adrenal gland

seems to be atrophic, the incision is closed and the

Fig. 3. Cortical adenoma of the adrenal gland removed
for Cushing's syndrome. A small segment of the opposite
adrenal gland evidences definite atrophy.

opposite adrenal is exposed with reasonable ex-

pectation of finding a tumor. It is then removed.

If no tumor is found when the first adrenal gland

is exposed, and if the gland is not atrophic, the

surgeon assumes, provided he is completely satis-

fied with the preoperative diagnosis, that hyper-

function is responsible for the patient’s symptoms,
and he removes approximately 85 to 90 per cent

of the gland, always attempting to preserve an

adequate supply of blood for the portion of gland

which remains. He then closes the incision and
performs total adrenalectomy on the opposite side.

It has been suggested that Cushing’s syndrome be

treated by bilateral total adrenalectomy, but so far

we have used this procedure only in relatively few
cases. It is possible that this point of view will

change in the future.

In the surgical treatment of Cushing’s syndrome,
preoperative preparation and postoperative care

are very important. Any electrolyte imbalance

that exists should be corrected preoperatively, if

possible. One must always be prepared to prevent

the acute adrenal insufficiency which will occur

immediately after operation if a functioning corti-

cal tumor is removed; this insufficiency is owing
to the atrophy of disuse present in the remaining
adrenal gland. In addition, if most (85 to 90 per

cent) of one adrenal gland is removed and if all

the adrenal gland on the opposite side is removed,
it is possible that an insufficient remnant of ad-

renal tissue has been preserved to prevent adrenal

insufficiency, or that an inadequate supply of blood

has been maintained for this remnant. Cortisone is

given preoperatively to obviate the possibility of

postoperative adrenal insufficiency. A satisfactory

practice is to administer 200 mg. of cortisone ace-

tate intramuscularly 48 and 24 hours prior to

operation and also on the day of operation. As a

rule this hormone is given postoperatively in de-

creasing doses. The rate of reduction of the dose is

determined by the condition of the patient.

A delayed postoperative reaction develops, in

many cases, after the surgical treatment just out-

lined. This reaction is characterized by anorexia,

nausea, vomiting, weakness, tachycardia, fever,

moderate drop in blood pressure, inanition, loss of

weight and perhaps abdominal pain or discomfort.

During this period, somewhat variable electrolytic

changes may be noted in the blood. The adminis-

tration of cortisone will prevent or control this

reaction should it occur. If a functioning tumor
has been removed, it is seldom necessary to con-

tinue the administration of cortisone for a pro-

longed period. However, for approximately half of

the patients who have had extensive bilateral re-

moval of adrenal tissue because of hyperplasia, as

already outlined, it has been necessary to continue

the administration of cortisone indefinitely after

operation, in amounts of approximately 25 mg.
daily.

The surgical treatment of Cushing’s syndrome
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has given universally favorable results if a func-

tioning cortical tumor has been removed, provided

the tumor was not malignant. Cushing’s syndrome
due to hyperplasia has likewise been successfully

treated surgically, although incomplete remission

or recurrence of symptoms has required reopera-

tion in a small number of the earlier cases. Should
this incidence of remissions rise as the postopera-

tive length of life increases, it may prove advisable

to perform bilateral total adrenalectomy in a

higher percentage of patients. A variable period is

required for remission of the disease and return

of health after operation. This period is, in general,

proportionate to the severity of the disease and
the duration of its preoperative existence.

LESIONS OF THE MEDULLA

Tumors of various types can arise from the ad-

renal medulla. Neuroblastoma, a highly malignant

tumor, is occasionally seen in children. The coun-

terpart of this lesion in the adult, ganglioneuroma,

is less malignant and offers a more favorable prog-

nosis. Another type, pheochromocytoma, is usually

a functioning tumor of the adrenal gland. This

tumor will be considered here in some detail (Fig.

4).

Clinical Aspects .—Pheochromocytoma may pro-

duce paroxysmal or persistent hypertension. Par-

oxysmal hypertension associated with pheochro-
mocytoma is characterized by attacks of hyperten-

sion in which one, or usually several, of the fol-

lowing symptoms occur: headache, anxiety, dizzi-

ness, sweating, palpitation, pain in the thorax or

abdomen, flushing or blanching of the face, ner-

vousness and tremor. While such attacks usually

last for only 10 or 15 minutes, they may persist

for several days or even longer. In some cases,

pressure above a kidney may precipitate an at-

tack. Persistent hypertension caused by pheochro-
mocytoma may appear clinically to be identical

with essential hypertension. Associated attacks

also may occur. Children who have hypertension

should always be suspected of having a pheochro-
mocytoma. Such a tumor also should be suspected

if the basal metabolic rate is elevated and if toler-

ance for glucose is decreased in association with
sustained hypertension.

Fortunately, certain pharmacologic tests are ex-

tremely helpful in the diagnosis of pheochromocy-
toma, although unfortunately none is infallible. In

general, these tests consist in the administration

of certain drugs which may precipitate an attack

of paroxysmal hypertension on the one hand, or

may result in a pronounced fall in blood pressure,

on the other hand, if the patient has persistent

hypertension caused by pheochromocytoma. Hista-

NEUROBLAST
(neuroblastoma')

(SYMPATHICOBLASTOMA)

(GANGLIONEUROMA)

MEDULLARY
EPITHELIUM

CHROMAFFIN CELL

(paraganglioma)

(chromaffinoma)

(pheochromocytoma)
Fig. 4. Histogenesis of adrenal medullary tumors. [Reproduced with permission from Kvale, W. F.. Roth. Grace M., Clagett,

O. T. and Dockerty, M. B.: Headache and Paroxysmal Hypertension: Observations Before and After the Surgical Removal
of a Pheochromocytoma. S. Clin. North America, 24:922-933, (Aug.) 1944.]
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mine has given the most reliable results in the

former category, but tetraethylammonium chlo-

ride and methacholine chloride also have been
used. In the latter category, Regitine has been
more dependable, but piperoxan hydrochloride

and dibenamine also have been employed. Unfor-

tunately, both false-negative and false-positive re-

sults may be obtained with any of these pharmaco-
logic agents. The results must be interpreted with

care, and the tests should be repeated if results

are equivocal. If one leans toward the policy of

making sure that certain of these tumors are not

overlooked, it is reasonable to expect that occa-

sionally a negative result will be obtained from ex-

ploration for pheochromocytoma. Current studies

on quantitative estimation of epinephrine and nor-

epinephrine in the blood and urine as well as de-

terminations of urinary catechols may in the fu-

ture prove helpful in the diagnosis of pheochro-

mocytoma.
Surgical Considerations .—Certain pathologic as-

pects of pheochromocytoma must be appreciated if

the proper surgical treatment of these tumors is

to be carried out. It is true that pheochromocy-
toma usually occurs as a single, benign unilateral

tumor, situated in an adrenal gland. Exceptions

occur, however, for these tumors may be multiple,

bilateral, malignant, or ectopic in location. Hence,

it is necessary in every case to explore both ad-

renals carefully even though a tumor is found on
exposure of the first gland, and it also is necessary

to explore the abdomen in general and the retro-

peritoneal tissues along the aorta and the root of

the mesentery in particular. Fortunately, the fact

that patients who have a pheochromocytoma are

uniformly thin facilitates an anterior approach
through a transverse incision placed in the upper
part of the abdomen. Such an incision readily per-

mits careful exploration of the entire abdomen as

well as of the adrenal glands. If a tumor is not

found in the abdomen, then the possibility that

there is one within the thorax or even the neck
must be considered, provided the preoperative

diagnosis appears to be correct.

Although the blood pressure commonly needs
to be supported, removal of a pheochromocytoma
need cause no fear of a postoperative adrenal cor-

tical insufficiency such as that which occurs after

removal of a functioning tumor of the adrenal

cortex, and for this reason preoperative prepara-

tion with cortisone is not necessary. If, however,
bilateral tumors are removed from the adrenal

glands and if there is doubt whether or not it has

been possible to preserve an adequate amount of

adrenal tissue, vigorous measures to prevent acute

adrenal insufficiency must be taken.

Changes which occur in blood pressure during

operation for pheochromocytoma require special

consideration. Almost invariably the blood pres-

sure increases as anesthesia is induced and the

incision is made. In fact, if this does not occur the

surgeon is inclined to doubt whether a pheo-

chromocytoma is actually present. Since palpation

and manipulation of these tumors causes a precipi-

tous rise in blood pressure, these maneuvers
should be kept to a minimum. The safe control of

blood pressure during operation requires that

both pressor and depressor drugs be readily avail-

able. Commonly, in order to facilitate prompt ad-

ministration of drugs as desired, the slow intra-

venous administration of dextrose is started as

anesthesia is induced. Regitine is most often em-
ployed to depress blood pressure if it rises too

much. Norepinephrine is used to correct the pro-

nounced hypotension which follows removal of

the tumor. Usually, the administration of these

agents, preferably by means of slow intravenous

infusion, must be continued for several days post-

operatively, especially if sustained hypertension

existed preoperatively. If only paroxysmal hyper-

tension occurred preoperatively, less prolonged ad-

ministration is generally required.

Removal of a benign pheochromocytoma invari-

ably gives good results. Paroxysmal attacks are

eliminated, and persistent hypertension, if it has
been present, is relieved unless it has existed for

so long preoperatively that secondary cardiovascu-

lar changes prevent a complete return to normal.

As a rule, if a malignant tumor is removed, the

patient’s condition may be expected to be im-

proved for a period of time, if not permanently.

OTHER CONDITIONS

Bilateral total adrenalectomy or unilateral total

adrenalectomy associated with subtotal removal
of the opposite adrenal gland has been suggested

in the treatment of essential hypertension, but
there is insufficient evidence at the present time
to indicate that this is a procedure of true clinical

value. Subsequent to the work of Huggins and
associates, 2 ’ 3 both adrenal glands have been com-
pletely removed in selected cases of metastasis

from carcinoma of the prostate and also from car-

cinoma of the female or male breast. Limited ex-

perience with this procedure, which perhaps
should always be associated with bilateral oopho-
rectomy, suggests that in some of these patients,

worthwhile palliation has followed total adrenal-

ectomy. Further study will be required to select

the particular group of patients with these condi-

tions in whom favorable results may be expected.

At the present time, such treatment appears to

remain in the stage of clinical evaluation.

It is becoming increasingly important to remem-
ber that any patient who has been given a signifi-

cant amount of cortisone may evidence a certain

degree of atrophy of the adrenal glands. The
exact amount of cortisone that is required to pro-

duce atrophy of clinical significance is unknown
at present. Likewise, the duration of such atrophy
is difficult to predict. The important point to re-

member, however, is that if there is a possibility
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of the existence of adrenal atrophy, a given patient

who is to undergo a surgical procedure, even a

minor one, should be prepared preoperatively in

the same manner as though bilateral total adre-

nalectomy were to be performed. In addition, the

administration of cortisone should be continued

postoperatively, in decreasing doses, for approxi-

mately a week.
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The Prodromal Symptoms of

Myocardial Infarction
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The recent death of James B. Herrick recalls that

it is less than half a century since that brilliant

clinician first directed attention to the clinical

features of coronary arterial obstruction with

myocardial infarction. 1 The dramatic picture pre-

sented by the usual attack of coronary thrombosis

has stimulated a steadily increasing interest in the

problem by laymen as well as by physicians.

When myocardial infarction became a clinical

rather than a postmortem diagnosis, it was ortho-

dox teaching that the onset of this condition is

“always abrupt; the patient may be well one min-

ute and in agony the next.”2 The spectacular fea-

tures of crushing chest pain, shock, collapse, and

often sudden death so dominated the clinical pic-

ture that attention was at first diverted from other

aspects of the problem.

LITERATURE

Soon, however, keen clinical observation began

to elicit a history of prodromal symptoms from

many of the victims. In 1925, Christian3 noted

that “many patients give a story of preceding

precordial distress ranging from very slight transi-

tory discomfort, often interpreted as indigestion,

to definite attacks of angina.” Levine,4 in 1929,

reviewed 145 cases and found that the majority

had a preceding angina pectoris.

Attention was again drawn to the preliminary

or premonitory pain by Fed5 and by Sampson and

Eliaser,6 both reports appearing in 1937. Feil re-

ported premonitory symptoms in 50 per cent of

* Consultant in Medicine, Veterans Administration Hos-
pital; Chief, Medical Service. Iowa Methodist Hospital.

** Former Resident in Medicine, Veterans Administration
Hospital. Des Moines.

his cases, and Sampson and Eliaser in 48.1 per

cent.

By 1938, some 26 years after his first report,

Herrick7 observed that myocardial infarction

“may be ushered in by symptoms less startling

and less frank than those first described,” and at

the same time, Bean 8 found prodromal pain re-

corded in 21, or 16 per cent, of 135 cases in which
notice had been taken of this symptom.
Two types of warning pain were described by

Blumenthal and Reisinger9 in 1940. They re-

marked that while some patients exhibited the

ordinary angina of effort as a prelude to infarc-

tion, 12 of 32 patients had spontaneous attacks

of angina at rest, from one day to ten months
before the climactic episode. A year later, Master

and his associates 10 used a special questionnaire

to study 260 cases of myocardial infarction and
found that 44 per cent had experienced premoni-

tory symptoms, the most common of which were
chest pain and fatigue or weakness.

Rathe, 11 in 1942, obtained a history suggestive

of heart disease in all of a series of 274 cases of

myocardial infarction. He noted that 32 per cent

exhibited unusual fatigue for two to six weeks
prior to the occlusion, and that in 37 per cent

there was the complaint of a preliminary pain.

This pain appeared an hour to a week prior to

the infarction and was seldom as severe as that

accompanying the actual occlusion. Rathe differ-

entiated it from angina of effort, but observed that

in the period immediately preceding infarction

both angina of effort and dyspnea may develop

upon much less exertion than previously. Waitz-

kin12 reported premonitory symptoms appearing

a few hours, days, or weeks before the actual

attack, in 17 out of 61 cases.
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THE PRESENT STUDY

The advent of anticoagulant medication has

given new emphasis to the importance of early

recognition of actual or impending myocardial

infarction. Accordingly, the present study was
undertaken in an attempt to evaluate the nature

and incidence of the prodromal symptoms exhib-

ited by many of these patients.

Parallel series, each including 50 consecutive

cases of myocardial infarction, were examined
from each of two hospitals. In each case, the diag-

nosis was established on the basis of clinical and
electrocardiographic evidence or necropsy find-

ings. The case histories and physical examinations

had been recorded by a number of different house

medical officers, with correspondingly variable

emphasis on the events preceding and during the

acute episode.

Results are summarized in Table I. Of the 100

cases in the combined series, 48 per cent gave a

history of premonitory distress appearing from
one day to three months before the clinical pic-

ture of myocardial infarction developed. In only

two of these 48 cases did the warning symptoms
appear more than six weeks before the attack, one

of these patients having noted unusual dyspnea
three months earlier, and the other having devel-

oped the same symptoms two months before.

Eighteen of the patients gave a previous history

of angina for a few months to fifteen years pre-

ceding the attack, and five had sustained previous

episodes of myocardial infarction from four to

twelve years earlier.

TABLE I

Meth.
Hosp.

V.A.
Hosp.

Combined
Series

Total cases 50 50 100
Number with prodromes 23 25 48
Previous history of angina . . . . 7 11 18

Previous infarct 3 2 5

Preceding cardiac history in patients exhibiting prodromal
symptoms.

The most frequent warning of an impending
cardiac catastrophe (Table II) was the sudden
onset of anginal pain. This symptom appeared in

21 of the 48 cases, and was present for one day
to six weeks before infarction occurred.

TABLE II

Meth. V.A. Combined
Prodrome Hosp. Hosp. Series

Change in character of angina . . 5 10 15
Angina decubitus 4 10 14

Sudden recent onset of angina . . 11 10 21
Dyspnea, recent onset . . . . 8 8 16
Epigastric pain, recent . . . . 3 2 5

Nature of prodromal symptoms noted by 48 patients.

The angina was frequently atypical. One patient

had a ten-minute attack of pain while lying in bed.

24 hours preceding the severe episode considered

typical of infarction. Another had complained so

bitterly of pain in the neck and jaw for a month
that he was placed in a sanitorium for psychiatric

observation. Only after he collapsed with a classi-

cal attack of myocardial infarction did a more
careful clinical history disclose that his jaw pain

had been produced not only by emotional upsets

but also by physical exertion.

Another patient, with non-specific abnormalities

in his electrocardiogram for 14 years, had three

attacks of substernal pain lasting from one to six

hours during the month preceding his infarction.

A 51-year-old man suddenly developed angina of

effort one week before admission and angina

decubitus one day before admission; his electro-

cardiogram remained normal until 18 days after

admission, when he developed the typical clinical

and electrocardiographic picture of infarction.

Somewhat unexpectedly, the second-commonest
symptom heralding the approach of an acute in-

farction was the appearance of unusual dyspnea
on exertion. This was noted by 16 patients, and
appeared as long as three months before the in-

farction. In only one patient was it associated with

congestive heart failure. Cough appeared with the

dyspnea, however, in three of the 16 cases. A 72-

year-old woman, who had had rheumatic fever at

the age of 27, abruptly developed both angina and
exertional dyspnea 48 hours before infarction

occurred.

In 15 patients with a previous history of angina

pectoris on exertion, a change in the character of

the angina took place from one day to six weeks
before infarction was evident. The attacks of

anginal pain lasted longer, were no longer relieved

by nitroglycerin, or for the first time radiated to

the arms or to the epigastrium. In eight of these

patients, angina decubitus developed. A 69-year-

old male with a six-month history of angina on
exertion had a severe hypothyroidism with a

basal metabolic rate of minus 42 per cent and
a blood cholesterol of 640 milligrams per cent.

Despite an almost complete physiological thy-

roidectomy, he developed angina decubitus one

month before a fatal myocardial infarction. At
autopsy, the severe narrowing of the coronary

vessels by atherosclerosis explained why even

the minimal circulatory requirements could not

be met without anginal pain.

Epigastric pain appeared as the first warning
symptom in six patients. Two had a history of

previous angina pectoris. One patient noted that

nitroglycerin relieved his epigastric distress.

DISCUSSION

There is by no means universal agreement on

the mechanism by which partial or complete oc-

clusion of a coronary artery takes place. As early

as 1923, Wearn13 reported that in 15 out of 16

autopsies showing occlusion of the anterior ramus
descendans, the thrombus was situated on the site

of a contracture due to atheroma; in the other,
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the vessel was constricted by atheroma, but there

was no thrombus. Leary’s 1 '1 classical contribution

differentiated two mechanisms for the production

of coronary obstruction: in the younger age
group, subendothelial phagocytosis of lipids, stim-

ulating fibrosis and thus narrowing the lumen so

that thrombosis was the usual terminal event;

and in the aged, absence of fibrous reaction, lique-

faction of the masses of lipids, and terminally the

rupture of one of these atheromatous “abscesses”

into the arterial lumen.
Paterson15 laid the foundation for another ap-

proach to the mechanism of coronary occlusion

when he reported that coronary atherosclerosis

is characterized by vascularization of the intima,

followed by hemorrhage into this layer of the
artery. He found the development of discrete cap-

illaries “which are peculiar in that they are in

direct communication with the lumen of a large

artery in which the pressure of the blood, even if

normal, is relatively high.” If alteration in blood
flow from narrowing of an artery by atheroma
were the only factor in producing thrombosis,
Paterson said, the disease would be much more
common than it is. “It seems probable,” he said,

“that damage to the endothelium at a vulnerable
point is also needed.” He reported nine consecu-
tive cases of recent coronary thrombosis in which
autopsy showed hemorrhagic lesions occurring in

atheromatous foci within the intima. Winternitz16

also has emphasized hemorrhage derived from the

intramural circulation as an important element in

the development of atherosclerosis.

One of the cases reported by Blumenthal and
Reisinger9 had complained of spontaneous attacks

of angina for nine months before a fatal myo-
cardial infarction. Autopsy showed impingement
on the lumen of the right coronary artery by a

mixed atheromatous and hemorrhagic lesion with-

in the arterial wall, with two points of communi-
cation between the lumen and the intramural
arterial lesion. Superimposed on this lesion was
a fresh thrombus. These authors believed that

intramural hemorrhage, with the formation of

minute dissecting aneurisms, is a frequent occur-

rence in the coronary arteries.

Hemorrhage into the wall of a coronary vessel

may be sufficient to occlude the lumen even with-

out thrombus formation. Wartman17 found this

second only to thrombosis at the site of athero-

sclerosis as a cause of coronary occlusion, and
confirmed Paterson’s work on the origin of intimal

capillaries from the lumen of a sclerotic artery.

It is interesting that in 48 per cent of the vessels

he studied by serial section, Wartman found
intramural hematomas to be a sole or contributing

factor in the occlusion, a figure closely approach-
ing the incidence of prodromal symptoms reported

in this and two other5 ’ 6 series.

Master and his associates 10 likewise emphasize
the frequency of hemorrhage into an atheroscle-

rotic plaque in the production of coronary arterial

occlusion, and suggest that the onset of premoni-
tory symptoms is associated with such an episode
which suddenly narrows but does not entirely

block the lumen. Boyer20 agrees that the presence
of prodromal symptoms probably depends on the

rate at which the occlusive process in the coronary
vessels develops.

If there is to be any clinical advantage from
early recognition of impending myocardial infarc-

tion, measures must be available to forestall a
critical diminution of the blood and oxygen supply
to the heart muscle. The Blumgart group 18

' 19

concludes that “the exact pathologic mechanism
of narrowing or occlusion ... is beyond determi-
nation by clinical means,” and earlier workers0

report that of 13 patients put to bed with what
were thought to be premonitory symptoms, seven
developed infarction and six did not.

Reduction of cardiac work is the most obvious
approach to cases thought to be in imminent dan-
ger of infarction. Rathe 11 believed that in those

cases where he recognized the preliminary pain,

rest and sedation did spare the patient some suf-

fering and shock, although infarction was not

averted. Boyer20 cited evidence that effective

collateral circulation requires one to three weeks
for its development, and suggested two to four

weeks in bed.

Master10 believes that “once the occlusion has

commenced to form, its progression to complete
obstruction . . . cannot be prevented,” but thinks

that bed rest “immediately following the onset of

premonitory symptoms may decrease the severity

of the symptoms and of heart failure following

complete occlusion.” Waitzkin, 12 on the other

hand, felt that it is debatable whether the severity

and mortality of infarction can be minimized by
such measures.

That rest itself predisposes to thrombosis is

discounted by most observers, 17 ’ 18 - 19 but there

is general agreement that post-operative states

seem to be significant in precipitating an infarct.

There is agreement, also, that slowly develop-

ing obstruction of the coronary vessels permits

establishment of more adequate collateral circu-

lation. 20 - 21 Sampson and Eliaser6 noted the rela-

tively low mortality of infarction in patients with

premonitory symptoms, and this observation was
confirmed a quarter of a century later by Zoll and
his associates.21 In the present series, only six

deaths were recorded among 48 patients with

warning symptoms, a rate of 14.2 per cent.

A second approach to the problem of averting

an impending infarction lies in the use of the

newer agents for influencing the clotting of the

blood. Here, however, the physician finds himself

impaled on the horns of a therapeutic dilemma.

Shall he attempt to forestall thrombosis by admin-
istering anticoagulants, and thereby increase the

risk of hemorrhage into the wall of the coronary
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artery? 22
’ 23> 24 Or shall he, as Doles25 suggests,

administer large parenteral doses of vitamin K
as a safeguard against intramural coronary hem-
orrhage, and thus perhaps invite thrombus forma-
tion within the narrowed lumen?
Two of the cases admitted late in our series

were thought to have impending infarction. One
was a 57-year-old male who had sustained a pre-

vious infarction 12 years earlier. He had suffered

from angina pectoris for ten years. There had been
an abrupt increase in the duration and severity

of his pain for six days before admission, and he
had had angina decubitus for one day. He was
given dicumarol during 21 days of hospitalization,

and neither clinical nor electrocardiographic evi-

dence of a fresh infarct developed. He died sud-

denly several months after his discharge from the

hospital.

The second patient, a 51-year-old male, had been
well until a week before admission, when exer-

tional angina appeared. Angina decubitus devel-

oped one day before admission. His electrocardio-

gram was normal. He was given dicumarol, but
on the eighteenth day after admission developed
clinical and electrocardiographic evidence of in-

farction, from which he recovered.

Until better clinical criteria are available to

differentiate between intramural hemorrhage and
thrombosis in the coronary vessels, the use of

anticoagulant medication in attempting to avert

myocardial infarction must remain largely em-
pirical. The difficulty of evaluating results is obvi-

ous, since not every patient with prodromal symp-
toms will develop an infarction, regardless of what
is or is not done by the physician. The more
attention that is given to the details of the clinical

history, however, the higher is the percentage of

cases of myocardial infarction in which a story of

warning symptoms can be elicited. This has been
the experience with our own house officers.

SUMMARY

1. Clinical histories of 100 consecutive cases of

myocardial infarction, 50 from each of two hos-

pitals, were studied for evidence of prodromal
symptoms.

2. In 48 per cent of these cases, warning symp-
toms were noted from three months to one day
before the clinical picture of infarction appeared.

In order of decreasing frequency, these symp-
toms were: sudden onset of anginal pain, unusual

dyspnea, and an abrupt change in the character

of a previously existing angina pectoris.

3. The pathology of coronary arterial occlusion

is briefly reviewed with relation to the use of

newer drugs affecting blood clotting. Therapeutic

implications are discussed.
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AMA COMMITTEE WILL CONDUCT SURVEY

The AMA Committee on Medical Practices has

engaged the firm of Rollen Waterson Associates

to conduct a pilot study covering several contro-

versial issues (joint billing, methods of payment

of an assistant, collection and distribution of fees

by a third party, commissions and rebates) and

the allied problems of excessive fees, ghost sur-

gery, and unjustified medical and surgical pro-

cedures. Dr. Stanley Truman, of Oakland, Cali-

fornia, chairman of the Committee, in making

the announcement said the firm’s work would be

directed principally at discovering the under-

lying reasons for those practices, both psycho-

logical and economic.



Myocardial Infarction as Treated at

The Iowa Methodist Hospital
A Five-and One-Half-Year Study

DAVID BARIDON, JR.,M.D.* *

AND

HAROLD MARGULIES, M.D **

DES MOINES

Because review studies and statistical analyses of

the treatment of myocardial infarction, like those

dealing with many other entities, emanate almost
exclusively from large clinics or public hospitals,

clinicians often are mistaken in attempting to use
the available figures in evaluating their private-

hospital practices, ones which, in general, consist

of patients whose courses can be more accurately

followed and more personally supervised. Thus,
in spite of the fact that since 1912, when J. B. Her-
rick first adequately described the clinical picture

of acute myocardial infarction, 1 the literature has

been flooded with material on coronary-artery dis-

ease, the dearth of information on patients treated

in private teaching hospitals not affiliated with
medical schools made us think such a study at

Iowa Methodist Hospital would constitute a worth-
while service to attending physicians there and at

similar institutions.

MATERIAL

All charts containing the diagnosis myocardial

infarction, coronary occlusion, coronary throm-

bosis, or cardiac infarction, from July, 1947,

through December, 1953, excluding the calendar

year 1951, were reviewed. This represents a total

of 5% years’ time. The charts were very carefully

screened to include only cases about which there

could be virtually no doubt as to the validity of the

diagnosis. This precaution obviously resulted in

the exclusion of many true infarctions, but it made
the data obtained more accurate and, hence, more
usable. Except when specified, patients who died

within 24 hours after admission were omitted be-

cause they were moribund on admission and,

therefore, neither left doubt as to prognosis nor

gave therapy a fair trial. In addition, the work-
ups on many of those patients were, of necessity,

too meager to lend themselves to study.

Of the patients surviving 24 hours or more, only

those were included who had electrocardiographic

* Dr. Baridon, an intern at Iowa Methodist when this study
was made, is now a resident in pathology at the Mayo Clinic,
Rochester, Minnesota.

* * Dr. Margulies, an internist, is a staff member at Iowa
Methodist Hospital and engages in private practice in Des
Moines.

evidence of infarction plus a history compatible

with the condition plus some clinical evidence in

the course of hospitalization, such as fever, leuko-

cytosis or elevation of the sedimentation rate. The
senior author, an attending cardiologist, carefully

reviewed each electrocardiogram in the light of

the history and findings in the case. The electro-

cardiogram interpreter usually is at a tremendous
disadvantage in knowing little or nothing of the

patient’s clinical condition. Thus, such a correla-

tion is advisable in all instances, and we consid-

ered it essential for the production of a worth-

while paper. Only two cases were included in

which conduction defects masked the infarction

pattern. We felt justified in including them be-

cause of the classical histories and clinical courses

in both instances.

Autopsy proof of acute infarction, of course, ob-

viated critical examination of other aspects of

those cases. Autopsy reports on 50 patients, in-

cluding several first-day deaths, were analyzed.

The terms anticoagulant and dicumarol are used

synonomously in this series.

Finally, no attempt has been made to give a

complete bibliography, or even to compare all

items herein discussed, point for point, with pub-

lished reports. Rather, we have undertaken mere-

ly to tabulate the experience with myocardial in-

farction at this hospital.

DATA AND CONCLUSIONS

Of the 565 charts reviewed, then, 327 fulfilled

the above-outlined criteria, and on that number
was based most of the following material. Table

1 shows that from the 327 cases there were 63

deaths, or an overall mortality rate of 19.3 per

cent. When only first infarctions were considered,

TABLE l

%
Cases Deaths Deaths

Cases analyzed 327 63 19.3

1st. Infarction 266 39 14.7

2nd. Infarction 52 21 40.4

1st. Day Included 352 88 25.0

416
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the mortality rate dropped to 14.7 per cent, i.e.,

39 deaths from 266 cases. Fifty-two of the cases

were second infarctions, with 21 deaths for a rate

of 40.4 per cent. If we were to include the addi-

tional 25 proved-infarction patients who died

within the first 24 hours of their hospitalization,

we would report 88 deaths from 352 admissions,

or a death rate of 25.0 per cent. Death rates in

the literature vary from 8 to 30 per cent.

It is of some interest to note the reasons for our

rejecting the 238 discarded cases. Approximately

one-fifth of those rejected, or 45 cases (Table 2)

were patients who died within 24 hours of admis-

sion and without confirmation of the diagnosis in

accordance with the rather rigid requirements.

table 2

Reason for Rejection Cases Per Cent

Less than 24 hrs. without confirmation 45 18.9

Less than 24 hrs. with confirmation 25 10.5

In more than 24 hrs. without ECG
being done 16 6.7

In more than 24 hrs. without ECG
confirmation 106 44.5

Mislabelled 46 19.3

238 99.9

Twenty-five, or approximately 10 per cent, of the

rejections had the diagnosis confirmed but were
hospitalized less than 24 hours. Sixteen, or approx-

imately 7 per cent, who were hospitalized for

more than 24 hours had no electrocardiographic

tracings. The largest group, 106 cases representing

45 per cent of the rejections, were patients each of

whom was hospitalized more than 24 hours and
who had an ECG study that failed to confirm the

diagnosis. Finally, a number of charts were mis-

labelled: 46 cases, or approximately 20 per cent.

Most of those were ancient infarctions, but a fair

number were cerebrovascular accidents, and a

few were miscellaneous disease states such as

ruptured aortic aneurysms and other obvious
oversights. With the object of reducing mortality

rates, consideration is often given to the use-

fulness of anticoagulants in lowering the inci-

dence of thrombo-embolic phenomena and the

propagation of coronary thrombi. Our cases were
divided into three categories as regards anticoagu-

lants: namely, those in which they were used in

adequate amounts, those in which they were used
inadequately, and those in which none were given.

Wright’s criterion 2 of a 30 per cent or less pro-

thrombin activity level as a basis for adequacy of

dicumarolization was used, plus the immediate
administration of the drug and its continued usage

until the patient was ambulatory.
In our series of 327 cases, as Table 3 indicates,

no anticoagulants were used in 198, and 34, or

17.2 per cent of them, died. Of 129, the total num-
ber of patients on whom anticoagulants were used,

26, or 20.1 per cent, died. These findings appear to

discredit the use of anticoagulants, yet the figure

26 is too low to make this data valid for statistical

analysis, and besides, the odds overwhelmingly
favor the possibility that the 2.9 difference be-

tween 17.2 and 20.1 per cent is due to chance.

table 3

anticoagulants

Cases Deaths Per Cent

None used 198 34 17.2
Total used 129 26 20.1

Used inadequately 73 19 26.0
Used adequately 56 7 12.5

Minus 2nd-day deaths 54 5 9.3

The increase in mortality to 26 per cent in that

group of 73 patients in whom inadequate anti-

coagulants were used may be due either to selec-

tion of the more critical patients for their use, to a

false sense of security on the part of the physician

and the patient that resulted in too early activity,

or to a deleterious effect of the drug on the pa-

tient. That the last of these possibilities should

have been the only effective one is extremely
unlikely, since demonstrable complications from
dicumarol therapy have been virtually non-exist-

ent. In addition, one doubts that a widely used
drug such as dicumarol can cause any great harm
when given in inadequate therapeutic doses. As to

which of the other two possibilities is more likely

to have been principally responsible, we will not

hazard a guess.

Unfortunately, the group of patients on whom
dicumarol was used in adequate dosages was
small. There were only 56 such cases, among
whom 7 deaths took place, a mortality of 12.5 per

cent. If we were to discard the two cases in this

small group who expired in their second 24 hours

of hospitalization, the death rate would drop to

9.3 per cent.

6
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Fig. 1. Age and sex distribution of patients.
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In his series of 800 cases, Dr. Wright- claimed a

reduction in death rate from 23 to 13 per cent by
adequate use of anticoagulants. He also stated that

thrombo-embolic phenomena were reduced from
19 to 9 per cent in the same series.

The age and sex distribution by decade is repre-

sented graphically in Figure 1. It is to be noted

that the peak incidence is in the seventh decade,

with the sixth a close runner-up. Without regard

to sex, the median age was 64 years, the mode
was 65 years (at which age there were 16 pa-

tients)
,
and the average age was 58.2 years. Our

youngest patient was 36 years of age, and there

were six patients under the age of 40 years. Our
oldest patient was 89, and there were 14 in the

ninth decade. Observe also that, generally, as age

increases the percentage of females increases, the

eighth-decade group being virtually half females.

These data are in accord with generally accepted

figures.

TABLE 4

SEX

Cases Per Cent

235 71.9
Female 92 28.1

Male deaths
Female deaths

41 17.4

22 23.9

Of our 327 cases, 235, or approximately 72 per
cent, were males, and 92, or approximately 28

per cent, were females (Table 4). There were 41

deaths in the male group, for a mortality rate of

17.4 per cent. In the female group, 27 deaths con-

stituted a 23.9 per cent mortality rate. It is, of

course, commonly taught that myocardial infarc-

tion is much less frequent and attended with a

higher mortality rate in females.

TABLE 5

INTERNIST VS. NON-INTERNIST

Cases Per Cent

Internist 222 68.1
Non-Internist 105 31.9
Deaths Internist 36 16.2
Deaths Non-Internist , 27 25.7

Approximately two-thirds of the cases were
predominantly managed by internists and one-

third by non-internists (Table 5). The death rate

in the former group was 16.2 per cent, and in the

latter 25.7 per cent.

One notes in Figure 2 a definite seasonal varia-

tion in incidence, late spring and early summer
having the lowest incidence, with an increase as

the snow begins to fall and a culmination in a
spring peak, February having the highest inci-

dence. Whether the implication that the March 15

income-tax deadline has something to do with the

figures is conjectural, but a control group will be
forthcoming when the deadline is changed to April

15, and we shall see. It is usually assumed that

Fig. 2. Averages of admissions by months.

the seasonal variation is as we found it. This was
true in Los Angeles; 3 however Master, 4 in Boston,

and Katz, 5 in Chicago, cities with climates ap-

proximating ours, both denied significant seasonal

variation, and a study in Dallas, Texas, 6 showed
a definite summer-month increase.

During the tabulation of data, a few interesting

observations were made. Hypertension, found in

only 27 per cent of the cases, was surprisingly in-

frequent in our series, and our figure is not relia-

ble because of the lowering of blood pressure

with the acute phase of the infarction, the occa-

sionally found failure of blood pressure to return

to pre-infarction hypertensive levels, and the lack

of discharge blood-pressure readings on survivors.

TABLE 6

COMPLICATIONS

Cases Per Cent

Hypertension 90 27.3

Diabetes 27 8.3

"Silent Coronaries” 8 2.4

Neck or Jaw Radiation 43 13.1

Epigastric pain 7 2.3

Syncope 7 2.3

In addition, undoubtedly, many of the deceased

had pre-infarction hypertension, but the blood

pressure rarely became elevated to hypertensive

levels afterward.

Myocardial infarction occurs more frequently in

diabetics than in the general population. We had
27 cases, or 8.3 per cent, in the diabetic group.

True “silent coronaries,” by which we mean
acute myocardial-infarction cases without chest

pain, are uncommon. We found only 8 such cases,

representing 2.4 per cent of the entire group.

Radiation of pain to the neck and jaw regions,

on the other hand, was noted in 43, or 13 per cent

of the cases. In one patient the radiation was to a

tooth, simulating dental pain.
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Epigastric pain, which could have been confused

with peptic ulcer or gall-bladder disease, was
found in only 7 cases, or 2.3 per cent.

This same low incidence was found for syncope,

which some think is common. However, it would
seem that the diagnosis of myocardial infarction

in the presence of syncope should be made with

reservation.
TABLE 7

HOSPITAL STAY

Average 28.5 days
Median 25 days
Mode 42 days

The patients had an average hospital stay of

28.5 days, a median of 25 days, and a mode of 42

days. Figure 3 is a breakdown by hospital day of

the 88 deaths, including those on the first day.

25

57

Fig. 3. Fatalities (88 in all) expressed in terms of days
of hospital stay.

Twenty-five, or 28.4 per cent, of the deaths oc-

curred in the first hospital day. In 61.4 per cent

of the cases, death occurred during the first week.
The first and second weeks included seven-eighths

of the deaths, 26.1 per cent occurring in the sec-

ond week. During the third week, there were an
additional 6 fatalities, or 6.8 per cent. It is inter-

esting to note that 5 deaths, or almost 6 per cent,

occurred after the 21st day, when patients are

usually assumed to be out of danger and when a

great many of the survivors have been discharged.

The remainder of this paper will deal with
pathologic findings in 50 postmortem examinations
from the grand total of 88 deaths. Thrombo-em-
bolic phenomena were encountered in 21, or 42

per cent, of the autopsied cases. In no one of these

had adequate amounts of dicumarol been used,

and it had been used inadequately in only 4 cases.

Mural thrombosis of the left ventricle—seen in

15 cases, or 30 per cent—was the commonest find-

ing. All other locations were relatively infrequent

sites, as is to be seen from Table 8.

TABLE 8

THROMBOEMBOLIC PHENOMENA

Cases

Left ventricle 15
Right ventricle 3

Pulmonary artery 3
Abdominal aorta 2

Right atrium, left atrium, small intestine,
brain, lower extremity, pancreas 1 each

All of the hearts examined were heavier than
normal, as was to be expected because of asso-

ciated hypertension. Table 9 shows that the aver-

age heart weight for the 33 males was 465 grams,

as opposed to the normal average of approximately

300 grams. 7 The 17 female patients had virtually

the same heart-weight average, indicating more
hypertrophy on their part, for the average normal
adult female heart weight is approximately 250

grams, 7 or 50 grams lighter than the male.

TABLE 9

HEART WEIGHTS

Cases At). Weight

Males 33 465 Gm.
17 464 Gm.

Rupture of the myocardium, as proved by hemo-
pericardium, occurred in 8 cases, or 16 per cent

(Table 10). This is a higher incidence than is re-

ported elsewhere. At Los Angeles County Hos-
pital, 8 spontaneous rupture was reported to have
occurred in 8.3 per cent of 865 cases. We had an
additional case of interventricular septal rupture
which, if included, would raise our percentage to

18. Spontaneous rupture is more likely to occur
in small, non-scarred hearts. This fact is borne out

by an average weight of only 388 grams in our
series of 8 ruptures, as compared to a 465-gram
average for all 50 autopsied hearts. Also, in the

entire autopsied group only about one half the

patients succumbed to their first infarction, as

compared to 78 per cent of those in whom rupture

occurred with the first infarction.

TABLE 10

CARDIAC RUPTURE

Number Per Cent

Rupture with hemopericardium 8 16
1 interventricular septal 9 18
1st infarction in all fifty cases 54
1st infarction in ruptured cases 78

Average weight of ruptured heart 388 grams

Because of the time required for the myocar-
dium to weaken sufficiently to rupture after an
acute infarction, it is usually taught that rupture

occurs between the fourth and fourteenth days.

Table 11 indicates that 4 patients ruptured within

one day after the onset of classical symptoms and
that 7 of the 9 did so before the fourth day. To
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repeat, consideration was given to days after onset,

not to days after hospital admission, although this

was the same day in almost all cases in the entire

group. We conclude, then, either that it takes only

a few hours for the myocardium to become weak-

ened enough to rupture, or that we are accus-

tomed inaccurately to correlate onset of symptoms
with time of anatomical infarction.

Two cases of ventricular aneurysm without

rupture were encountered.

TABLE 11

DEATHS AFTER CARDIAC RUPTURE

1st day after infarction . 4

2nd day after infarction 2

3rd day after infarction 1

5th day after infarction 1

13th day after infarction 1

Some people feel that concomitant gastrointes-

tinal pathology is uncommon, but Table 12 shows
that 42 per cent of the autopsied cases in our series

showed gastrointestinal lesions. There were 15

cases of diverticulosis—approximately the same
as in the general population of this age group.

There were 3 cases of diverticulitis. There were 3

ulcers, one of them acute duodenal, one chronic

duodenal, and one acute gastric with hemorrhage.
And there were 5 carcinomas of the bowel; one

adenoma of the colon; one benign polyp of the

TABLE 12

GASTROINTESTINAL FINDINGS (21 patients, 42 per cent)

Diverticulosis 15
Diverticulitis 3
Ulcers 3

(one each: acute D.U.; chronic D.U.;
acute gastric with hemorrhage)

Carcinomas of bowel 5
Adenoma of colon 1

Polyp of colon 1

Acute gastritis 1

colon; and one acute gastritis. In two of the car-

cinomas of the bowel, the myocardial infarction

was considered secondary.

Since anticoagulants have been incriminated

for making the anatomical lesion more severe or

actually causing it, we wish to make one final

point regarding hemorrhage into coronary athero-

mata producing subsequent occlusion. A careful

study of the gross and microscopic descriptions

of all 50 patients revealed only two cases of hemor-
rhage into atheromata. One patient died of cardiac

rupture three days after infarction, after having

been started on acceptable doses of dicumarol.

The other patient died within 24 hours after onset

of symptoms of his fourth infarction, without hav-

ing received anticoagulants.

SUMMARY

The experience with myocardial infarction at

the Iowa Methodist Hospital for a period of 5V2

years ending January 1, 1954, has been discussed.

Included was an analysis of postmortem examina-

tion findings in 50 cases.
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U of M Offers Short Course and North Woods Vacation

A three-day conference on “Psychiatric Prin-

ciples in General Practice” is to be offered by six

members of the faculty in psychiatry at the Uni-

versity of Minnesota Medical School, with Dr.

Bernard C. Glueck, Jr., psychoanalyst, of Colum-
bia University and the New York State Depart-
ment of Health, on Wednesday, Thursday and
Friday, September 8, 9 and 10, 1954, in Itaska

State Park, 230 miles northwest of the Twin Cities.

The planning committee for this course intended
that during the day the registrants would want to

work hard trying to assimilate all of the informa-
tion possible, but that they should be allotted a

certain amount of time for recreation. At Douglas
Lodge, where the sessions will be held, there are

a swimming beach, trails through the woods for

hiking, boats for fishing and a launch for rides

on Lake Itaska. In addition, there will be informal,

optional programs during the evenings. All of the

accommodations are uniformly comfortable. En-

rollment is limited to 50, and the registrants will

be transported from the Minneapolis campus to

Lake Itaska and back in a group.

The fee of $130 covers tuition, lodging, meals,

instructional material and transportation. The Uni-

versity has put itself out on a limb by offering

even to supply fishing licenses at no extra cost.

Inquiries should be addressed to the Director,

Division for Continuation Study, University of

Minnesota, Minneapolis 14.



Current Concepts of Carbohydrate

Metabolism and Diabetic Acidosis

PAUL FROM, M.D.*

DES MOINES

In 1921 Banting and Best, at the University of

Toronto, isolated the internal secretion of the pan-

creas and in 1922 introduced insulin into clinical

use. During the ensuing three decades, the study

of diabetes in man and experimentally produced
diabetes in animals has furnished a wealth of in-

formation on metabolism and all other bodily func-

tions. The discoveries of Banting and Best culmi-

nated study on a subject which was perhaps first

mentioned in the Egyptian Papyrus Ebers ( circa

1552 B.C.). The findings regarding beta-hydroxy-
butyric acid and acetoacetic acid in diabetic urine

were a further addition, and still later came some
understanding of the role of protein catabolism in

glucose formation.

It is an interesting phenomenon that a normal
person can ingest several hundred grams of carbo-

hydrate per day without a rise in his blood sugar

above 160 mgm. per cent, and can be on a diet

free of carbohydrate for several days without his

blood sugar’s dropping below 70 mgm. per cent.

Thus a normal person can vary his intake of car-

bohydrate from 0 to 500 grams per day, and yet his

blood sugar will not vary over 90 mgm. per cent.

When one ingests food, the processes of digestion

break it down into the three simple sugars (glu-

cose, fructose, and galactose) and into amino acids

which later may become glucose. These mono-
saccharides are rapidly absorbed from the small

intestine, even against a concentration gradient.

The cells of the intestinal mucosa also have a selec-

tive action upon these monosaccharides so that the

different sugars have different rates of absorption,

galactose being absorbed most rapidly and fructose

least. The maximum rate of absorption of glucose

is 43 grams per hour. Also, the amount of glucose

transferred across the gut will be within the as-

similatory capacity of the tissues. The rate of ab-

sorption is decreased if the hypohysis be removed
(and can be then increased with thyroxin), is de-

creased if hypothyroidism (idiopathic or acquired)

be present, and is increased in the presence of

hyperthyroidism. Diet will affect the rate of ab-

sorption, with the fastest rate of absorption occur-

ring in those on a high-carbohydrate diet and slow-

est in those previously on a low-carbohydrate diet.

* From the Department of Internal Medicine, Veterans Ad-
ministration Hospital. Des Moines, Iowa.
Sponsored by the Veterans Administration with the approval

of the Chief Medical Director. Statements and conclusions by
the author are a result of his own study and do not neces-
sarily reflect the opinion or policy of the Veterans Adminis-
tration.

As we shall understand later, the study of metabo-
lism of these carbohydates is in actuality a study

of the metabolism of glucose, since fructose and
galactose are readily transformed into glucose after

absorption.

When one ingests carbohydrate, the following

changes occur. There is an increase in liver gly-

cogen, an increase in muscle glycogen, an increase

in soft-tissue glucose, and a transient rise in blood
sugar. Some of the glucose oxidizes, and some
forms fatty acids. Also, blood pyruvate rises, phos-

phate and extracellular potassium decline, and
serum phosphate falls about 25 per cent.

Glucose from the blood is deposited as glycogen
in the liver and muscles. The liver serves as a site

of temporary storage, and the glycogen in the liver

is broken down when required to provide blood

glucose (glycogenolysis). Indeed, in the hepatec-

tomized animal the blood sugar falls rather quickly

to zero. The glycogen stored in the muscles can
serve as a source of blood glucose only indirectly,

through the formation of lactic acid which may be
transformed to glycogen in the liver. Under con-

trol of the adrenal cortical hormones, the liver

also can transform non-carbohydrate material into

glucose (gluconeogenesis)

.

The proximal kidney tubules, because they play

an important role in glucose metabolism, also de-

serve mention here. The tubules specifically re-

absorb glucose from the glomerular filtrate, the

rate of reabsorption being affected like the rate of

absorption through the gut. The maximum absorp-

tive capacity is influenced by continued high ex-

posure levels (“raised renal threshold of diabetes”)

and by the endocrines, in that there is increased

reabsorption in hyperthyroidism and decreased

reabsorption in the presence of the adrenal steroids

and phloridzin. By some mechanism, glucose can

be formed in the kidney, but the importance and
the amount of that production are not yet well

understood.

In Figure 1 are shown the steps involved in the

breakdown and disposition of glucose. The change

of glucose to glucose-6-phosphate is irreversible.

Glucose, as such, is metabolically inert, and it is

its phosphorylation which renders it active in the

body. Various possibilities are opened up for glu-

cose, once it has been phosphorylated. It may be

stored as glycogen in the liver and later may serve

as a source of blood glucose. It may be stored as

glycogen in muscles and be available for energy. It

421
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may at once or later be broken to the level of

pyruvic acid (Embden-Meyerhof cycle). It may be
transformed to fatty acid and be stored or utilized.

In all of these transformations, enzymatic reac-

tions—usually of a reversible nature—are con-

cerned. Under normal conditions the breakdown
of glycogen proceeds through successive steps, end-

ing in carbon dioxide and water.

The tricarboxylic cycle (Figure 2) offers several

points at which the metabolic pathways of carbo-

hydrates, proteins, and fats converge in a rather

integrated fashion. It is estimated that, in terms of

a machine, the body has an efficiency of 67 per

cent in converting glucose into energy by means of

this mechanism.
As previously mentioned, the blood level of phos-

phate declines as glucose enters the metabolic pool

— i.e., as the phosphate is used in the phosphoryla-
tion of glucose. As the phosphorylated derivatives

are oxidatively disposed, or as glycogen is formed,

the phosphate level returns to normal. Extracel-

lular potassium decreases as fluid of intracellular

composition accompanies the deposition of glyco-

gen in liver and muscles, or it decreases as new
protein is formed through animation and utiliza-

tion of carbohydrate residues. Proper hydration is

necessary if the utilization of glucose is to proceed
normally.

With the foregoing as a background, it is now
pertinent to review the present knowledge of the

role played by insulin in the various processes.

First, insulin produced in the beta cells of the

islets of Langerhans facilitates transformation of

glucose to glycogen. That this action takes place

at the level of the hexokinase reaction is generally

accepted, but how the action occurs is still in

doubt. The most promising theories are that the

insulin acts directly on hexokinase, that it inhibits

the anterior pituitary and adrenals which normally

inhibit hexokinase, or that it acts on the cell sur-

face and permits a more rapid absorption of glu-

cose and other hexoses across the cell membrane
so that phosphorylation can occur. Second, insulin

enhances the ability of tissues to oxidize glucose to

CCh and H.jO (i.e., it accelerates utilization of glu-

cose). Third, insulin greatly favors the transforma-

tion of glucose to fat. (Without insulin, the amount
of glucose converted to fat is decreased by 10 per

cent). F’ourth, insulin furthers the synthesis of

protein from amino acids. The question has re-
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Pyruvic Acid (3c)

Fig. 2. Five pairs of hydrogen atoms are removed for the
formation of one molecule of pyruvic acid and three mole-
cules of CO-.

cently arisen as to whether insulin may act in the

tricarboxylic acid cycle.

Insulin is destroyed by pepsin-HCl and chemo-
trypsin, and acidosis renders it less effective.

Anesthetics interfere with its action, as does in-

fection. Possibly, in these cases, adrenalin and
acidosis or cortisone come into play as antagonists

to the normal action of insulin. Somogyi has shown
recently that the effect of insulin in producing
hypoglycemia is limited, in that a defense mecha-
nism involving the pituitary-adrenal axis is set up
whenever the blood sugar gets below a certain

critical level, usually about 60 mg. per cent.

Glukagon is a substance thought to be present

as a contaminant in insulin. It may be the pan-
creatic hyperglycemic factor which causes the

slight initial rise of blood sugar after insulin is

given intravenously by liberating glucose from
hepatic stores, and it acts to reduce slightly the

anti-diabetogenic action of insulin. This factor may
come from the alpha cells. Recently, investigators

have thought that perhaps insulin may temporarily

depress the beta cells.

The problem, sometimes found, of central-nerv-

ous-system damage in patients with prolonged or

repeated insulin reactions has not yet been com-
pletely solved. Yannet, through experimentation
with cats, could not decide whether it was insulin,

or a combination of excess insulin and hypogly-
cemia, that caused the toxicity to brain cells some-
times encountered in insulin reactions.

The Cori cycle (Figure 3), was once thought to

explain the regulation of blood sugar (blood glu-

cose to muscle glycogen to blood lactic acid to liver

glycogen, etc.) but, in the light of present knowl-

edge, it is inadequate. Today we are beginning to

understand some of the many interrelationships in

a far more complex mechanism of blood-sugar con-

trol by the endocrine system. Although this pic-

ture is quite complex, some of the known factors

are established.

LIVER

—» GLYCOGEN >GLUCOSE

BLOOD
Lactic Acid

BLOOD
GLUCOSE

LACTIC ACID*— GLYCOGEN

MUSCLE
Fig. 3. The Cori cycle.

In 1927 Davidoff and Cushing reported that dia-

betes mellitus occurred in 12 per cent of 100

acromegalic patients. These figures were later

added to and revised to 17 per cent. Thirty-six per

cent of the acromegalics studied had glycosuria.

Houssay showed conclusively that following re-

moval of the pancreas from a previously hypophy-

sectomized toad or dog, the resulting diabetes was
mild as compared with that which pancreatectomy

produces in a normal animal. These Houssay ani-

mals survive for longer periods than do those ani-

mals with an intact hypohysis and may have pe-

riods of hypoglycemia if fasted. The injection of

anterior pituitary extracts causes a return of the

usual diabetic state.

In addition, Houssay showed that injection of

crude extracts of the anterior lobe of the pituitary

gland into normal animals causes hyperglycemia
and glucosuria. In 1S37 it was shown that continu-

ous injection of these extracts would cause a per-

manent diabetes. In 1951 Young showed that the

diabetogenic principle of extracts from the anterior

pituitary is associated with growth hormone (soma-

totropin), since these extracts would cause dia-

betes in adult dogs but not in puppies (rather, in

the latter it would cause growth). Work with
growth hormone was first reported in 1932 by
Evans. There is at present a great deal of investi-

gation being done on the subject of growth hor-

mone, and general acceptance has now been grant-

ed the principle that growth hormone promotes
nitrogen storage (protein synthesis?), promotes
growth, depresses glucose uptake of isolated dia-

phragmatic muscle, stops severe loss of muscle
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glycogen in a fasted hypohysectomized animal,

makes alloxan diabetes worse, and can produce a

permanent diabetes with pancreatic damage in a

dog or cat. The mode of action thus is thought to

be through inhibiting the peripheral utilization of

carbohydrate and not through facilitating glyco-

genolysis. Raben, however, thinks that perhaps the

diabetogenic factor is a contaminant of growth hor-

mone, a concept not favored by others. It is

thought also that the presence of the adrenal cor-

tical hormone is necessary for the full effects of

growth hormone on carbohydrate metabolism to

occur.

Growth hormone, it is thought, may sometimes
cause hypoglycemia by decreasing protein catabo-

lism and thus decreasing the quantity of carbo-

hydrate precursors. However if this happens and
the hormone is still given, an elevation of blood

sugar will yet follow. It has also been asked

whether growth hormone may not have an effect

on insulin secretion. This would account for the

initial fall in blood sugar, and the later rise could

be explained on the grounds that the pancreas was
no longer able to secrete insulin. Inhibition of

insulin in vitro has been shown by Brady, Luens
and Gurin. The giving of insulin simultaneously

with this diabetogenic factor will protect the islet

cells against degeneration.

Adrenocorticotropic hormone (ACTH) exerts an
influence on carbohydate metabolism, although a

less intense one than that exerted by growth hor-

mone. It is thought that ACTH, by accelerating

the rate of protein catabolism, will make more
intermediary metabolites (amino acids for deami-

nation or by conversion of carbons) available for

conversion to liver glycogen and thus glucose.

Both the adrenal medulla and cortex affect car-

bohydrate metabolism. According to present-day

concepts, the epinephrine elaborated by the adrenal

medulla represents an emergency reserve which
can be thrown into the metabolic pool in response

to stress situations of any kind. Its direct effects

on the cardiovascular system and its enhancing of

hepatic glycogenolysis make glucose available at

the periphery; also epinephrine stimulates ACTH
production or release from the anterior pituitary,

so that production of adrenal cortical steroids is

stimulated for a prolonged stress situation or for

the recovery period following short but acute

stress. It is possible that epinephrine may also

dephosphorylize glucose, or decrease its peripheral

or intracellular assimilation. This pituitary-adrenal

axis thus represents one of the main systems for

preserving homeostasis.

Nor-epinephrine, about 20 per cent of the secre-

tion of the adrenal medulla, has no effect on carbo-

hydrate metabolism. Epinephrine causes an imme-
diate rise in blood sugar by inducing hepatic glyco-

genolysis. Later, muscle glycogen is mobilized and
converted to lactic acid, which may be converted

to liver glycogen and thus be available for trans-

formation to glucose. Cannon stated that the re-

lease of epinephrine is brought about when the

blood sugar falls below 50, hypoglycemia irritating

the brain -stem centers which control the discharge
of epinephrine.

The adrenal cortical hormones exerting an in-

fluence on carbohydrate metabolism are those

steroids oxygenated in the CII position (S. Hor-
mone). The adequate dosage of these hormones,
or of ACTH, leads to an increase in blood sugar,

an increase in liver glycogen, increased nitrogen
excretion with increased gluconeogenesis from pro-

tein and increased protein catabolism, decreased
carbohydrate utilization and decreased sensitivity

to insulin. These conditions are reversible in the

normal when administration of the hormone is

stopped. In normal subjects, ACTH in daily doses

of 75 to 150 mg. for 5 to 10 days may produce
fasting hyperglycemia, glucosuria, decreased toler-

ance for carbohydrate, and insensitivity to insulin

—all of which are completely reversed upon dis-

continuation of ACTH administration.

The influence of the thyroid on carbohydate
metabolism is undoubted. In 1935 it was shown that

thyroid feeding increases the hyperglycemia which
follows adrenalin injections, until liver glycogen

becomes depleted. In 1927 Aszodi reported that

following thyroidectomy, dogs became markedly
sensitive to insulin. The incidence of hypergly-

cemia in patients with thyrotoxicosis is high. Hous-
say administered thyroid extract to dogs that had
been depancreatized to the extent that under ordi-

nary conditions they had enough islet tissue to

maintain a normal blood sugar and thus produced
diabetes with lesions of the beta cells (metathyroid

diabetes) . The giving of thyroid hormone in excess

causes an increase in cellular activity (oxygen
uptake) of all body tissues, and unless adequate
food is ingested, the carbohydrate, the protein and
fat stores of the body become depleted. Hypergly-
cemia follows, especially if the pancreatic reserve

already is low. Thyroid feeding in an animal with
an intact pancreas will not produce diabetes. It is

not assumed that the role of the thyroid in carbo-

hydrate metabolism is as major as that of the

anterior pituitary or adrenal cortex.

The influence of the gonads on carbohydrate
metabolism has been the subject of considerable

discussion. Although little agreement exists on this

subject, it has been suggested that estrogens exert

more of an effect than androgens. Estrogen is

known to inhibit certain activities of the anterior

pituitary. It has been reported that estrogens may
benefit diabetes occuring in women at about the

time of the menopause. In acromegaly it has been
reported that a reversal of the abnormal glucose

tolerance curve takes place, as well as a fall in

serum phosphorus and a reduction in the size of

the nose, hands and feet while estrogen is adminis-

tered, all these effects being reversed when the

estrogen was stopped. Others have postulated that

estrogens exert a diabetogenic effect.
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So far, we have discussed the hormonal control

of glucose metabolism. Under neural control, there

is also a regulatory mechanism made up of the

two parts of the autonomic nervous system, the

sympathetic and the parasympathetic. The sympa-
thetic regulates the secretion of epinephrine and
the parasympathetic controls the output of insulin.

In 1855 Bernard punctured the floor of the 4th

ventricle and noted a glycosuria he termed piqure
diabetique, thought now to be due to sympathetic
involvement. There is known to be a center in the

hypothalmus, the stimulation of which will be
followed by hyperglycemia due to involvement of

the adrenal medulla and liver. The parasympathetic
centers are mainly located in the hypothalmus and
involve the islet cells through the vagus nerve.

Hyperglycemia presumably stimulates this center

so that increased insulin is released from the pan-

creas. These neural influences may function as a

means of control of blood sugar finer than that

exerted by humoral mechanisms, although these

latter are adequate for prevention of gross changes.

Figure 4 summarizes the regulatory mechanisms
of carbohydrate metabolism. At this point should

be mentioned those chemical agents known to pro-

duce diabetes. In 1943 it was shown that alloxan

caused a selective necrosis of the islets of Langer-
hans. Alloxan is the ureide of mesooxalic acid, and
structurally is somewhat similar to uric acid. There
may be an interaction also between alloxan and
glutathione (the latter possibly exerting a protec-

tive physiological effect against alloxan). Also
phloridzin, by decreasing the ability of the renal

tubules to reabsorb glucose, can lead to glucosuria.

Dehydroascorbic acid and dehydroiso-ascorbic acid

are similar in structure to alloxan and have been
shown to be capable of producing permanent hyper-
glycemia in rats.

Also tied in with a discussion of carbohydate

metabolism must be a discussion of ketosis and
acidosis. When the utilization of carbohydrate for

energy is impaired, the body stores of fat and of

protein are subjected to unusual demands. In the

catabolism of fat, ketone bodies are produced, and
if their production is abnormally great (as in un-

controlled diabetes), they are poured into the

blood so rapidly that the tissues cannot oxidize

them. In consequence, the excess accumulates and
is excreted in the urine. Ketosis exists when the

level of blood ketones is above 3 mg. per cent, re-

gardless of changes in the alkali reserve. These
ketone bodies—which, as has been stated, originate

from the beta oxidation in the liver of fatty acids

(mainly but not entirely)—appear in the urine as

betahydroxybutyric and acetoacetic (diacetic) acid,

and acetone, diacetic acid being the more toxic.

As these ketone bodies are excreted, they carry

sodium and base out with them, and the alkali

reserve of the blood (ability to combine with CO>)
falls; the total base (NA+ and K+) will be de-

creased (from 155 to 135-145 mEq. L.) and the pH
will fall. Acidosis then exists. In this state also, a

great elevation of blood fat will be observed, as

well as an elevation of cholesterol, elevation of

lipoproteins, and a peaking of the beta and gamma
globulins. Dehydration will also result. The basal

metabolic rate will increase (not alone due to the

hyperpnea which is present) . A central shock is

present, with decreased peripheral resistance, in-

creased cardiac output, and hypotension. Urinary
corticoid excretion is increased, and insulin is less

effective. There may be a decreased rate of oxygen
utilization by the brain. The exact mechanism of

coma in acidosis is not known, but if C0 2 vol. per

cent is +30, there is usually no coma, and if it is

less than 15, coma usually occurs. If the total blood
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ketone level is +60 mg. per cent, the patient usually

is drowsy, and if it is +100 mg. per cent he usually

is unconscious (but there have been cases in

which, when the level was 18, the subject was
comatose, and when the level of blood ketones was
123 mg. per cent, the subject was alert)

.

At this point, we shall review a few of the more
recent developments as regards the relationship of

electrolytes to carbohydate metabolism, especially

in diabetic acidosis.

The balance experiments of Peters in the re-

covery phase of diabetic acidosis show deficits of

salt as great as 35 to 40 grams. He feels that this

amount of saline should be given to all diabetics

in severe acidosis as long as their kidney and car-

diac status is adequate. Although sodium losses in

acidosis do not often reach the levels of producing

vascular collapse, appreciable losses of sodium do

occur in all cases of severe acidosis. Martin and
Wertman found sodium levels below normal in 14

patients with acidosis, in spite of marked hemocon-
centration. Danowski found that although serum
sodium concentration may be normal in acidosis,

the sodium concentration in red blood cells is low
and in some instances may be entirely wiped out

of these cells.

The alterations that occur in body potassium dur-

ing diabetic acidosis were first reported by Holler

in 1946, who found a serum potassium of 2.5 mEq.
L. in an 18-year-old girl with acidosis. He attributed

this hypokalemia to an unusually profuse diuresis

during the first 24 hours of therapy, as well as a

prolonged precoma period of poor diabetic control,

with increased losses of potassium in the urine

prior to treatment. It has since been shown that

the serum potassium usually reaches its lowest

point during the first 10-24 hours of therapy, even
though at the onset of therapy the level may have
been normal. This decrease during the course of

treatment is attributable to (a) the shift of potas-

sium into the cells with phosphate and glucose to

form potassium hexophosphate under the influence

of insulin; (b) continued excretion of potassium in

urine; (c) decreased food intake (early.) and (d)

the expansion of extracellular volume with intra-

venous fluids during the course of treatment. Kin-

sell has suggested that potassium depletion may be
a factor in the production by ACTH and/or corti-

sone of diabetogenic effects and insulin resistance.

Guest, in 1942, discovered that at the height of

diabetic acidosis the phosphorous content of blood

cells is reduced, although serum concentrations

may be normal or high. The fall of serum phos-

phorus reaches a peak at about 4 to 12 hours after

therapy is instituted.

According to Martin and Wertman, serum cal-

cium levels may show slight drops during therapy

of diabetic acidosis.

Again according to Martin and Wertman, serum
magnesium levels show a marked drop during the

first 24 hours of therapy of diabetic acidosis, even
though the level is normal or elevated at the insti-

tution of therapy. They found a fairly good correla-

tion to exist between the presence of coma on entry

to the hospital and the serum magnesium level on
entry. Those who had a high serum magnesium
level (over 2.5 mEq. L.) tended to be comatose,

but those with levels under 2.5 mEq. L. tended to

be conscious.

Thus, in summary, one might say that before or

during the treatment of diabetic acidosis most of

the important body electrolytes are reduced, at

times to a marked degree, and they may require

replacement.

Mention has not yet been made of another im-

portant factor in carbohydate metabolism, namely
vitamins. Many vitamins might enter the discus-

sion at this point, but probably at this state of our

knowledge the discussion can safely be limited to

Thiamine. Thiamine is known to be essential in

the metabolic interplay among glycogen, lactic

acid and pyruvic acid. It is believed that Thiamine
acts as a co-enzyme with pyruvate oxidase in the

oxidation of pyruvic acid. We know that Thiamine
is quite closely related to cocarboxylase. It has

been shown that Thiamine has an acellular co-

enzyme action, especially in the metabolism of the

alpha-keto acids. In deficiencies, carbohydrate me-
tabolism is incomplete, and pyruvic acid accumu-
lates in the tissues. Since the Thiamine require-

ment varies directly with carbohydrate intake, an
excessive ingestion of carbohydrate with a low or

borderline Thiamine intake may initiate or aggra-

vate signs and symptoms of Thiamine deficiency.

I have not mentioned many factors which are

undoubtedly quite important in glucose metabolism
but about which not too much is yet known. For
instance, in liver disease there often occurs a

change in carbohydrate metabolism. What is there

that at times causes the liver to show increased or

decreased glycogenolysis, other than the factors

discussed? How important is the diet in regulating

carbohydrate metabolism? Does hypoinsulinism

tend to produce obesity? Would additional amino
acids in the diet provide more insulin-making ma-
terial for the body? How does Vitamin C lower

glucose tolerance? How important is Vitamin C to

the adrenal cortex? Are there adrenogenic, anti-

adrenogenic, pituitary and anti-pituitarigenic foods,

as there are goiterogenic and anti-goiterogenic?

With the answering of these and many other ques-

tions not considered here, our insight into the

mechanisms of carbohydrate metabolism will be
greatly increased.
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Its Etiologic Diagnosis and Treatment

H. B. OSTLER, M.D *
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Determining the etiology of a disease prior to

treatment is probably more important today than

before the era of antibiotics, for now one drug
may be highly effective while a second drug may
be contraindicated in a specific disease.

It is advisable to take cultures and to use other

laboratory methods when necessary to determine
the etiology of a conjunctivitis in cases where
there is corneal ulceration or severe edema of the

lids, in cases of chronic conjunctivitis and in cases

not responding to therapy within 48 hours.

With the bother and expense involved in send-

ing a patient to a laboratory, or with the added
time involved in attempting to take cultures and
examine smears oneself, a busy physician cannot
be expected to call on the laboratory for diagnosis

in even most cases of conjunctivitis or blepharitis.

The purpose of this paper, therefore, is two-

fold: first, to indicate the most effective therapy
for those diseases commonly involving the lids

and conjunctiva, and second, to reiterate some of

the clinical findings that will aid in the making
of an etiologic diagnosis.

general

Ointments. Water-soluble ointments containing

antibiotics are most useful in the treatment of

* From the Department of Ophthalmology. State University
of Iowa.

blepharitis, or conjunctivitis associated with bleph-

aritis, for the ointment helps to keep the anti-

biotic in contact with the lid margin for a long

period of time. When indicated for treatment of

diseases involving the anterior segment of the eye,

Woods42 thinks that cortisone or hydrocortisone

are more useful in ointment form than in solution,

for he feels that the effects are more predictable,

and that one need not give the ointment so fre-

quently.

The ointment is administered by placing a small

amount in the inferior fornix or along the lid

margin three to four times a day, and is continued
until the area has appeared normal for two days.

Solutions. For the treatment of conjunctivitis,

keratitis, and corneal ulceration, local antibiotics,

when indicated, are most useful in solution. The
patient is told to instill two drops in the conjunc-

tival sac every thirty minutes during the day for

the first day, then four to six times a day until

the eye has appeared normal for two days. If

treatment is stopped earlier, recurrences are fre-

quent.

systemic therapy

Systemic antibiotics are occasionally indicated.

We shall, therefore, attempt to indicate when sys-

temic treatment is advisable.

Penicillin. Because penicillin is a high sensi-

tizer, it should only be used systemically. As may
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be noted from Table I, the bacterial spectrum
includes the spirochetes, and the gram-positive

organisms, as well as the viruses of inclusion body
conjunctivitis, and lymphogranuloma venereum.
It is the treatment of choice in syphilis, in gonor-

rhea, in Clostridium infections when combined
with the antitioxin, in diphtheria when combined
with the antitoxin, and in actinomycosis when
combined with the sulfonamides.

Bacitracin. In Table I it may be noted that

bacitracin and penicillin have similar bacterial

spectra. Bacitracin is a low sensitizer and should

only be used locally. Thus it is recommended for

local therapy where feasible.

(Bacitracin, neomycin, and polymyxin have a

nephrotoxic effect when given systemically, and,

therefore, are recommended for local therapy to

avoid any chance that a sensitization may result

from administration of one of the systemic anti-

biotics.)

Sulfonamides. In general, the sulfonamides are

less effective than penicillin against gram-positive

organisms, especially the gram-positive rods, and
are not effective against spirochetes. They are

somewhat effective against many of the gram-
negative rods, and against the larger viruses caus-

ing trachoma, psittacosis, and lymphogranuloma
venereum, but are contraindicated in the treat-

ment of rickettsial diseases. Sulfonamides system-
ically, combined with local aureomycin or terra-

mycin solution, are the treatment of choice in

trachoma.

Streptomycin or dihydrostreptomycin are effec-

tive against many gram-negative organisms, as

may be seen in Table I. Either, in combination
with Aureomycin when given systemically, is the

treatment of choice for brucellosis, and when com-
bined with para aminosalicylic acid and isoniazide

is effective against the tubercle bacillus. Because
bacterial resistance to streptomycin or dihydro-

streptomycin tends to develop rapidly and be-

cause sensitivity to them may occur, it is best to

use them only for the treatment of tuberculosis

or brucellosis, or when an organism is found to be
sensitive to them only.

Aureomycin, Terramycin, and Chloramphenicol
(Chloromycetin)

.

The broad spectrum antibiotics

Aureomycin, Terramycin ( oxytetracycline ) ,
and

Chloramphenicol are classified together because
of their similarity in action. They are called

broad-spectrum antibiotics because of their effec-

tiveness against the gram-negative rods, the larger

viruses, and the rickettsiae, as well as those organ-

isms against which penicillin is effective. The
three are similar in their bacterial spectra, but
one is occasionally more effective against a spe-

cific organism or a specific strain of an organism.

Chloromycetin is outstanding, as compared to the

others, because of its greater penetration into

the eye following systemic use, according to

studies conducted by Leopold, et al. 31 One should
also remember that Chloromycetin systemically

has been reported on rare occasions to cause
aplastic anemia.37 Chloromycetin systemically re-

mains the drug of choice in the treatment of

typhoid fever, however.
Polymyxin B (Aerosporin)

.

As noted previ- .

ously, polymyxin systemically has a nephrotoxic

effect. Polymyxin locally (and possibly combined
with a broad-spectrum antibiotic systemically) is

the treatment of choice in Pseudomonas infections

of the eye. Pseudomonas aeruginosa is often con-

sidered to be a saprophyte, but in the eye a

pseudomonas infection is usually very severe.

Pseudomonas can penetrate into the eye with
even a slight erosion of the corneal epithelium,

and within 24 hours can cause a severe central

corneal ulcer followed by an endophthalmitis, or

a panophthalmitis unless properly treated. Be-
cause Pseudomonas may be present in the solu-

tions used in one’s office, especially in florescene,

the physician himself may introduce the organism
into the patient’s eye. Because of such a possi-

bility, it is wise to instill polymyxin solution or

ointment into the eye of any patient seen with a

corneal defect.

Neomycin, as noted previously, when given sys-

temically has a nephrotoxic effect. Neomycin has
not been included in the Table, but has a bacterial

spectrum very similar to streptomycin’s in that

it is effective against many gram-negative organ-

isms, the tubercle bacillus and several of the

spirochetes, but is only weakly effective against

gram-positive organisms.

Erythromycin, a comparatively new antibiotic,

has a bacterial spectrum similar to that of pen-

icillin, being most effective against the gram-
positive organisms and gram-negative cocci, but
only questionably effective against the larger

viruses.

Acromycin and Tetracine are fairly new anti-

biotics and appear to be of the broad-spectrum

type similar in activity to Aureomycin, Terra-

mycin, and chloramphenacol.
Synergism versus Antagonism. Various bacterial

strains show large variation in response to anti-

biotics, especially to combinations of antibiotics.

Antagonism most commonly occurs between pen-

icillin or streptomycin and the broad-spectrum
antibiotics. When such cases occur, the penicillin

or streptomycin has no effect, and the broad-

spectrum antibiotics act as though they were
given alone.

Synergism, in which two antibiotics given to-

gether have a greater effect than the sum total

of both of them would have, frequently can be
demonstrated between penicillin and streptomycin,

or between various combinations of the broad-

spectrum antibiotics.

Yet, since antagonism and synergism vary from
strain to strain, one cannot predict the effects of

combinations of antibiotics without doing sensi-

tivity studies.

Cortisone, hydrocortisone and ACTH, by alter-

ing the inflammatory responses of the body,

cause a decreased amount of scarring and vas-

cularization. There are therefore many indications

and contraindications to their use in the treatment
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TABLE I.

ORGANISMS

SPIROCHETES causing

A. Syphilis

B. Weils Disease (Leptospirosis)

C. Rat Bite Fever

D. Relapsing Fever

E. Yaws

GRAM POSITIVE ORGANISMS
A. Cocci

1. Streptococci

3. Alpha hemolytic

b. Beta hemolytic

C. Non hemolytic

2. Diplococcus pneumoniae

3. Staphylococci

B. Rods

1. Clostridium Group

2. Corynebacterium diphtheriae

3. Bacillus anthracis

GRAM NEGATIVE ORGANISMS
A. Cocci

1.

Gonococci

Z. Meningococci

B. Rods
1. Aerobacter aerogenes
2. Escherichia coli

3. Klebsiella pneumoniae

4. Proteus Vulgaris

5. Pseudomonas aeruginosa

6. Eberthella (Salmonella) typhosa-
7. Shigella

8. Pasturella tularensis

9. Brucella group

10. Hemophilus Influenzae

11. Hemophilus duplex (Morax-Axenfeld)

12. Hemophilus ducrey

13. Hemophilus pertussis

ACID FAST ORGANISMS
A Mycobacterium tuberculosis

FUNGI
A. Actinomycosis

B. Leptothrix

LARGE VIRUSES
A. Psittacosis

B. Trachoma
C. Lymphogranuloma venereum
D. Inclusion blenorrhea

E. Primary atypical pneumonia
RICKETTSIAE

Indicates may be useful I

Effective in treatment I

Drug of choice I

REMARKS

Treat systemically

Treat systemically

Treat systemically

Treat systemically

Treat systemically

20% resistant to penicillin

Many strains resistant to penicillin

Treat systemically. Use with specific antitoxin.

Treat systemically. Use with specific antitoxin.

Treat systemically. Use with specific antitoxin.

Treat systemically

Use combinations of antibiotics

Chloromycetin drug of choice

Usefhetwo combined
Use streptomycin and the broad spectrum
antibiotics combined

Use combinations

Use combined with Para Amino Salacylic
Acid and Isoniazide

Use the two combined
Use penicillin and sulfonamides systemically
combined

Use the sulfonamides systemically and
broad spectrum antibiotics locally

Sulfonamides contraindicated
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of disease of the eye. In bacterial and viral infec-

tions, therefore, such drugs are contraindicated

because the resistance of the tissue to bacteria

and to viruses is reduced as a result of the de-

creased inflammatory response. A distinction must
be made however between an active infection

and a hypersensitivity reaction of the eye to

bacterial proteins. The organism, if present in the

body in hypersensitivity reactions, is usually pres-

ent in a remote part of the body, and, therefore,

the local use of these drugs does not affect the

immune responses to the organism in that remote
area.

TABLE II

CORTISONE OR HYDROCORTISONE

Effective in (Types of Conjunctivitis):
Allergic Blepharoconjunctivitis
Vernal Conjunctivitis
Allergic Conjunctivitis
Acne Rosacea Keratoconjunctivitis
Chronic Keratoconjunctivitis (allergic)
Drug sensitivities and Contact Dermatitis such as occurs

to atropine
No effect in (Types of Conjunctivitis):

Ocular pemphigus
Erythema multiforme
Stevens Johnson Disease

Contraindicated in

:

Bacterial, rickettsial, viral, and fungus infections actively
involving the eye

ACTH locally has no effect, whereas cortisone

or hydrocortisone, when indicated, and when given

either in ointment or solution form, appears to be

satisfactory for affections involving the anterior

segment of the eye. Thus one does not have to

resort to systemic therapy. Hydrocortisone is

about twice as potent gram for gram as cortisone,

even when given locally. The solution or ointment
should be given about every four hours.

BLEPHARITIS

The symptoms of blepharitis are fullness of the

eyelids, itching and burning of the eyelids, and
a mild discharge noted especially upon awakening.
The inflammation may be very mild and therefore

easily overlooked. Blepharitis often causes or is

associated with a chronic catarrhal conjunctivitis

which is characterized by repeated exacerbations

of symptoms of burning and smarting, and scanty

secretions. The etiology and the treatment of

blepharitis and the associated conjunctivitis are

most often the same.
Approximately one third of the cases of bleph-

aritis are caused by Staphlococci and about one-

third from seborrheic involvement. The remaining
cases result from “mixed” infections of Staphlo-

cocci and seborrhea, except for an occasional case

caused by the diplobacillus of Morax and Axen-
feld.

Blepharitis may be divided into the ulcerosa,

the squamosa and the angular types.

Blepharitis ulcerosa is characterized by dry,

hard, sticky, yellow crusts, and tiny ulcers

are seen at the bases of the eyelashes following

removal of the crusts. The tiny ulcers are pathog-

nomonic of a Staphlococcic infection, especially

when associated with a conjunctivitis and with

marginal corneal ulcers or infiltrates.

Use of antibiotics in chronic cases of blepharitis

frequently results in apparent cure, but the infec-

tion often recurs after therapy is discontinued.

In chronic cases the most satisfactory treatment,

therefore, seems to be the use of a Staphlococcic

vaccine or toxoid. A stock Staphlococcic toxoid

is perfectly satisfactory. After testing for sensi-

tivity, the toxoid is given intradermally in very

small amounts (0.01 cc.) initially, and the amount is

gradually increased twice weekly until one reach-

es a total of 1.0 cc., which then may have to be
continued for a period of one to two years at

weekly or bi-monthly intervals. One must pro-

ceed with caution in using Staphlococci toxoid, for

systemic reactions may be severe.

Blepharitis squamosa is due most often to sebor-

rhea, and is frequently associated with a severe

seborrheic involvement of the scalp. One should,

therefore, examine the scalp if he suspects sebor-

rhea. Blepharitis squamosa is characterized by
yellow, oily, greasy crusts, and hyperemia of the

lid margin. Treatment is directed toward the

seborrheic involvement of the scalp by the use of

Selsun, salicylic acid or the other old standbys,

which when used periodically often control the

blepharitis. If necessary, one may also paint a line

at the lid margin with two per cent brilliant

green in 70 per cent alcohol.

Mixed involvement of the lids by Staphlococci

and seborrhea may also produce blepharitis squa-

mosa. In these cases, a combination of the treat-

ments for seborrhea and Staphlococci seems to be
the most satisfactory.

Angular blepharitis most frequently is caused
by the diplobacillus of Morax and Axenfeld, but
occasionally is caused by the Staphlococci. It is

characterized by maceration of the lids at the

angles, with relative sparing of the other parts

of the lids. The conjunctiva may also be involved
at the angles. Treatment of choice is the use of

broad-spectrum antibiotics.

CONJUNCTIVITIS

Symptoms resulting from conjunctivitis are epi-

phora, a sense of fullness around the eyes and an
agglutination of the lids, especially upon awaken-
ing.

Increased Secretion of Tears. Conjunctival in-

flammation, with an increased secretion of tears,

suggests either a bacterial etiology, in which the
secretions are flaky and amorphous in type, or an
allergic etiology, in which the secretions are
stringy. The stringy secretions occur especially in

vernal catarrh and are due to a high fibrinous

content.
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Scanty Secretion of Tears. Conjunctival inflam-

mation associated with a scanty secretion of tears

suggests either a granulomatous conjunctivitis, a

viral conjunctivitis, or a keratoconjunctivitis sicca.

Keratoconjunctivitis sicca arises from decreased

secretion of tears, and is characterized by con-

junctival hyperemia (especially bulbar), and irri-

tation symptoms out of proportion to the signs

of inflammation. It frequently begins as a chronic

catarrhal conjunctivitis. The cornea often has

punctate epithelial lesions more prominent in the

lower half of the cornea, or even actual filament

formation. The local treatment of keratoconjunc-

tivitis sicca, which is often helpful, is directed

toward the artificial replacing of tears or the con-

serving of tears by closing the puncta. The latter

is more satisfactory and may be done by curetting

the cocainized punctum to destroy the epithelium

and then applying a hot needle of a hyfrecator to

the punctum for an instant.

Color of the Conjunctiva. A brilliant red color

is characteristic of bacterial infections of the con-

junctivita, whereas a milky appearance is char-

acteristic of allergic conjunctivitis, especially ver-

nal catarrh. Small subconjunctival hemorrhages
immediately suggest the pneumococcus or the

rarer Koch-Weeks bacillus, but on rare occasions

they may occur in other conjunctivitises.

Hyperemia without cellular infiltration is caused

by irritation from physical causes such as wind,

sun, smoke, muscular imbalance, errors of refrac-

tion, etc., as well as from inflammatory conditions

of the nose and very mild infections of the con-

junctiva. It is occasionally seen in general vas-

cular dilitation, such as in acne rosacea. Acne
rosacea may respond to cortisone or hydrocorti-

sone locally, but often such treatment is unsatis-

factory.

Chemosis of the bulbar conjunctiva suggests an
acute gonococcal conjunctivitis or epidemic kera-

toconjunctivitis and may occur before there is

any gross cellular infiltration or exudation. It is

rare in other acute conjunctival infections and
does not occur in chronic conjunctivitis.

Chemosis may be a prominent sign in epidemic
keratoconjunctivitis, and is often associated with
edema of the lids, caruncle, and semilunar fold.

Chemosis without acute inflammation may occur

as an initial sign in trichinosis.

Itching. A complaint of itching of the eyes if

offered spontaneously is pathognomonic of allergy,

and frequently is the chief complaint in vernal

catarrh.

Pain. Pain, associated with conjunctivitis usually

arises from corneal involvement. Pain most severe
upon awakening and improving during the day
suggests a Staphlococcic blepharitis in which the

Staphlococcus toxin causes corneal defects that

heal as the tears wash away the toxin during the

waking period. Pain present in the afternoon and
absent or slight in the morning suggests kerato-

conjunctivitis sicca. The pain during the day

ai'ises from corneal defects, caused by drying of

the cornea. They tend to heal when the lids are

closed.

Keratinization of the conjunctiva may occur in

advanced vitamin A deficiency, in keratoconjunc-

tivitis sicca and in chronic blastomycosis.

Bitot’s spot characteristically is a small tri-

angular mass that is grey, dry, and opaque in

appearance. It occurs most commonly at the

temporal limbus, is frequently bilateral, and oc-

curs in lesser degrees of vitamin A deficiency.

The cornea in vitamin A deficiency may also be

somewhat opaque. In treatment one uses large

doses of vitamin A.

Conjunctivitis in the newborn, when secondary

to congenital stenosis of the nasolacrimal duct,

occurs typically during the third to the fourth

week of life following the establishment of lacri-

mation, and is usually unilateral. Epiphora always

precedes the dacryocystitis. The most common
etiology is the pneumococci and the influenzal

bacillus. Treatment consists of establishing tear

drainage by irrigation of the sac or probing of

the nasolacrimal duct.

Conjunctivitis arising from primary involvement

of the conjunctiva in the newborn begins typically

on the second to the third day of life. Several

decades ago the most frequent cause of conjuncti-

vitis in the newborn was the gonococcus, but now
it is fortunately very rare. Gonorrhea ophthalmia

is typically associated with a marked purulent

discharge, and the swelling of the lids is fre-

quently so severe that the upper lid overrides

the lower one. Such a finding is almost pathog-

nomonic of gonorrhea ophthalmia. There is a

marked papillary hypertrophy which causes all

of the conjunctiva to be thrown into ridges. A
central comeal ulcer develops rapidly and is

followed by perforation if the disease is not

treated adequately. The treatment of choice is

local and systemic penicillin. Local antibiotics

may be of value,36 even though the infection is

located deep in the conjunctiva, and the discharge

tends to wash away the antibiotic.

Other conjunctivitises in the newborn are usu-

ally catarrhal in type, and, if associated with a

marked amount of catarrhal discharge, are caused

most often by the Staphlococcus. There is only a

mild cellular infiltration, the cornea does not tend

to become involved, and lid involvement is rare.

Early conjunctivitis is the commonest cause of

mild neonatal sepsis.32

If there is only a mild amount of discharge pres-

ent, the conjunctivitis may be due to silver nitrate

instillation, or in rare cases may be due to inclu-

sion blenorrhea.

Inclusion blenorrhea is a viral disease. It begins

as an acute or hyperacute conjunctivitis in the

newborn, but gradually becomes chronic and tends

to persist for from three months to one year. At
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first the conjunctivitis is papillary in type, but

after three to four months it becomes follicular.

The upper tarsus is frequently spared. Inclusion

blenorrhea in the newborn is the same as swim-
ming-pool conjunctivitis or inclusion blenorrhea

in the adult, yet in the adult the conjunctivitis is

follicular from the start. Treatment consists of

sulfonamides locally in the infant, or sulfonamides

systemically in the adult. The broad-spectrum

antibiotics are also of value.

In the newborn the pneumococcus may also

cause a conjunctivitis associated with moderate
catarrhal secretion. Its clinical diagnosis may be
made by finding subconjunctival hemorrhages,
since the next most frequent cause is the Koch-
Weeks bacillus, a micro-organism which involves

the conjunctiva of the newborn only rarely.

Conjunctivitis from other causes is rare in

the newborn and is due to the influenza bacillus

or the beta hemolytic Streptococcus.

Acute Conjunctivitis in the Child and Adult.

Purulent conjunctivitis in the child or in the adult

is rare. The important causes are the gonococcus
and the meningococcus.
Meningococcal involvement of the eye may be

associated with meningococcal meningitis or men-
ingococcemia. Meningococcal conjunctivitis is usu-
ally milder than gonorrheal ophthalmia and is

less likely to cause complications. The treatment
is the use of systemic penicillin and sulfonamides.

Catarrhal conjunctivitis is milder than the puru-
lent type, there is a higher proportion of mucus
to pus in the secretions, and there are less severe
sequellae. Acute catarrhal conjunctivitis is often

epidemic, especially in children. It is character-

ized by an intense hyperemia, especially bulbar,

and tends to spare the upper tarsal conjunctiva.

The pneumococcus is the commonest cause of

acute catarrhal conjunctivitis, and typically causes
numerous subconjunctival hemorrhages. The cor-

nea and eyelids are not involved.

The Koch-Weeks bacillus is the next most fre-

quent cause of acute catarrhal conjunctivitis, but
is rare in Iowa. It is the only other common bac-
teria producing subconjunctival hemorrhages in

acute conjunctivitis.

Rare causes of acute catarrhal conjunctivitis are
the Streptococcus viridans and the Staphlococcus.

Streptococcic infections typically do not involve
the cornea or the eyelid. The Staphlococcus, on
the other hand, frequently involves the eyelids

and produces a chronic conjunctivitis. It occasion-

ally involves the cornea, resulting in a marginal
ulcer or a marginal infiltrate which, if associated

with a superficial punctate keratitis (superficial

staining of the cornea in minute areas), is diag-

nostic of staphlococcic conjunctivitis.

Subacute catarrhal conjunctivitis is less rapid
in onset, is less severe, and frequently lasts

longer than acute catarrhal conjunctivitis. The
commonest cause is the Hemophilis influenzae

organism, which does not produce bulbar sub-

conjunctival hemorrhages.
Rare causes of subacute catarrhal conjunctivitis

are Escherchia coli, and Proteus vulgaris, both of

which cause less inflammation than the H. influ-

enzae organism. Very rarely, syphilis early in the

second stage may cause a subacute catarrhal con-

junctivitis.

Conjunctivitis Secondary to Lacrimal Duct In-

volvement. A conjunctivitis arising secondary to

chronic dacryocystitis is most frequently caused
by the pneumococcus, the picture being that of a

subacute catarrhal conjunctivitis. Treatment of

such cases is primarily directed toward the dacry-

ocystitis.

A violently acute conjunctivitis secondary to

chronic dacryocystitis may also be caused by the

hemolytic Streptococcus. The conjunctivitis may
be so severe that the dacryocystitis is overlooked.

Streptothrix involvement of the canaliculi may
cause a mild or subacute conjunctivitis associated

with a large amount of mucopurulent secretion.

The conjunctivitis is unilateral, and one or both
lacrimal puncta are red, edematous, and dilated.

Swelling may also be evident in the area of the

inner canthus. If concretions are obtained by
milking the lacrimal sac, one may be fairly certain

of the diagnosis of Streptothrix. The treatment
consists of curreting out the concretions present

in the canaliculi after injecting the area with
procaine.

Chronic catarrhal conjunctivitis is most fre-

quently caused by or associated with blepharitis,

as noted previously. The etiology of the two are

the same.
A chronic catarrhal conjunctivitis may arise

from the pearly white umbilicated nodule of

molluscum contagiosum or from a common wart
that is located on the lid margin. The conjunctiv-

itis is usually follicular. Diagnosis of the lesion

can frequently be made clinically from appear-
ance, but if the lesion is macerated, one may have
to resort to biopsy, or in the case of the molluscum
contagiosum nodule, one may express material

from the center of the nodule and examine it for

the characteristic acidophilic or basophilic cyto-

plasmic inclusion bodies which typically push the

atrophic nucleus to one side. Satisfactory treat-

ment in both cases consists of the removal of the

tumor.

True and pseudo-membrane formation usually

involves the palpebral conjunctiva. Removal of a

true membrane leaves a rough and bleeding sur-

face, but a pseudomembrane may be removed
without causing bleeding. True membranes occur

only rarely and have the same etiology as thick

pseudomembranes.
The thick pseudomembrane is most frequently

caused by the beta hemolytic Streptococci, which
may either be located deep in the tissues and aris-

ing from a focus elsewhere in the body, or may be



Vol. XLIV, No. 9 Journal of Iowa State Medical Society 433

present in the conjunctival sac. The treatment of

choice is systemic penicillin.

Diphtheria is rare in the United States, but
should always be considered as a cause of a true

membrane or a thick pseudomembrane. Diph-

theritic involvement of the conjunctiva is usually

unassociated with nasal or pharyngeal involve-

ment, but the finding of a membrane in the nose

or throat should suggest the possibility of diph-

theritic or streptococcal involvement.

Rarer causes of pseudomembranes are the

Streptothrix and erythema multiforme.

Erythema multiforme may cause a purulent or

mild catarrhal conjunctivitis, but most commonly
causes a pseudomembrane covering the bulbar

and/or palpebral conjunctiva. Corneal involve-

ment is almost invariable, and ulceration and per-

foration are common. Associated signs and symp-
toms of fever, stomatitis, rhinitis, eruption on
the hands and feet, and leukopenia should sug-

gest erythema multiforme. Treatment with sys-

temic ACTH or cortisone is of only questionable

value. Symptomatic treatment and eradication of

any possible causative factors are indicated.

Ocular pemphigus is an even rarer cause of a

thick pseudomembrane. Typically it is chronic and
involves the mucous membranes of the nasal and
oral cavity, causing stomatitis, but does not in-

volve the skin. Treatment is similar to that out-

lined for erythema multiforme.

Secondary syphilis involving the conjunctiva

usually produces mucous patches that are moist,

elevated, whitish and surrounded by a narrow
border of erythema. Infrequently, it may produce
a thick pseudomembrane.
A thick pseudomembrane is occasionally seen in

an epidemic keratoconjunctivitis which is followed
by fine conjunctival scarring. Diagnosis can be
substantiated clinically only after corneal involve-

ment has occurred.

Monilia albicans may cause soft white patches
on the conjunctiva which can be confused with a

pseudomembrane. It occurs only secondary to

Monilia infection elsewhere. Treatment is directed

toward the systemic infection by the use of Lugol’s

solution by mouth, a low carbohydrate diet, and
high doses of vitamin B complex.

Dermatitis herpetiformis and epidermolysis bul-

losa may also be associated with a thick pseudo-
membrane.
Fine Transient Pseudomembranes. A very fine

transparent and transient pseudomembrane is

often seen in the active stage of the palpebral

type of vernal conjunctivitis, but is not seen in the
limbal variety of vernal catarrh.

A less transparent transient pseudomembrane
may occur in hyperacute and acute bacterial con-

junctivitis, in inclusion body conjunctivitis, in

epidemic keratoconjunctivitis, and in herpes sim-
plex. In epidemic keratoconjunctivitis it occurs
more often than does the thick pseudomembrane.

In herpes simplex, corneal involvement occurs

early and helps to give the diagnosis. Treatment
of herpes simplex is often very discouraging. Cor-

tisone locally is contraindicated in the active stage

of the disease, for several cases have been reported

recently in which perforation of the cornea has

occurred .
24 Vaccination with cow-pox vaccine may

be of value and can be repeated if the herpes

continues to recur. Local or systemic treatment

with iodine, and local heat, by means of the thera-

phore, may also be used.

Phlyctenules. Conjunctival phlyctenules are di-

agnostic of phlyctenular conjunctivitis. They are

small red elevations which occur commonly near
the limbus, but only rarely on the palpebral con-

junctiva. There is no congestion between the

phlyctenules, and they have a tendency to rup-

ture, producing little ulcers which heal in about
ten days.

Inflammation of a pinguecula may simulate a

phlyctenule, but is differentiated because the

surrounding area is inflamed. Phlyctenular con-

junctivitis is most often seen in malnourished chil-

dren and is probably a hypersensitivity reaction

to tuberculoprotein. It is often seen in systemic

tuberculous infection. Local cortisone is the treat-

ment of choice for the phlyctenular conjunctivitis.

Coccidiodies immitis has also caused phlycten-

ular conjunctivitis in young children. The diag-

nosis is made by obtaining a positive skin test to

Coccidiodies and a negative tuberculin test. The
conjunctivitis can be treated with local cortisone,

and the Coccidiodies with systemic iodides.

Papillary Hypertrophy. Papillae often occur in

any inflammation in which there is cellular infil-

tration. In the center, a papilla characteristically

has a capillary tuft which gives a reddish appear-
ance to the nodule and is seen readily by slitlamp.

A follicle, on the other hand, has an avascular
center with capillary tufts present around the

edges.

Microscopic papillary hypertrophy gives a vel-

vety appearance to the conjunctiva and suggests
a bacterial infection, but also may be seen in

inclusion blenorrhea of the newborn during the
first few months.
A gross papillary hypertrophy gives a cobble-

stone appearance to the conjunctiva. The papillae

are giant and pale in color, and if present on the
upper tarsal conjunctiva, especially near the upper
border, they are considered almost pathognomonic
of vernal catarrh of the palpebral type. Palpebral
vernal catarrh is usually associated with a fine,

transparent pseudomembrane.
The limbal variety of vernal catarrh is charac-

terized by large papillae and hyperemia near the

limbus. Tranta’s dots, diagnostic of the limbal
variety of vernal catarrh, are small, white, chalky
concretions present at the limbus. There may not
be an associated pseudomembrane in the limbal

variety. Limbal vernal catarrh is frequently asso-
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ciated with subepithelial corneal infiltrates at the

periphery of the cornea, and the cornea may ulcer-

ate. Vernal catarrh may respond well to local

Cortone.

In rare instances, gross papillary hypertrophy is

caused by an old, chronic purulent conjunctivitis,

especially an old gonorrheal ophthalmia, or a sec-

ondary leuetic conjunctivitis. Both of these are

rare and tend equally to involve the limbus and
upper tarsal conjunctiva. Systemic penicillin is

the treatment of choice in either case.

Follicular Hypertrophy. Follicles are typically

transparent and greyish in color, and may nor-

mally be present in small numbers in the fornices.

Follicles occur pathologically in the tarsal con-

junctiva and at the limbus.

Follicles present in the upper tarsal conjunctiva

immediately suggest trachoma. In most cases the

clinical diagnosis of trachoma is satisfactory. Find-

ings by slitlamp of a pannus beginning at the

upper part of the cornea when associated with a

superficial punctate keratitis are diagnostic. Lim-
bal follicles predominant in the upper limbal

regions are pathognomonic of active trachoma.
Herbert’s pits, clear areas in the limbal margin
best seen by retroillumination, are also pathogno-
monic of trachoma. Treatment of choice in tra-

choma is the use of systemic sulfonamides and
local Aureomycin or Terramycin.

Follicles sparing the upper tarsal conjunctiva

suggest folliculosis or a follicular conjunctivitis.

Folliculosis is seen in young children and is

probably a non-specific manifestation of general-

ized lymphoid hypertrophy. The follicles are prom-
inent, but there are no symptoms, no discharge,

and no signs of inflammation. Evidence of this

hypertrophy is important only because it may be
confused with follicular conjunctivitis, in which
there is a superimposed bacterial infection.

Follicular conjunctivitis excluding trachoma
may be divided into acute, chronic, and toxic

or allergic types.

Acute follicular conjunctivitis may be caused by
acute follicular conjunctivitis Beal. In Beal’s con-

junctivitis the follicles are usually very prominent.
The bulbar conjunctiva is injected, and a tender
preauricular swelling is almost always present.

The cornea is not involved, the secretions are

scanty, and unilateral cases are common. The dis-

ease is self-limited, lasting ten days to three

weeks, and there is no satisfactory treatment.

Inclusion body conjunctivitis (Swimming Pool
Conjunctivitis) in the adult or, following the

papillary hypertrophy, in the newborn is similar

to Beal’s conjunctivitis except that without treat-

ment it lasts for three months to one year. It is

associated with lymph-node involvement. Inclusion
body conjunctivitis does not involve the cornea.

Epidemic keratoconjunctivitis is a hyperacute
follicular conjunctivitis. The acute phase is char-

acterized by edema of the lids, chemosis, and

hyperemia. The follicular phase is characterized

by large follicles in the conjunctiva and occurs

after 48 hours. Papillary hypertrophy with hyper-
emia is present between the follicles. Subcon-
junctival hemorrhages are frequent. The lymph
nodes may be tender and palpable, and a pseudo-
membrane develops in 65 per cent of the cases

after three to five days. Corneal changes begin
after about one week, at which time the diagnosis

can be made. The corneal changes begin as a mild,

superficial punctate keratitis, or as minute, dis-

crete subepithelial dots. Grey, circular and cir-

cumscribed opacities later form beneath the epi-

thelium. They are concentrated in the central

part of the cornea and persist for months. There
is no satisfactory treatment, although the broad-
spectrum antibiotics early, and serum from con-

valescent patients seem to do some good.

Herpes simplex rarely causes massive follicular

formation. The diagnosis is easily made when the

cornea is involved with the dendritic-type ulcer.

Corneal involvement tends to occur early. The
conjunctival lesions are self-limited.

Chronic Follicular Conjunctivitis, or orphan’s

conjunctivitis, has a mild onset and a benign
course of two to three years. There are no com-
plications. It is characterized by a large number
of follicles involving all of the conjunctiva of the

eyelids and the fornices. There is no lympho-
denopathy, only very few symptoms, and very
scanty secretions. Treatment is symptomatic.
Many of the conjunctivitises present in Pari-

naud’s oculoglandular syndrome are follicular in

type.

Toxic or allergic follicular conjunctivitis is a

“wastebasket” for all types not specific in nature;

the toxic effects produced by the molluscum con-

tagiosum or by the instillation of eserine or pilo-

carpine may cause a follicular conjunctivitis.

Itching and dermatitis are absent here, but are

present in the follicular conjunctivitis caused by
allergies such as that to instillation of atropine.

Granulomas of the Conjunctiva arise most com-
monly from buried foreign bodies and ruptured
chalazions. They are usually small and single.

Granulomas also occur in oculoglandular con-

junctivitis, especially in oculoglandular tularemia.

Here there are many granulomas, associated with
considerable inflammation. Ulceration tends to

occur late in the disease.

In oculoglandular conjunctivitis arising from
tuberculosis, the granulomas are less numerous
and are associated with isolated conjunctival

ulcers.

Leptothricosis produces granulomas which
are almost pathognomonic of the disease. The
granulomas are small, whitish to greyish in color,

and somewhat necrotic, although ulceration does

not occur. Excision of the granuloma with peni-

cillin and sulfonamides given systemically appears

to be the treatment of choice.
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In very rare cases, tertiary syphilis causes a

small, dirty granuloma on the bulbar conjunctiva,

especially near the limbus. This may proceed to

become a dirty, painless ulcer.

Conjunctival ulcers are not common. Isolated

ones, however, should immediately suggest tuber-

culosis. Isolated conjunctival ulcers very rarely

occur in primary syphilis; here the ulcer is typi-

cally large and punched out, with sharp edges

and a grey sloughing base.

Multiple ulcers occur only rarely and are seen

in late stages of other granulomatous diseases,

especially in oculoglandular tularemia. Multiple

ulcers may also occur in acute pemphigus, and
here they are shallow and transient.

Enlarged Lymph Nodes. The preauricular, sub-

mental, or submaxillary nodes may be involved

secondary to involvement of the conjunctiva. The
lymph nodes are only rarely enlarged secondary
to bacterial conjunctivitis.

Palpable, non-tender or slightly tender but not

grossly visible enlargement of the lymph nodes
suggests a viral etiology and is commonly seen
in acute follicular conjunctivitis Beal and in in-

clusion body conjunctivitis. In isolated instances

it also occurs in acute trachoma, and conjunctivitis

arising from molluscum contagiosum.
Tender and visible, but not grossly prominent,

lymph-node enlargement occurs frequently in epi-

demic keratoconjunctivitis and is seen once in a

while in acute herpetic conjunctivitis.

Grossly visible lymph-node enlargement is fre-

quently associated with suppuration of the nodes
and is characteristic of the oculoglandular syn-

drome of Parinaud, an infective granulomatous
conjunctivitis which, as originally described, most
closely fits the conjunctivitis caused by the Lep-
tothrix.

Leptothrix conjunctivae is almost always uni-

lateral. The lesions are minute and usually grey
to yellow in color, and are opaque and multiple.

The disease is associated with an intense follicular

hypertrophy with necrotic foci. The lesions do
not ulcerate, and the cornea is not involved.

Tuberculous conjunctivitis may also be classed

under the ocrdoglandular syndrome of Parinaud.
Here, usually, the tarsal conjunctiva is involved
most with yellow-grey subconjunctival nodules.

The isolated ulcers that tend to occur may coa-

lesce.

Oculoglandular tularemia has a very sudden
onset in which there is marked edema of the eye-
lids, and severe adenopathy. The disease always
becomes systemic and is associated with chills,

fever, headache, etc. The conjunctiva is a vivid

scarlet, and small, yellowish, and discrete multiple

nodules are seen—which picture is diagnostic. Dis-

crete ulcerations occur, the disease persists for

from 1 to 3 months, and as it progresses the ulcers

become nodular and are covered with a thin mem-
brane. Treatment of choice is the systemic use of

Streptomycin combined with the broad-spectrum

antibiotics.

Ocular lymphogranuloma venereum is associ-

ated with a chronic edema and infiltration of the

eyelid. Indeed those symptoms are almost diag-

nostic of the disease. The conjunctivitis is typically

follicular in type, and it produces progressive

scarring of the conjunctiva and the cornea. Sys-

temic treatment with the use of the broad-spec-

trum antibiotics is the treatment of choice.

Rare causes of grossly visible enlargement of

the lymph nodes are: primary syphilis involving

the conjunctiva, associated with the chancre; sec-

ondary syphilis involving the conjunctiva, in which
a dirty painless ulcer is seen; streptothricosis, in

which pedunculated granulations and yellow fol-

licles may be seen; sporotrichosis, in which nod-
ules appear, become large and break down to

form large ulcers; and chancroid, in which the

soft chancre is seen.

SUMMARY

Many of the types of conjunctivitis have been
briefly discussed along with their treatments.

The discussion has been directed primarily toward
helping the physician to make a diagnosis clini-

cally without having to call on the laboratory for

help.
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CONFERENCE ON CHILDREN AND YOUTH

The third Governor’s Conference on Children

and Youth has been called to meet at the Memo-
rial Union, on the State College campus at Ames,
on September 24, 1954. Registration will begin at

8:30, and the sessions will extend from 9:30 until

about 4: 00.

Edward Greenwood, M.D., psychiatrist at the

Menninger Clinic, Topeka, will discuss some of

the most urgent needs of children and youth,

needs which will serve as guides to the areas of

mutual responsibility and action. Governor Wil-

liam S. Beardsley will be the noon speaker.

There will be workshops on four subjects of

interest to everyone who must give counsel on
youth problems: Employment of Youth; Family
Life; Youth in Trouble, and Keeping Youth Out
of Trouble; and Children in Need of Community
Protection.

SURGEONS' MEETING ANNOUNCED

The Iowa Academy of Surgery will meet at

Iowa City on September 24 and 25, 1954.

ORIENTATION CONFERENCE

To enable physicians who have been members of

the Iowa State Medical Society no more than three

years to increase their familiarity with the structure,

objectives and activities of the organization, an orien-

tation conference will be conducted at the Society’s

headquarters, 529-36th Street, Des Moines, on Thurs-

day, September 23, 1954.

Officers of the Society and guest speakers from the

medical societies of adjoining states will give brief

talks and will compose a panel to which the new
members will be invited to address questions.

9:30-10:00 a.m. Registration

10:00-10:10 a.m. Introductory Remarks
Otto N. Glesne, M.D., Fort Dodge
Chairman, Committee on Public Rela-

tions

10:10-10:30 a.m. “Ethics Are to Guide, Not to Govern”
Gerald V. Caughlan, M.D., Council

Bluffs

President, Iowa State Medical Society

10:30-10:50 a.m. “Legal Problems of Medical Organi-

zation”

Mr. I. W. Myers, Des Moines
Legal Counsel, Iowa State Medical

Society

10:50-11:00 a.m. Intermission

11:00-11:30 a.m. “That’s Where Your Money Goes”
Wendell L. Downing, M.D., Le Mars
Chairman, Board of Trustees

Mr. Donald L. Taylor, Des Moines
Executive Secretary, Iowa State Med-

ical Society

11: 30T2: 00 noon “Doctor-Patient Relations”

H. Kent Tenney, M.D., Madison, Wis-

consin

President, State Medical Society of

Wisconsin

12:00- 1:45 p.m. Luncheon (Members attending con-

ference will be luncheon guests of

the Iowa State Medical Society)

1:45- 2:00 p.m. “Blue Shield and the Practice of Med-
icine”

Mr. Wilbur R. Quinn, Des Moines
Director, Physician Relations, Blue
Cross-Blue Shield

2:00- 2:30 p.m. “Doctor, Your Public Relations Are
Showing”

Mr. Merrill Smith, Lincoln, Nebraska

Executive Secretary, Nebraska State

Medical Association

2:30- 4:00 p.m. Panel Discussion

O. N. Glesne, M.D., Moderator
H. Kent Tenney, M.D., Mr. Merrill

Smith, Mr. I. W. Myers, Mr. W. R.

Quinn, Mr. D. L. Taylor, panel.

(No speeches will be presented by
members of this panel. The panel

has been arranged for the purpose

of answering questions.)
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TURNOVER IN CLIENTELE

Physicians who have been in general practice

20 or 30 years continue, for the most part, to treat

the same families year after year. But a survey

conducted by the Medical Society of the District

of Columbia reveals that the turnover in the

clienteles of younger men practicing in the cap-

ital is downright startling. The men who have

begun work comparatively recently reported
yearly changes in their patient rosters that ran

as high as 60 per cent, and averaged 35 per cent.

Among the possible explanations for those find-

ings, two or three are likely to encourage compla-

cency. All urban centers contain some of the more
mobile elements in the population, and Washing-

ton, of all American cities, is probably the place

which the smallest share of residents consider

“home.” In addition, it is to be expected that some
years must elapse before a man establishes him-

self as “the doctor” in the life patterns of a con-

siderable number of people.

Yet, despite such special and mitigating cir-

cumstances, the figures point up an alarming

trend, and the editorial on the subject in the July

issue of the Washington society’s journal, medical

annals,* doubtless is justified, to a degree, in

suggesting that they indicate something lacking

in the attitude of younger physicians—a tendency

to mask or withhold sympathy and to treat dis-

eases rather than people.

* “The General Practitioner’s Shrinking Field,” Med. Ann.
of the Dist. of Columbia, 23:399-400, (July) 1954.

Whether or not young doctors’ too slight success

at entering into lasting relationships with then-

patients is principally their own fault, it would do

them no harm, once in a while, to take a few

moments off for recollection and self-analysis.

Each of them—and each of the older practitioners,

too—might undertake to recall why it was that he

decided to become a physician in the first place.

Though it must be admitted that the odds are

against one’s making a one-way trip to the poor-

house after a lifetime in medicine, probably no

physician started with the expectation of getting-

rich. And no more did any practitioner intend,

when he started, that his career should be con-

fined to juggling test-tubes and exterminating

micro-organisms, with no more than wholly inci-

dental forays for the purpose of gathering speci-

mens from host tissues.

On the contrary, the original incentive of each

of the men now practicing medicine, the young
ones as well as their elders, was compassion for

the afflicted and the maimed. The account which
Dr. Howard Rusk gave at the recent Cleveland
meeting of the AAGP of his own entry into the

profession is an eloquent expression of an experi-

ence that is probably typical. “I can’t remember
when I didn’t want to be a doctor,” he declared.

“Even as an adolescent, when I scrubbed floors

and ran errands at the local hospital in order to

smell ether and go on rounds with our family
doctor, surgery did not spell glamour in medicine
to me. It was people—sick people—and the chal-

lenge of their suffering, their problems and their

victories.”

In our profession there is a voluminous tech-

nical literature, there are countless formulae and
there is a wilderness of statistics. But those are

no more than the means to an end. Even the
physical and mental health that with increasing

frequency—thank God—we succeed in preserving
or rebuilding is no more than a means for sup-
porting and freeing the spirit, the individuality

and the creativeness of men and women, boys
and girls. As Dr. Rusk went on to say, “Those
who through medical skill, opportunity, work and
courage survive their illnesses or overcome their

handicaps take their places back in the world with
a depth of spirit which we can hardly measure.”

Certainly there is no reason for our failing to

let our patients recognize the liking for them and
the sympathy for them in their difficulties—the

motives that made us choose to be doctors. On
the contrary, time and again the moral support
they derive from our attention and encourage-
ment has aided our surgical or pharmacological
therapy in making them well. For those reasons,

each of us should count it a defeat each time a
patient strays for no readily discernible reason,
and should do what he can to prevent such inci-

dents from recurring, not only for his own but
for the patient’s good.
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WHAT BRINGS MATTERS BEFORE THE
GRIEVANCE COMMITTEE?

Ever since our Grievance Committee was
authorized in 1950, a yearly analysis has been

made of the reasons why problems are brought

before it, and it is only correct to say that with

the passage of four years, the compelling factors

have changed. Many of the matters arise from

misunderstandings between doctor and patient.

This was most evident in the beginning; it holds

true even today, although to a lesser degree. It

lies within the power of all of us to correct this

situation.

It has been pointed out by many persons that

what the public wants today when it longs for the

old “horse and buggy doctor” is not the type of

medicine he practiced, but his manner of practice.

The familiar plaint is that the old family doctor

understood his patients, gave them unstinted time,

explained as best he could what the medical prob-
lem was, and in general, treated them as friends.

Many wise physicians have made the statement
that, by and large, a less efficient physician with
a close rapport with his patients can do them
more good than a cold but well-trained clinician.

To re-state an old truism, there is both a science

and an art to the practice of medicine, and the

well-rounded physician should employ both.

Today the Grievance Committee feels it is see-

ing a new trend in the complaints brought before
it. In some cases, when a physician turns over an
account for collection, the patient retaliates by
bringing suit for malpractice. This could be a

lever used by unscrupulous persons for getting

bills reduced, although the Committee has no
intention now, and never has had, of recommend-
ing the reduction of bills that are not excessive.

The Committee does feel, however, that some
thought should be given to this problem. Possibly
physicians should make more of a personal effort,

through their own offices, to effect payment. Prob-
ably a reasonable amount of time should be spent
on this type of collection effort before the account
is turned over to a professional collection agency.
We doctors are being taught to be up-to-date

in our business methods; we are told that monthly
statements should be sent to all patients; and we
are urged not to delay too long before turning over
uncollected accounts. It may be that in trying

to be businesslike, we have erred by seeming too
anxious about collections.

It is true that the merchant expects payment
on time; the landlord expects his rent in advance.
It is true that when we care for a patient and help
him with our medical knowledge, we should be
paid for the service we have given. For many
generations, however, our profession has given
unstintingly of its knowledge and has put little

stress on the remuneration angle. Maybe we are
being too abrupt about the transition. Maybe we
should not try to become the most efficient busi-

nessmen overnight, but should proceed more
slowly with pushing collections.

There will always be a small per cent of per-

sons who won’t pay their medical bills, but this

symptom of suing for malpractice does not orig-

inate with them alone. It is more widespread than
that, and we cannot help feeling that here again,

the art of the practice of medicine should be
given more prominence. The closer a physician

is to his patients, the less apt he is to have mis-

understandings about bills, or suits for malprac-
tice. At any rate, there’s food for thought in this

new trend, and we hope our members will not

dismiss it too lightly.

THROMBOCYTOPENIC PURPURA

Few things are more satisfying, more beneficial,

more elusive and less frequently sought than

an understanding of the mechanisms of disease.

Thrombocytopenic purpura has eluded etiological

analysis for years. Dr. Carl Moore, reporting at

the 1954 College of Physicians meeting, explained

one mechanism which was new to his listeners.

This is the mechanism of the platelet agglutinin.

Platelet agglutinins have been isolated in the

serum of some patients with thrombocytopenic

purpura. These platelet agglutinins destroy plate-

lets. (1) If one injects plasma or serum from a

patient suffering from thrombocytopenic purpura
into a normal recipient, the latter suffers an

immediate drop in blood platelets lasting from one

to five days. (2) Platelets transfused into a normal
person last four days—platelets transfused into

a patient with thrombocytopenic purpura last

four hours! (3) In patients with thrombocytopenic
purpura, one can demonstrate in vitro platelet

agglutination. (4) Preliminary observations sug-

gest that in patients without platelet agglutinins,

splenectomy is only 20 per cent beneficial, where-
as in patients with platelet agglutinins, splenec-

tomy is of benefit in 90 per cent of instances.

Thrombocytopenic purpura which is the result

of certain drugs (sudormid, quinine or quinidine)

results from a chemical attachment of the drug

onto the platelet. An antigen is thus formed
which in turn produces an agglutinin causing the

purpura. Some thrombocytopenias do not have
serum agglutinins. These are best treated with

ACTH or cortisone, for these agents increase cap-

illary resistance. Other thrombocytopenias are

associated with maturation—arrest of the mega-
karyocyte. The mechanisms for this arrest have
not been elucidated.

The entire answer to the problem has there-

fore not been elicited, but certainly a reasonable

partial explanation for the disappearance of plate-

lets has been offered. A practical prognostic cri-

terion may have been established for those individ-

uals in whom splenectomy is being considered.

The platelet agglutinin is another “peg to hang
our hats on.”
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IOWA NURSING HOME ASSOCIATION

Because each year we practicing physicians

have more elderly, invalid patients to care for,

and because each year more of these patients are

transferred to nursing homes, it gives us a glow

of satisfaction to realize that a small nucleus of

nursing home supervisors are trying to “raise

themselves by their own bootstraps.”

The American Nursing Home Association has

been in existence about ten years. It is dedicated

to the improvement of the nursing-home situation.

Last year the Iowa Nursing Home Association

joined the national organization and will partici-

pate in its national meetings. In Iowa, 150 of the

606 nursing homes belong to this organization.

The Iowa organization has recently concluded
its second annual educational week in conjunction

with Drake University. Nursing-home supervisors

from over the state attended a week-long series of

lectures and meetings covering a wide variety of

topics pertinent to the nursing-home problem.
Another meeting is planned for 1955.

These forward-looking people are doing their

best to improve the nursing homes. Three cheers

for the Iowa Nursing Home Association!

POSTGRADUATE COURSES IN KANSAS CITY

Detailed programs are now published for two
of the sixteen postgraduate short courses to be
offered at the University of Kansas Medical Cen-
ter, in Kansas City, Kansas, during the coming
academic year.

The faculty for the conference on obstetrics, to

be held November 8-10, includes J. I. Brewer,
M.D., of Northwestern University; F. B. Carter,

M.D., of Duke University; C. P. Huber, M.D., of

Indiana University; R. A. Kimbrough. Jr., M.D.,

of the University of Pennsylvania; C. J. Lund,
M.D., of the University of Rochester; W. F. Men-
gert, M.D., of the University of Texas; and L. A.

Calkins, M.D., Charles A. Hunter, Jr., M.D., and
R. L. Newman, M.D., of the University of Kansas.
Topics to be covered are “Fibroids and Preg-
nancy,” “Placenta Previa,” and “Premature Sep-
aration.” The registration fee is $30.

The refresher course dealing with on-the-job

injuries, to be held in Kansas City December 6-8,

1954, is designed to meet the problems of general
practitioners, all of whom are engaged to some
measure in industrial practice, whether they are

aware of the fact or not. Papers to be delivered

deal with such subjects as “How to Improve the

Handling of Compensation Records and Reports,”
“Pre-placement Examinations and Periodic Health
Audits,” “Alcoholism and Industry,” “Dermatoses
on the Farm,” “Animal Disease and Human Health
Problems,” “Carbon Monoxide: A Danger of the

Farm and Home,” “Occupational Pulmonary Dust
Diseases (Pneumoconioses),” “Poison Gases En-
countered in Rural Occupations,” “Pitfalls in the

Treatment of Pesticide Poisoning,” “Noise and
Hearing Problems,” “Occupational Affections and
Trauma of the Eye,” and “Diagnosis of the ‘Occu-

pational Back.’ ” The faculty is to be made up of

leading industrial physicians, private practitioners,

professors of medicine and lay authorities in in-

dustrial management and workmen’s compensa-

tion.

The complete list of K.U. postgraduate courses

in medicine for 1954-55 follows:

Nov. 8-10 Obstetrics

Nov. 15 18 Internal Medicine

Dec. 6-8 Industrial & Occupational Medicine

Jan. 17-20 Surgery
Jan. 24-27 Clinical Neurology

Feb. 10-11 Annual Heart Conference

Feb. 14-17 Radiology & Radioactive Isotopes

Feb. 24-26 Metabolic Diseases

Mar. 7-8 The Pathology of Crime—a Conference

for Coroners, Law Enforcement Agents

and Pathologists

Mar. 10-12 Hematology
Mar. 14-16 Pediatrics

Mar. 21-24 Electrocardiography

Apr. 4-8 Ophthalmology & Otolaryngology

Apr. 11-13 Anesthesiology

Apr. 11-13 Chest Diseases

Apr. 14 15 Gastroenterology

Programs for each of these courses can be had,

as soon as they are printed, from the Department
of Postgraduate Medical Education, University of

Kansas Medical Center, Kansas City 3, Kansas.

Each of them is fully accepted by the AAGP for

formal postgraduate-education credit.

OSTEOPATHS APPROVE ON-CAMPUS STUDY

The House of Delegates of the American Osteo-

pathic Association, meeting in Toronto, Ontario,

July 15, approved on-campus inspection of D.O.

schools by an AMA committee to determine the

quality of medical education provided there.

The AMA Committee for the Study of Relations

Between Osteopathy and Medicine had reported

to the doctors of Medicine in San Francisco, less

than a month earlier, that “the justification or

lack of justification of the ‘cultist’ appellation of

modern osteopathic education could be settled

with finality and to the satisfaction of most fair-

minded individuals by direct on-campus observa-

tion and study of osteopathic schools,” and rec-

ommended that permission be secured for such

visitations.

Commenting on his group’s acceptance of the

AMA’s proposal, John W. Mulford, D.O., of Cin-

cinnati, president of the American Osteopathic

Association, said he and his colleagues are confi-

dent that neither the osteopathic profession nor

the medical profession wishes to inflict its official-

dom on the other, and that the arrangement now
agreed to could be considered a logical outgrowth
of the mutual respect which the two schools of

healing hold for each other.
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ARTHUR D. WOODS, M.D.

1881— 1953

Memorialis

Arthur D. Woods was born August 4, 1881, at

Goodland, Indiana. His parents moved to Iowa a

short time afterward, and he lived in Iowa con-

tinuously thereafter.

He was a graduate of the Greenfield High
School and received his M.D. degree from the

State University of Iowa in 1906. From 1906 to

1908, he was an instructor in anatomy at the Uni-

versity of Iowa medical school.

In 1908, he moved to Melbourne, Iowa, where
he practiced until 1911, when he moved to State

Center. He practiced in State Center for 42 years,

until his death on August 17, 1953. He was sur-

geon for the Northwestern Railway, at State Cen-
ter, for 30 years.

He took postgraduate work at the Harvard Med-
ical School and Massachusetts General Hospital,

in Boston, during the summers of 1910, 1912 and
1920.

Dr. Woods was a past president of the Mar-
shall County Medical Society and for many years

served in the House of Delegates of the State Med-
ical Society from Marshall County; he also served

several years in the House of Delegates of the

American Medical Association.

For nine years, 1943 to 1952, Dr. Woods was a

member of the State Board of Medical Examiners,
serving at different times as secretary and as

chairman of the Board. He was prominent in

publicizing the need for revision of the laws of

Iowa pertaining to licensure which was brought
about during the 55th General Assembly.
He served as Moderator on a number of Tele-

vision programs sponsored by the Iowa State Med-
ical Society from Station WOI-TV, Ames, during

1951.

Dr. Woods filled many important positions in

connection with the Iowa State Medical Society

and on several occasions had an important part in

debate upon controversial issues that came before

the House of Delegates of the American Medical
Association. Dr. Woods was chairman of the Sec-

tion on Internal Medicine twice. He contributed

many scientific articles to Iowa medical literature.

He was married in 1906 to Allie Boer, who died

in 1919. To them were born two children, Dan W.
Woods, an attorney at State Center, and Mar-
garet L. Woods, who teaches in the schools at

West Des Moines. In 1925, he married Eldora

Beintema, who also survives.

Ail his life Dr. Woods had been a hay-fever

victim. He tried many of the treatments, but they

did not help him. Since 1922 he had spent part of

August and September at some place outside of

Iowa. Several times he went to Estes Park, Colo-

rado, where he found relief, but in 1939, during

a visit to Yellowstone Park, he discovered the

little village of Silvergate, Montana, at the north-

east entrance of Yellowstone Park. It seemed to

be an ideal spot for him—no pollen and good
fishing.

As usual Dr. and Mrs. Woods left for the lodge

at Silvergate the first week in August, 1953. Near
Billings, Montana, Dr. Woods suddenly became
ill and was taken to the Billings Hospital. At first

his condition was not considered critical. But
three days later, he had a serious coronary attack.

He rallied and was quite comfortable all day Mon-
day. But late in the evening, as his wife sat beside

him, he died.

Dr. Arthur D. Woods will live long in the annals

of Iowa Medicine. He was a warm friend—kindly

—likeable. He spoke a plain, understandable lan-

guage. He was neither bitter nor vindictive in

debate. Always a gentleman of the old school, he

was a martyr to the principles by which he lived.

Clyde A. Henry, M.D.

BLUE SHIELD COST CUT PROPOSED

Wisconsin Blue Shield could reduce the cost

of its program 25 per cent if it were to stop pay-

ing for items which have benefits of $35 or less,

Carl A. Tiffany, of Chicago, consulting actuary

for the Wisconsin Physicians Service told the

Commission on Prepaid Plans at Madison. He
pointed out that it costs Blue Shield of Wisconsin

$3 to pay every claim. The meeting which he

addressed was called for the purpose of complet-

ing administrative details for a major-illness pol-

icy.
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LETTER TO THE EDITOR

This letter is directed to the author or authors

of “Can This Be Your Trouble?”—appearing in

the August issue of the journal of the iowa
STATE MEDICAL SOCIETY.

The mildest comment I can make on this article

is that it constitutes a rank injustice as far as

many physicians’ employees are concerned. Being

a registered nurse, my opinion stems chiefly from

my experiences in nursing (including about five

years of office nursing); however, since you made
no distinction between the two in your accusa-

tions, I shall defend both the clerk-typist and

office nurse.

The technique used in this article is an old

method used to damage the reputation of others

(apparently to bolster one’s own morale): When
attacking a subject, sprinkle a few grains of truth

over your bed of iniquity.—I do not doubt the

validity of the examples you cite, nor, regrettably,

do I deny that more might be cited. But I do re-

sent the general implication of the article—that

most physicians’ employees are incompetent, in-

deed more, (and I quote) “that the avidity with

which the public receives articles critical of

Medicine in current magazines is traceable prin-

cipally to his employees’ mishandling of his pa-

tient contacts.”

Before commenting further on your opinions,

I would make the following observations:

1. That no profession (including the medical

and nursing professions) or occupational group is

entirely above reproach.

2. That I agree that a “major gripe that rankles

in a patient’s mind is the amount of time he has

to waste in the waiting room before he gets in to

see the doctor.”

3. That physicians’ employees (receptionists and
nurses) can exert a tremendous influence in pub-
lic relations—for good or bad—as regards them-
selves and indirectly the medical profession.

In regard to the first point, unfortunately the

misdeeds of a few cast aspersions on the group
and detract from the good done by many, but it

is certainly most unjust to use the standards of a

few as a criterion of the entire group. By the same
token it is not fair to regard only the misdeeds
of any one individual, disregarding the good that

he does.

The second point is certainly deserving of

further realistic study to secure possible solutions.

I fail to see where you have provided any con-

structive suggestions to remedy the problem con-

sidered, except, as you so emphatically pointed
out, to employ competent assistants. There may
be some office girls who as you say “may enjoy
basking in the borrowed importance which her
association with the medical profession has given
her . . . [and] who is intent upon making the
office seem busier than it is”; you say “they are
legion”? They are a rare bird among my acquaint-
ances.

The office nurses and girls I know are decent

individuals who like to have their patients see the

doctor on time. Such an arrangement not only

keeps the patients happy, it enables the doctor and

his employees to go home at an earlier hour. Per-

sonally, with all due respect to the medical pro-

fession, I have encountered a physician or two

with whom I would not care to be associated, let

alone “bask in the borrowed importance” of such

an association.

So much for your opinion. Now as for the prob-

lem itself, I would like to cite some examples and
ask some questions, with particular reference to

general practice. (Perhaps the time for a special-

ist’s procedures can be more closely gauged; I

would not know.) Here is a situation: The ap-

pointment book, scheduled at fifteen minute inter-

vals, is filled for a week in advance. Mrs. B. (and

she is not the only one during the day) calls,

insisting that she must see the doctor today. From
the symptoms enumerated, the receptionist or

nurse is aware that Mrs. B., who invariably stays

for half an hour when she gets into the doctor’s

office, could wait for a definite appointment, but

what can the office girl do? Should she tell Mrs.

B. that her complaints do not constitute an emer-
gency and that the doctor cannot see her until

next week? Handle a few such situations that way
and you may help correct the timing of appoint-

ments, but what sort of public relations would
you develop? A nurse may sometimes think she

has diplomatically postponed such a patient’s visit,

only to learn that the patient has called back to

talk to the doctor directly. Now that it is his

problem, what does he do? More often than not

he tells Mrs. B. to come in—what else can he do?
(If you have not encountered such patients, you
have not partaken of general practice.) Then
Mrs. C., Mrs. D., and Mrs. E. (and on some days
it seems, the rest of the alphabet) call in

—“Mary
has a sore throat—fever 103,” “Johnny has stepped

on a nail,” “My husband is having severe chest

pain,” etc. . . . Obviously they have to be seen

—

not next week, but today. But when? The ap-

pointments are filled. Make them wait until all

the appointments have been seen? Would you be
content to wait until the end of the day to see the

doctor if your little girl were acutely ill in the

morning? Set aside certain periods of the day for

such emergencies, you may say—but unfortu-

nately these calls do not all come in at 9 a.m. to

facilitate such a nice arrangement—they are com-
ing in all day long. And if such specific times

were set aside and no acute cases were forthcom-

ing, would you waste such time when the doctor

could be seeing a routine case who might other-

wise resent having to wait probably two weeks for

a definite appointment with such an arrangement
in force? . . . Take another day—everything is

breezing merrily along with “a steady stream
of patients moving into and out of the waiting

and examining rooms” when the physician is

called out for an accident case entailing an hour
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or more of work at the hospital. What about ap-

pointment times then? Remember, the book is

filled for the next week. . . . And what do you

do with patients who wander in without appoint-

ments, but whose condition warrants treatment

that day? . . . And what about the patient who,

having made an appointment for himself, comes in

at the appointed time bringing with him his wife

and two children who, when the patient is called

in, come along for a “check-up,” too?? . . . The

foregoing examples (and I could cite more) are

not exceptions to the rule; they are almost daily

occurrences.

Furthermore, how are we to know when we are

scheduling appointments a week or more in ad-

vance whether or not the doctor will be in on

time on any given day? Delays at the hospital may
be unavoidable as far as the physician is con-

cerned, but we girls have no crystal ball to

predict such delays.

Now, sir, find me an efficient girl who can com-

pensate for all these factors and still manage to

keep the appointments on time. I will admit that

I have not found the solution to the problem.

But I do not believe that (and I quote) “In most

cases, however, it is the office girl who is at

fault”! May I make one more observation before

leaving this disturbing subject? In my estimation

this problem exists, partially at least, because!

many doctors have too heavy a patient load. I

think that there is a need for more physicians (as

well as for more nurses) at the present time. Too

many doctors are overworked; they have too little

time to spend with their patients. Of course I

realize that this matter is outside my realm.

Back to my third point—public relations and

physicians’ employees. Certainly the personnel in

a physician’s office contribute a great deal to the

patients’ general impression. Consider the physi-

cian’s role in this respect. Your journal is printed

primarily for the medical profession, I presume,

and what say ye?
—“The physician is cordial, con-

siderate, thorough, and efficient. The patient has

every reason to believe that he must be quite un-

aware of the horrible way in which his outer-

office business is being mismanaged.” I say that

if the physician is efficient, he will make it his

business to find out how his outer office is being

managed. If he is considerate and thorough, he
will endeavor to hire competent personnel, and
to instruct them specifically as to how he wants
them to deal with his patients. Furthermore, if he
is wise, he will pay an adequate salary which will

attract and keep qualified personnel. He will

encourage his office nurse to belong to her profes-

sional organizations, so that she might share her
ideas with other office nurses and strive to im-

prove standards of office nursing.

Returning to my original contention, I maintain

that you have done an injustice to the integrity

of many who are doing their best to serve their

physician-employers and the public well. If I did

not respect my employer and if I did not feel

that he has confidence in me, I would not be
working for him. So my bitter objection to your
article is not prompted by personal dissatisfaction.

But I believe in giving credit where credit is due,

and nowhere in your article do I find one word of

commendation for any physicians’ employees. I

suggest that you improve your public relations by
reading and heeding point number six under
“How to Cure Dis-ease in Your Auxiliary” which,

ironically, also appears in the August issue of

the journal of the iowa state medical society:

“Criticism can be constructive. I like to praise and
reward loudly, to blame quietly.” Would that you
had a “readers’ retort” column; I would sincerely

like to receive serious answers to the questions

I have asked, and more that I could ask.

Respectfully yours,

Marian L. Winn, R.N.
912 W. Sixteenth St.

Davenport, Iowa

HISTORICAL MANUSCRIPTS REOUESTED

Members of the Historical Committee:
Please mail all historical manuscripts intended

for publication in the journal of the iowa state
medical society to Dr. Jeannette Dean-Throck-
m orton, State Medical Librarian and Secretary

of the Historical Committee, Historical Building,

Des Moines 19, Iowa. Dr. Throckmorton will have
editorial supervision.

Approximately one-third of the 99 Iowa Coun-
ties are without medical histories. Many of us are

yet living who had contacts, direct or indirect,

with the men who practiced medicine a century
ago. The doctors of those days engaged in every
field of human endeavor, many of them with great

success. As chairman of your Committee, I ur-

gently request that each of you join me in an all

out effort to complete these histories. You will

find helpful reference data in the Centennial

Volume, beginning on page 182, “City, District

and County Medical Associations.” Please write

me directly as you make contacts for writing

county histories. These accounts should of course

be as brief as the material submitted will permit.

The Annual Meeting of the Iowa Academy of

General Practice will be held on September 22

and 23, at Hotel Savery, Des Moines. Will you
attend on September 23 as a member of our Com-
mittee?

As you no doubt already know, all committee
chairmen are requested to report to the officers

of the State Society before the close of the year

as to the activity of their committees. Please write

to me at once. I need your help.

Clyde A. Henry, M.D.
Chairman of the Historical Committee
Farson, Iowa
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FUNDS GIVEN TO SUI MEDICAL SCHOOL

The State University of Iowa’s College of Med-
icine was granted $32,343 by the National Fund
for Medical Education on July 19. This remittance

brings the total gifts to the school from this source

to $100,927 over the past four years.

Grants are unrestricted as regards total amount.
From non-earmarked funds, the Foundation dis-

tributes $15,000 to each of the 74 four-year medical

and 6 two-year basic-science schools in the coun-

try, plus $25 for each student enrolled. Then the

contributions made to the NEF specifically for the

benefit of the particular school are added in. The
schools are not told how they shall make use of

the money, but most of them utilize it in estab-

lishing new teaching positions and setting up new
courses and research projects.

Individual doctors and local medical societies

contribute to the fund through the American Med-
ical Association, and business firms make gifts

through the Fund’s Committee of American In-

dustry.

Since it was established in 1951, the Fund has

disbursed $6,941,057.25.

LOCAL TELECASTS RESUME SEPTEMBER 17

The fourth consecutive season of Iowa State

Medical Society telecasts over station WOI-TV,
Ames, will begin with the program “What the

Doctor Does in a Physical Examination,” at 9:30

p.m. Friday, September 17. Succeeding weekly
programs will be broadcast on the same day of

the week and at the same time. Each will be
thirty minutes in length.

The series will consist of 26 presentations, the

first 13 of which will conclude with the program
of December 10. The fourteenth will not be shown,
then, until January 21, but thereafter there will

be one each week until April 22.

As in the past, the topics discussed before the

television camera will be those in which Iowa
physicians have reason to think their patients are

most interested. From time to time there will be
groups of programs on closely related problems,

such as pregnancy or the work-up of an operative

case, but in no instance will the presentations in

successive weeks be so closely related that a

viewer must see both to get maximum benefit

from either one. Doctors who are in private prac-

tice or who are professors at the S.U.I. medical
school will continue to constitute the majority of

the castes of characters, but lay people will also

be used. In particular, the device of having a

moderator to ask questions of the doctors will be
used with increased frequency.

Plan to attend the Iowa State Medical
Society’s Annual Meeting, April 24-27, 1955,

in Des Moines.

SOUTHWEST CLINICAL SOCIETY CONFERENCE

The Fall Clinical Conference of the Kansas
City Southwest Clinical Society, to be held on
October 4, 5, 6 and 7, 1954, is to include lectures

by Hans Selye, M.D., Montreal, an internist, on
“Stress and Disease”; T. G. Blocker, Jr., M.D.,
Galveston, a plastic surgeon, on “Nutrition in the
Severe Burn”; William Boyd, M.D., Vancouver, a
pathologist, on “Hepatitis and Cirrhosis” and on
“Tumors and Cysts of the Neck”; W. E. Brown,
M.D., Little Rock, an obstetrician-gynecologist,

on “Menopause” and on “Nutrition in Pregnancy”;
Justin Cordonnier, M.D., St. Louis, a urologist, on
“Steps for Urological Diagnosis”; Michael E.

DeBakey, M.D., Houston, a surgeon, on “Surgical
Considerations of Acquired Diseases of the
Aorta”; J. F. Holt, M.D., Ann Arbor, a radiologist,

on “Present Concepts of Chest Roentgenology in

Infants and Children”; John R. Lindsay, M.D.,
Chicago, an otolaryngologist, on “Vertigo: Differ-

ential Diagnosis and Management”; C. A. Moyer,
M.D., St. Louis, a surgeon, on “Clinical Signs of

Fluid Imbalance”; Lucian A. Smith, M.D., Roches-
ter, Minnesota, a gastroenterologist, on “Pain
Patterns in the Diagnosis of Chronic and Recur-
rent Diseases of the Abdomen”; W. A. Sodeman,
M.D., Columbia, Missouri, an internist, on “Glo-
merulosclerosis”; Tom D. Spies, M.D., Birming-
ham, Alabama, an internist, on “Vitamins and
Other Nutrients in the Day-to-Day Practice of

Medicine”; Alex J. Steigman, M.D., Louisville, a

pediatrician, on “Acute Glomerulonephritis in

Childhood”; Frank E. Stinchfield, M.D., New York
City, an orthopedist, on “Criteria for Spine Fusion
with Use of ‘H’ Bone Graft Following Disk Re-
moval”; Travis Winsor, M.D., Los Angeles, an
internist, on “The Management of Cardiac Arryth-
mias”; and Robert M. Zollinger, M.D., Columbus,
Ohio, a surgeon, on “Preoperative Evaluation for

Major Surgery.”

Color television is to be used for clinical demon-
strations of “Purposeful Splinting,” “Peripheral

Arterial Disease,” three heart pathologies, “Me-
chanical Aids in Bulbar Poliomyelitis,” “Autopsy,”

“Sternal Puncture,” “Thoracentesis,” “Topical

Urethral Anesthesia in the Male and Female,”

“Skin Grafting,” “Repair of Incisional Hernia,”

“Open Reduction of Fracture of Hip,” “Correction

of Patent Ductus Arteriosus,” “Tumors of the

Breast,” “Carcinoma of the Cervix,” and “Total

Hysterectomy.”

There will be scientific and technical exhibits

of considerable interest.

Members of the American Academy of General

Practice will receive credit for the actual hours

of attendance toward the 50 hours of formal post-

graduate study required every three years. The
annual dues to the Kansas City Southwest Clin-

ical Society, payment of which is prerequisite to

attendance at the conference, are $20.00, but that

sum covers tickets to luncheon meetings and the

annual dinner-dance as well as admissions to

other sessions.
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President’s Page

On August 5, I attended the meeting of the Upper Des

Moines Valley Medical Society, at Okoboji. Also present

were the three trustees of your Society, Drs. Wendell L.

Downing, George H. Scanlon and Fred Sternagel. This was

the first of contemplated visits by the above named, to

bring to the physicians of Iowa a knowledge at first hand

as to the activities of the Society.

Dr. Scanlon spoke regarding the Educational Loan Fund,

Dr. Downing outlined the finances of the Society and the

conduct of the headquarters, and Dr. Sternagel presented

the problem of medical care of veterans for non-service-con-

nected disabilities. Fie also discussed the Blue Shield. As

the last speaker, I continued the discussion of Blue Shield

and spoke of other activities of the Society, including the

Speakers’ Bureau, the television programs at Ames, the

coming orientation program for new physicians in Iowa and

the annual meeting for county society presidents and secre-

taries.

All of the talks were well received, and many of the

physicians spoke highly of the value of such visits by state

officers.



Iowa Academy of General Practice

President—Paul F. Chesnut, M.D., Winterset

President-Elect—Frank D. McCarthy, M.D., Sioux City

Vice-President—Dean C. Snyder, M.D., DeWitt

Secretary-Treasurer—William M. Sproul, M.D., 912 Equitable Bldg., Des Moines

Executive Secretary—Mrs. Elizabeth Nelson, 3600 Franklin, Des Moines
.

SCIENTIFIC SESSION
AND

ANNUAL MEETING
HOTEL SAVERY, DES MOINES

Wednesday, September 22

8:00 a.m. REGISTRATION (Mezzanine Floor)
9:30-11:30 “SYMPOSIUM ON ANEMIA”

Anemia due to

(a) Iron Deficiency
(b) Pernicious Anemia
(c) Infections and Malignancies
(d) Hemolysis

J. M. Stickney, M.D., Consultant and Head,
Section of Medicine, Mayo Clinic, and
Associate Professor of Medicine, Mayo
Foundation, University of Minnesota

Talbot Cooper
,
M.D., Consultant in Med-

icine, Mayo Clinic, and Assistant Pro-
fessor of Medicine, Mayo Foundation,
University of Minnesota

11:30-12:00 QUESTION-AND-ANSWER PERIOD
12:15- 2:00 LUNCHEON

Speaker to be announced
2:00- 2:20 “TREATMENT OF HODGKIN’S DIS-

EASE AND LYMPHOBLASTOMA”
Talbot Cooper, M.D.

2:20- 2:40 “TREATMENT OF LEUKEMIA”
T M 7VT 7~)

2:40- 3:00 QUESTION-AND-ANSWER PERIOD
3: 00 ANNUAL MEETING AND ELECTION OF

OFFICERS
6:30 RECEPTION AND COCKTAIL HOUR
7:00 BUFFET DINNER

Presentation of Recognition Pins to Ex-
Presidents and to Mrs. E. E. Shaw

Dedication of One Lecture at Each An-
nual Meeting to Dr. Ernest E. Shaw

Presentation of Award for Winning
Essay Contest on “Preceptorships”

No formal program to follow

Thursday, September 23

8:00 a.m. REGISTRATION
9:00-10:30 “CONGENITAL MALFORMATION OF

THE UROGENITAL SYSTEM”
Willard M. Allen, M.D., Professor and
Head, Department of Obstetrics and
Gynecology, Washington University,
Saint Louis, Missouri

10:30-12:00 “MANAGEMENT OF HYPERTENSION
WITH SPECIAL REFERENCE TO NEW-
ER METHODS OF TREATMENT”

Francis D. Murphy, M.D., Clinical Profes-
sor and Head of Department of Med-
icine, Marquette University, and Medical
Director, Milwaukee County Hospital,

Milwaukee, Wisconsin

12:15- 2:00 LUNCHEON
Address—“Experiences as a Spy for

Stalin”
Countess Maria Pulaski. (A startling story

from behind the Iron Curtain. Decidedly
unusual and instructive.)

2:00- 3:30 THE DR. ERNEST E. SHAW LECTURE
“ACUTE RENAL INSUFFICIENCY, IN-

CLUDING ACUTE TOXIC NEPHRO-
SIS”

Francis D. Murphy, M.D.
3:30- 5:00 “CESAREAN SECTION— IS AN INCI-

DENCE OF FIVE PER CENT JUSTIFI-
ABLE?”

Willard M. Allen, M.D.
Registration

Members—-no charge
Non-members—$5.00

The Program Committee thinks that this is one of

the best programs offered. The speakers are all em-
inently qualified in their fields and have been heard
previously by many. This will be a program you can
ill afford to miss. Plan to attend.

Bring a friend and do not hesitate to ask him to

fill out an application blank for membership in the
Academy of General Practice. There will be blanks
and information available at the registration desk for
anyone interested.

COMING PROGRAMS

November 4, 1954—Hotel Montrose, Cedar Rapids
Speakers: Priscilla White, M.D., Joslin Clinic, Bos-

ton, Massachusetts
Lee Forrest Hill, M.D., Des Moines, Iowa

January 20, 1955—Des Moines, Iowa
Program by the Staff of Iowa Methodist Hospital
Guest Speaker: M. Edward Davis, M.D., Chicago,

Illinois

May 19, 1955—Hotel Savery, Des Moines, Iowa
A Lederle Symposium on “Heart Disease”
Speakers (incomplete list):

1. Harold C. Wiggers, M.D., Dean, Albany Medical
College, Albany, New York
“Recent Advances in Cardiac Physiology”

2. J. S. Butterworth, M.D., New York City
“Electrocardiography in General Practice”

3. Leo Loewe, M.D., Brooklyn, New York
“Bacterial and Inflammatory Diseases”

4. Dwight E. Harken, M.D., Boston, Massachusetts
“Indications for Heart Surgery”

5. Joseph G. Benton, M.D., Bellevue Medical Cen-
ter, New York City
“Rehabilitation of the Patient With Cardiovas-
cular Disease—An Increasing Community Re-
sponsibility”
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Blue Cross-Blue Shield Plans—A Public Trust

When one considers the problem' of prepayment of health care three major factors must

be kept in mind—the public, the doctor, and the hospital.

The public is prone to illness and injury. If this were not true, there would be no need for

physicians or hospitals. Yet illness and injury do occur, and when they do, the public calls

on the medical profession for help because only doctors know how best to restore health.

The doctor, in turn, generally calls on a hospital, for it is there that his patient best receives

the care that he, the doctor, prescribes.

It is apparent, then, that the three principals are closely related. Blue Cross, its member
hospitals, Blue Shield and its member doctors, merely bring the principals together. Blue

Cross and Blue Shield, working together, have afforded the haven of protection sought by
the public.

We want to make one point clear. There are two Blue Cross Plans in Iowa, each with a sep-

arate corporate structure and a separate governing board. Blue Shield is a separate entity with

its own governing board of fourteen (14) doctors and six (6) lay individuals.

Blue Cross is the hospitals’ agency. Blue Shield is the doctors’ agency. It is only because

the three organizations are so closely allied in purpose and method of operation that there

is any relationship, such as joint billing practices, joint sales organizations, statistical infor-

mation, etc.

Blue Cross and Blue Shield have recognized from the start that there are basic differences

between hospital economics and medical economics, and the structure and operation of the

Plans have been governed accordingly.

Although Blue Cross and Blue Shield are separate organizations, their objectives are iden-

tical: To provide the greatest protection against unexpected costs of illness to the greatest

number of people, at the lowest possible cost.

This, the public seeks; this the medical profession provides through Blue Shield and the

hospitals provide through Blue Cross. Blue Cross-Blue Shield are a part of the team fulfilling

a public trust for the benefit of the people of Iowa.

It is therefore apparent that doctor hospital cooperation is of prime importance to the fu-

ture of Iowans’ health care. Blue Shield is the Iowa doctors’ best public relations tool.

People want the best care possible at a price they can afford to pay. The doctor is looked

upon by the public as a man of great trust. That trust must be exemplified in proper guid-

ance by the medical profession of their sponsored Blue Cross-Blue Shield Plans.
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THE JOURNAL BOOK SHELF

BOOKS RECEIVED
THE PHYSICIAN AND HIS PRACTICE, by Joseph Garland,

M.D. (Boston, Little. Brown & Company, 1954. $5.00).

OFFICE GYNECOLOGY, by J. P. Greenhill, M.D. (Chicago,
The Year Book Publishers, 1954. $7.75).

ART AND PRINCIPLES OF ANESTHESIA, by Phyllis
A. Roberts, R.N.. and L. C. Nelson, M.D. (St. Paul, The
Northland Press, 1954. $3.00).

LECTURES ON GENERAL PATHOLOGY, by Sir Howard
Florey. (London, W. B. Saunders Co., 1954. $13.00).

EMERGENCY TREATMENT AND MANAGEMENT, by Thos.
Flint, Jr., M.D. (Philadelphia, W. B. Saunders Co.. 1954.
$5.75).

BOOK REVIEWS
Practical Fluid Therapy in Pediatrics, by Fontaine S.

Hill, M.D. (Philadelphia, W. B. Saunders Company,
1954. $6.00).

This latest monograph concerning fluid therapy is

presented at the level of the clinician charged with
the care of infants and children. The author has pre-

sented the material in a logical manner by first in-

troducing terminology and a summary of scientific

data, then presenting a discussion of the clinical

aspects. The thesis is not overburdened with a lot of

the controversial data and theoretical concepts which
often discourage the average clinician in his study of

fluid-balance problems. However, the monograph is

not weakened by being grossly incomplete.

The clinical chapters are divided systematically into

an introduction of the clinical state, the clinical mani-
festations (with case reports, pathophysiology, lab-

oratory findings, treatment), and a brief summary. In

general, this monograph is well written and concise in

its content. It should serve as a useful guide to the
clinician treating children.—M. E. Alberts, M.D.

Music Therapy, edited by Edward Podolsky, M.D.
(New York, Philosophical Library, 1954. $6.00).

This is a reasonably inclusive compendium of 32

separate articles dealing with various aspects of mu-
sic as applied in a medical framework.
While 19 of the 32 sections are devoted to the values

of music in the psychiatric field, this being the area in

medicine where most energies have been concentrated
to date, the remaining 13 chapters receive much more
space (sixty-three more pages to be precise)

.

The sections run the gamut from “The Use and
Therapeutic Value of Music in the Hospital and Op-
erating Room” to “Control of Athetotic Tremors by
Sound Control” and from “Music as an Adjunct to

Electroshock Therapy” to “High Fidelity and Music
Therapy.”
Generally, the articles are well presented and of a

high order. The weaker ones seemed to be those writ-

ten by the musical therapists themselves, where their

understandable enthusiasm would be more commend-
able if modified by a little more objectivity concern-
ing what is basic and what is adjunctive or catalytic
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in therapy. However, the compendium makes a strong

appeal for the addition of a musical therapist to the

medical team.

Physicians with an interest in music will certainly

find this book worth reading. However, despite the

diversity of its appeal to different areas in medicine,

this book will be most useful to personnel of psychiat-

ric hospitals.

—

Herbert C. Merillat, M.D.

Anesthesia in General Practice, by S. C. Cullen,

Fourth Edition (Chicago, Year Book Publishers,

1954. $5.00).

The subject matter of this book, like previous edi-

tions as well as other publications by the same auther,

is presented in an easy-to-read and interesting man-
ner, with plenty of illustrations and charts.

Much has been added to the knowledge of anes-

thesiology since the first publication, and these addi-

tions have been faithfully recorded. The chapter on
ventilation gives the answers to several of the older

problems in anesthesia. It alone is worth the cost of

the new edition.

The action and uses of various morphine substitutes

and morphine antagonists are explained. The story

of trichlorethylene, helium and xylocaine have been
added in the proper sequence. Also, the rapidly ex-

panding knowledge of the muscle relaxants and their

antagonists is recorded.

Dr. Cullen’s book has for several years been of

great value to physicians in the private practice of

anesthesiology. This new edition will replace and im-

prove upon the previous version in this respect.

—

E. P. Lovejoy, M.D.

Peripheral Circulation in Man, a Ciba Foundation
Symposium, edited by G. E. W. Wolstenholme,
O.B.E., M.A., M.D., B.Ch., and Jessie S. Freeman,
M.B., B.S., D.P.H. (Boston, Little, Brown & Co.,

1954. $6.00).

This little volume represents the proceedings of a

three-day symposium by leading research workers
from different countries of the world, brought togeth-

er as a small group for informal discussion of their

work.
There is comparatively little here for the practicing

physician, though some of the participants are distin-

guished in the fields of clinical cardiovascular dis-

ease, neurosurgery, and rehabilitation. Physiologists

and anatomists will find reports from the frontiers

of investigation. Among the topics are: methods for

the study of blood flow, changes in circulation in

response to extremes of temperature, action of adren-
aline and noradrenaline on peripheral flow, neuro-

histology and reflex control of the circulation, and
effects of sympathectomy. The influence of visceral

activity on the peripheral circulation has been care-

fully studied in a series of paraplegics, and valuable

observations have been recorded.

—

Herman J. Smith,

M.D.



STATE DEPARTMENT OF HEALTH

COMMISSIONER

CHANGES IN COMMUNICABLE DISEASE

RULES AND REGULATIONS

The Iowa State Board of Health at its regular

meeting July 13, 1954, made the following changes

in the Iowa State Department of Health Rules

and Regulations regarding communicable diseases.

Scarlet Fever and related beta hemolytic strep-

tococcal infections (to include scarlet fever with

and without rash and septic sore throat):

Changes in regulations do not refer to the case

but to contacts of cases. These contacts, according

to new regulations, may return to school or to

work as food handlers and teachers 48 hours after

prophylactic doses of penicillin have been given

(600,000 units if given hypodermically). They
must present a physician’s statement to that effect.

The statement must bear the date on which the

penicillin was given. If penicillin is not given, the

previous restrictions on contacts are to be ob-

served.

Infectious Hepatitis—the new regulations:

1. Increase the period of one week’s isolation of

the case to cover the period of clinical illness of

the case.

2. Require that familial and other contacts of

cases of infectious hepatitis not return to school

or to their work as food handlers or teachers until

they present a physician’s signed statement that

they have been given prophylactic gamma globu-

lin or any other equally effective material.

3. Require that contacts not receiving gamma
globulin or any other equally effective material

are to remain away from school or work as food

handlers for

(a) three weeks beyond the period of clinical

illness of the case, if they remain in contact with

the case, or,

(b) if contact with the case is broken, three

weeks after the last contact with the case.

Ringworm of the Scalp: The child with ring-

worm of the scalp may remain in school provided

he is under medical care and that all hair of the

scalp is covered with a washable type of material.

He is not to use the school’s swimming pool or

showers.

As soon as possible all licensed physicians and
all city and county boards of health in Iowa will

be notified of these changes.

PROPHYLACTIC TREATMENT OF NEWBORN
EYES

During the first quarter of this century, one of

the hazards of a newborn child was the danger

of contracting gonorrheal infection in the eyes

during the birth process. During those years we had

no specific treatment for gonorrhea, and it was
especially difficult to cure a female suffering from

this disease. It was found that instillation of a

silver preparation into the eyes of the baby imme-

diately after birth would safeguard it against any

possible contamination. Through the years, the

standard prophylactic treatment has been 1 or 2

per cent silver nitrate.

If this solution was freshly prepared, it caused

a minimum amount of irritation, but if the solu-

tion was allowed to stand in bottles, the water

evaporated and allowed it to become concentrated

to the point of being very irritating. To overcome

this difficulty, drug companies packaged the solu-

tion in small wax ampules with enough material

in one ampule to treat one eye. If such fresh solu-

tions are instilled into the eyes of the newborn

baby and flushed out with normal saline, there

will be very little irritation, but never has such

irritation caused permanent damage.

Since the introduction of antibiotics, there has

been a trend toward using them to replace the

silver nitrate. Antibiotics have posed the following

problems:

1. Some antibiotics are not specific against the

gonori’heal organism.

2. Aqueous solutions of antibiotics are very un-

stable and would be totally ineffective unless they

were used in carefully supervised hospitals where

the obstetrical service was large enough to war-

rant the preparation of such solutions daily. The

hospital would also have to have a sufficiently

well trained staff to be sure that the solutions

were adequate.

3. There has been some question as to the possi-

bility of sensitizing a child against the antibiotics

used. Such sensitization would preclude the use

of the antibiotic in later life when serious illnesses

might develop.

On the basis of research work done in the last

10 years, it is now felt that an ointment containing

100,000 units of penicillin per gram will be an

adequate prophylactic agent. Drug companies are

now making such ointments in tube form. Some of
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RABIES IN ANIMALS IN IOWA

Jan. I—June 30, 1954

Almost 60 per cent of the cases of rabies reported during the first half of this year were skunks. Four persons were
reported bitten by rabid skunks and have been given the 14 daily injections of vaccine. Many of the rabid cattle were
infected by the bites of rabid skunks.
With this reservoir of rabies in wild animals, it is easily possible that the infection will spread to susceptible dogs.

Thus, all dogs should be vaccinated against rabies every year. The dog lives in close association with man and, if not
immunized, is the animal most likely to expose man to rabies.

these ointments are soft enough to drop from the

tube almost like water. Some of them do not need
refrigeration and have a fairly long expiration

date.

The law in Iowa requires:

140.36 Prophylactic treatment of eyes. Every
physician shall immediately, upon the

birth of an infant, instill into the eyes of

such newly born infant a prophylactic

solution approved by the state depart-

ment.

140.37 Detection of eye infection. Every physi-

cian who shall detect any inflammation,

swelling, or redness in the eyes of any
infant, or any unnatural discharge there-

from, within six months after its birth,

shall immediately treat such child with

the prophylactic solution prescribed in

section 140.36. Any other person having

the care of such child who shall discover

any such condition of the eyes, within

said time, shall immediately report the

same and the location of such infant to

the local board.

140.38

Children exempted. Nothing in sections

140.36 and 140.37 shall be construed to

require medical treatment for the minor
child of any person who is a member of

a well-recognized church or religious

denomination, and whose religious con-

victions in accordance with the tenets or

principles of his church or religious de-

nomination are against medical treatment

for disease.

In view of the above stated facts the State Board
of Health in their meeting July 13, 1954, approved
the following materials for prophylactic treatment

of eyes.

1. One per cent silver nitrate from previously

unopened wax ampules, dropped into each con-

junctival sac and followed by a normal saline irri-

gation.

2. An ointment containing 100,000 units of pen-

icillin per gram or 5 milligrams Erythrocin per

gram. This action of the State Board of Health will

become a rule and regulation as soon as it has

been approved by the attorney general and pub-

lished. For practical purposes, hospitals and phy-

sicians may now make use of the specified anti-

biotic prophylactic treatment.
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GERONTOLOGY AND THE GENERAL
PRACTITIONER

An institute on Gerontology and the General Prac-

titioner, sponsored jointly by the Institute of Gerontol-

ogy, State University of Iowa, and the State Depart-

ment of Health, Division of Gerontology, Heart and

Chronic Diseases, is to be held at the Continuation

Center, on the S.U.I. campus, Friday, October 1, 1954.

Reservations for rooms can be made by writing to

Dr. Wm. D. Coder, at the Continuation Center.

PROGRAM

9: 00 a.m. Registration at the Iowa Continuation Cen-
ter

10: 00 a.m. Characterization of the Aged and Chron-
ically 111

1. General Personality Characteristics of

the Aged
Dr. Wilma Donahue
Chairman, Institute of Human Adjust-

ment
University of Michigan, Ann Arbor

2. Mental Health of the Aged
Wilbur R. Miller, M.D.
Director, Psychopathic Hospital

College of Medicine, S.U.I.

3. Intellectual Changes in the Aged
Dr. W. W. Morris

Asst. Dean, Student Affairs

College of Medicine, S.U.I.

12:30 p.m. Luncheon, University Hospital Cafeteria

2:30 p.m. Scientific Aspects of Gerontology and Its

Application to the Practice of Medicine
Wm. B. Kountz, M.D.
Assoc. Professor of Medicine
Washington University School of Med-

icine

St. Louis, Missouri

3: 15 p.m. Infectious Diseases in Old Age
Franklin H. Top, M.D.
Professor of Preventive Medicine
College of Medicine, S.U.I.

4: 00 p.m. Public Health Aspects of the Aging Problem
Cletus L. Krag, M.D.
Director, Division of Special Health

Services, U. S. Public Health Serv-

ice, Washington, D. C.

6:00 p.m. Dinner, Veterans Administration Hospital

7:30 p.m. Gerontology—Its Relation to Medicine and
Society

Edward L. Bortz, M.D.
Assoc. Professor of Medicine
University of Pennsylvania Graduate

School of Medicine, Philadelphia

Past President, American Medical As-
sociation

’OWA CITY VA DOES ARTERY GRAFTING

Following the award of the AMA’s Hektoen
gold medal to the Veterans Administration for its

scientific exhibit on the diagnosis and surgical

treatment of the diseased aorta, at the July meet-
ing in San Francisco, the VA Hospital at Iowa
City reported the successful performance of artery

grafting in four cases. The patients remained hos-

pitalized from six to eight weeks after surgery.

REPORTING OF MATERNAL DEATHS

The sub-committee on maternal death study of

the State Medical Society and the Division of

Maternal and Child Health have accepted the fol-

lowing as a definition for maternal death:

“A maternal death is any death occurring while

a woman is pregnant or any death of a woman
within six months of delivery. This includes deaths

resulting from abortions, ectopic pregnancies and
all deaths during pregnancy, childbirth, puer-

perium or deaths from complications of child-

birth.”

The State Medical Society and the Division of

Maternal and Child Health have participated in a

cooperative program for the past two years in the

review and study of every maternal death. The
information gained from these studies is proving

to be a definite factor in the improvement of ob-

stetrical care. This information is being used

widely by the profession and in teaching institu-

tions. In order to improve this service, it is essen-

tial that such deaths be reported promptly. All

information regarding them and the reports are

held in strictest confidence.

To assist in this cooperative effort, the State

Board of Health, at its meeting July 13, 1954,

made it part of the rules and regulations of the

State Department of Health that the attending

physician report every maternal death within 48

hours directly to the Division of Maternal and
Child Health. All hospitals have been supplied

with confidential forms for such reports and may
ask for more such forms as needed.

MORBIDITY REPORT

Disease
July
1954

June
1954

July
1953

Most cases reported
from these counties

Actinomycosis 1 2 Cherokee
Diphtheria . . . 1 0 0 Clarke

Scarlet Fever 15 125 10 Polk, Scott

Typhoid Fever 1 1 1 Cerro Gordo
o o o

Measles 842 2,627 412 Buena Vista, Des Moines,
Palo Alto. Scott

Whooping
Cough . 49 26 17 Des Moines, Guthrie, Scott

Brucellosis . . . . 30 23 45 Washington 3, others 1 or 2
to a county

Chickenpox . . . 113 413 116 Boone, Dubuque, Palo Alto,

Scott

Meningococcus
Meningitis . 3 7 1 Des Moines 2, Pottawatta-

mie 1

Mumps . 236 980 198 Des Moines, Linn, Scott

Poliomyelitis . 223 26 59 Linn, Marion, Polk, Potta.
63 para., 106 non-para.,
54 unspecified

Psittacosis 1 7 3 Henry
Infectious
Hepatitis . . . . 296 325 112 Calhoun, Cerro Gordo,

Emmet, Sac

Rabies
in Animals 19 35 12 Mitchell 2, Woodbury 3,

others 1 to a county

Tuberculosis . . 60 46 55 For the state

Syphilis . 139 104 162 For the state

Gonorrhea . . . 89 47 53 For the state
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LINES FROM THE PRESIDENT

It does not seem possible that summer and
vacations are over. Our inspiring National meet-
ing held in San Francisco with scientific and
commercial exhibits and several thousand in at

tendance is now a part of medical history. Aside
from the constructive sessions of the Auxiliary,

I believe that my most valuable experience was
viewing the Seventeenth A.P.A.A. Art Exhibit.

An exhibit of this kind is a positive example
of how busy doctors are giving incalculable aid

to cultural growth in their communities. It is a

responsibility of Auxiliaries to help maintain and
to support these enterprises. It is even better to

be one who creates. Fine arts afford an outlet for

the individual burdened with fatigue, anxiety, and
routine responsibilities. May I recommend, as I

did in my acceptance speech at the Annual Meet-
ing in Des Moines, that we divide our program
so that part of our energies can be devoted to

cultural growth for our communities and for our-

selves? Iowa cultural activities must continue to

grow, and we can help them develop.

The State Board meeting held July 14 at the

Hotel Commodore, in Des Moines, was a most
enthusiastic one. Officers and Chairmen of State

Committees presented plans for the year, and
many of these Board members will attend fall

conferences in the eleven conference districts.

When you receive an invitation to attend an area
meeting, please try to go, whether your dues are

paid or not.

There will be achievement awards this year.

Plan a unique program of Auxiliary activity so

that your group will be a credit to your commu-
nity and to your state. Cooperate with our Publi-

cations and Publicity chairmen. Consult the Year-
book for information, for names of committee
chairmen, addresses, etc.

Have you seen the Future Nurses Club pins?

Mrs. Elmer E. Larsen, Centerville, Nurse Recruit-

ment and Student Loan Fund Chairman, can be
asked for information in this field, and she will

furnish items from time to time in the woman’s
auxiliary news. Do support and maintain the
Future Nurses Clubs. They are one of our finest

projects. We need more nurses, and they need us!

Do you know about the national today’s health
contest? Write to your State Chairman, Mrs.
Ralph Moe, Griswold, Iowa, for particulars. At-
tend the State Conference this fall and learn

more about it. Increase our national rating by
subscribing to the bulletin. For one dollar, Mrs.
Frank Leffert, Centerville, bulletin Chairman,
will take care of your subscription.

Do become familiar with the fine reports of last

year’s activities throughout the state by consulting

the mimeographed edition of annual reports.

Your President will have a copy. Ideas and inspi-

ration for future progress in your own Auxiliary
can be obtained from the reports. Review for a

view of the future. We need each other for en-

couragement and correlation of activities. Some
people are so afraid to act that they never begin
to live. Through these reports we live!

Mrs. Lester R. Hegg, President

SUMMER EXECUTIVE BOARD MEETING

The summer Executive Board Meeting of the

Woman’s Auxiliary to the Iowa State Medical
Society was held at the Hotel Commodore, Des
Moines, on July 14, 1954. The State President, Mrs.
Lester R. Hegg, Rock Valley, called the meeting
to order at 10:15 a.m.

Reports of the National meeting were given by
Mrs. Hegg, Mrs. Edward B. Hoeven, Mrs. William
Chase, Jr., and Mrs. R. F. Nielsen.

Mrs. Lonnie A. Coffin, Mrs. Howard W. Smith,

and Mrs. Noble Irving, Jr., were elected to the

Nominating Committee. Mrs. Coffin is Chairman.
The two members to be appointed by the Presi-

dent will be chosen later.

Mrs. Hegg has added one new committee, the

Achievement Award, with Mrs. Vernon W. Peter-

sen, Clinton, as Chairman. Ideas are requested for

an Achievement Award contest, and they may be
sent to the Chairman of this Committee. One good
suggestion that developed in the meeting was that

an award might go to the first district which is

completely organized.

Mrs. Elmer A. Larsen, Centerville, Nurse Re-
cruitment and Student Loan Fund Chairman, an-

nounced that her Committee had approved two
new loans for the fall term, and there are others

in progress. The Board voted to invite representa-

tives of the Future Nurses Clubs to the Annual
Meeting again in 1955.

Drs. Lonnie A. Coffin, Otis D. Wolfe, and Wen-
dell Downing were present briefly at the afternoon

session in their capacity as Auxiliary Advisors.

They offered to assist the Auxiliary to the best

of their ability.

Mrs. James F. Gerken, Waterloo, State Pro-

gram Chairman, recommended emphasis upon
Mental Health, especially in county programs; and
consideration should be given to legislation, Blue
Cross-Blue Shield, a few programs on the fine

arts, and some recreational activity.

A discussion regarding synchronized election of

officers in county Auxiliaries so that both county
and state work might be facilitated brought out

some provocative thinking. The first of May was
suggested as a good time for new executives to

assume office for the sake of making current year-

books accurate. A motion was passed to the effect

that the Board recommend to all county Auxili-

aries that the names of county officers be in the

hands of the State President and State Secretary

by the time of the Annual Meeting and that these

officers perform their duties from date of the

yearbook, September 1, until August 31 of the

ensuing calendar year.

Mrs. Hegg presented the idea of choosing insig-
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nia for the State Auxiliary and the choice of such

insignia. Mrs. Lonnie A. Coffin was appointed to

study the possibilities and to make recommenda-
tions.

The Board recommended that representatives

throughout the state be appointed to the Annual
Meeting Committees to assist the Chairman, Mrs.

Benjamin F. Kilgore, Des Moines, and the Polk

County Auxiliary for the preparation and presen-

tation of the 1955 Annual Meeting.

Mrs. Keith M. Chapler, Publications Chairman

CONVENTION REPORT

Do you ever really think about the word con-

vention? What does it mean? It has various mean-

ings, but always it conveys the sense of its Latin

original conventio, which means “to come to-

gether.’’

A total of ten million Americans attend national

conventions each year. Why do they go? For

pleasure? For conviviality? Yes. A few. But
mostly they go to exchange ideas, to acquire infor-

mation, to rekindle enthusiasm, to receive inspira-

tion, or perhaps to inspire others. Down deep in

the heart of the American people is an innate

desire for knowledge which will help him or her

to help others—to do better that which needs to be

done. It is an essence of the tribal or community
spirit which has remained pure as it filtered down
through the ages to each succeeding generation;

it is the intangible which the rest of the world
cannot grasp or understand.

Total registration at the AMA Convention at

San Francisco June 20-25 was 42,969; of this num-
ber 12,069 were physicians.

The above totals make the 1,579 (approx.)

auxiliary members who registered seem puny by
comparison. However, there were many things to

see and do in San Francisco, and if the lure of a

few care-free days proved irresistible to many
auxiliary members it is not too surprising. They
have earned a respite.

The reports of National Officers, Chairmen and
State Presidents are proof of a successful year and
a growing awareness of the responsibilities in-

herent in the words doctor's wife. These reports,

which will be published in the bulletin, tell of

the activities carried on by auxiliaries in all of

the forty-eight states and in Alaska and Hawaii.

The Delegate from Hawaii presented leis to the

National officers during the Luncheon honoring
Past Presidents. This ceremony was a brief, pleas-

ant interlude which may become a tradition.

Auxiliary headquarters was the Fairmont
Hotel, where most of sessions were held—excep-

tions being the Round Table Discussions (today’s

health, Program, Mental Health, Public Relations,

Legislation) which were held in the Golden

Empire-Bonanza Rooms at the Mark Hopkins
Hotel. These were panel talks, with time for

questions and discussion.

The doctor-speaker on Mental Health stressed

the importance of good relations between mothers

and children—especially small children. He pointed

out that 19 million women are employed today,

many of them having small children who are at an
age and period of life when mental illness devel-

ops. “It is important that these children have love

and security. It is vital that they suffer not too

much personality damage,” he declared.

One hundred thousand young people in the

U.S. are suffering from schizophrenia, much of

which could have been prevented. The speaker

cited the fact that the Woman’s Auxiliary to the

AMA was the only organization which had yet

undertaken the task of education to prevent men-
tal illness.

Future Nurse Clubs zoomed last year, with a

total of 504 Clubs organized—26,280 members.
Six hundred scholarships and loans were award-

ed totaling $80,000. Since 1945 $250,000 have been
given for scholarship and loans to further the

education of nurses.

Twice as many auxiliaries contributed to the

AMEF this year as last, and ten states contributed

more than one dollar per member. Indiana gave
more than two dollars per member. Six states

gave more than $1,000.00. One parish in Louisiana

(Rapides) gave $15.00 per member. And the

National Auxiliary gave a check for $10,000.00 as

usual.

Mrs. Edw. B. Hoeven, Delegate

MESSAGE FROM THE PROGRAM CHAIRMAN

I wish it were possible for me to know what
each county organization needs in the way of a

program. Most of you are small groups and get

discouraged when one even mentions a ten point

program or a twelve point program. Think only

of what is best for you to do in your county.

The theme this year for our program is “The
Doctor’s Wife.” We hope you will make special

emphasis on the following:

1. Mental Health
a. Vocational rehabilitation

b. Care of the aged
2. Handicapped and Crippled
Why don’t you start in September by having a

potluck luncheon or supper and see if you can’t

get a hundred per cent membership and a hundred
per cent today’s health magazine subscription at

this meeting? I think this would be a good way to

start the year’s work.
While you are together why not plan your

Future Nurses Club and nurse recruitment pro-

gram?
Your Program Committee will be glad to help

you at any time.

Mrs. J. F. Gerken, Program Chairman
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FALL BOARD MEETING

The Fall Board Meeting will be held September
27-28, at the State Society’s office building, 529-

36th Street, Des Moines.

Monday, September 27

6:30 p.m. Dutch Treat Dinner.

Roundtable following dinner.

Tuesday, September 28

10:00 a.m. Conference.

11:00 a.m. Business Session.

1:00 p.m. Luncheon.

you, your AuxiLiARy, and today's
HEALTH

SHOULD THE today’s health CHAIRMAN BE

—

Merely your Best Friend?—or the Best Worker
in your Auxiliary?

The member with no initiative? or the member
with the best ideas?

The member with family and personal obliga-

tions galore? or the member who can devote some
time to the project?

The member who takes the job as a challenge?
or the member who takes the job for the title and
privilege of being on the Board?
The member who does things on time? or the

member who seems never to get around to it?

NOTHING WORTHWHILE WAS EVER
ACCOMPLISHED WITHOUT A LITTLE WORK!
Wouldn’t you like your Auxiliary to rank at or

close to the top in the today’s health Exclusive
and More Exclusive Clubs contest? The following

county Auxiliaries were leaders in 1954:

Cass County, Mrs. Llewelyn L. Long, Atlantic,

Chairman.
Clay County, Mrs. Frank D. Edington, Spencer,

Chairman.
Dallas-Guthrie Counties, Mrs. A. M. Cochrane,

Perry, Chairman.
Delaware County, Mrs. Paul G. Meyer, Man-

chester, Chairman.
Dubuque County, Mrs. Gerard F. Keohen, Du-

buque, Chairman.
Sioux County, Mrs. Carl D. Oelrich, Sioux Cen-

ter, Chairman.
Wapello County, Mrs. Philip D. McIntosh, Ot-

tumwa, Chairman.
OPERATION CHRISTMAS is the title for the

Christmas Gift Subscription program. “A today’s
health Gift Subscription from every Auxiliary
Member” is the slogan.

Start planning now so that you and your Auxili-
ary may reach this goal. Special gift order forms
are being prepared as well as a special gift an-
nouncement card which will be mailed in time to

announce each gift for Christmas.
Only subscriptions sold to Auxiliary members,

Physicians, and Dentists can be sold at the 50

per cent rates. Because of the postal regulations

under which the magazine is mailed, and contract

agreements with magazine agencies and adver-
tisers, subscriptions sold to any LAY PERSON
or SCHOOL must be sold AT THE REGULAR
FULL SUBSCRIPTION PRICE.
The 50 per cent commission, or portion of the

regular subscription rate, retained by the Auxili-

ary can be used as you wish (in the form of gift

subscriptions, for your A.M.E.F. fund, purchase
of needed items for your school or hospital, etc.),

but the actual subscription transaction with laity

or school must be based on REGULAR subscrip-

tion rates.

BURLINGTON CRAFT SALE SUCCESSFUL

The first Craft and Hobby Sale for southeast

Iowa was held early in April at the Block and
Kuhl Department Store in Burlington.

Total sales of items made by handicapped indi-

viduals amounted to over four hundred dollars.

Mrs. Donald Winter, Chairman of the Des
Moines County Medical Auxiliary, was assisted

in arranging for and conducting the sale by Mrs.

W. E. Bentler, Mrs. H. B. Eastburn, Mrs. John
Foss, Mrs. Walter Friday, Mrs. John Sulzbach,

and Mrs. J. L. Saar.

The Burlington sale brings the sales locations

for these special projects to six throughout the

state.

SPEAKERS' BUREAU SCHEDULES
RADIO

WOI—Ames, Iowa

Thursday at 11:15 a.m.

“Music With Your Meals”

September 2 Foods We Eat

—

And Where They Come From
September 9 Shopping for Food
September 16 The Champion Breakfast

September 23 The Luncheon Period

September 30 The School Lunch

WSUI—Iowa City, Iowa
Tuesday at 11:45 a.m.

“Train Up A Child’’

September 7 You’re Having a Baby
September 14 Keeping Your Baby Well
September 21 Growth and Development
September 28 The Child and His Brothers

and Sisters

TELEVISION

WOI-TV—Ames, Iowa

Friday at 9:30 p.m.

September 17 What the Doctor Does in

a Physical Examination
September 24 What Is Appendicitis?
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COUNTY SOCIETIES

DEATHS

Dr. Russell L. Mantz, 79, who practiced in Cedar
Rapids for 52 years, died on July 27 at Spencer,

after being seriously ill for a month from a kid-

ney ailment. He was a Life Member of the Iowa
State Medical Society.

Dr. Harris C. Moore, 64, of Clearfield, died on
July 21 at San Antonio, Texas, where he had gone
for a rest.

Dr. Thomas D. Kas, 71, of Sutherland, died of

cerebral hemorrhage at the Sioux Valley Hos-

pital, in Cherokee, on July 19. He had practiced

there for about 43 years, he had served on the

State Board of Health, and he was a past-presi

dent of the Iowa State Medical Society.

Dr. J. Frank Aldrich, 81, who practiced for 50

years at Shenandoah, died on July 9 at Decatur,

Illinois, where he had lived with his daughter
since he retired, about two years ago. He was a

Life Member of the Iowa State Medical Society.

Dr. Nicholas Walter Labaugh, 75, who practiced

47 years at Mystic, died there on July 9, following

a long illness.

DOCTORS SHY AWAY FROM CIGARETTES

The theory that cigarette smoking causes throat

cancer seems to be finding considerable acceptance
among physicians, according to the results of a

survey conducted by Drs. L. S. Snegireff and
Olive M. Lombard among members of the Massa-
chusetts Medical Society and reported by Dr.

Walter C. Alvarez in his syndicated column for

August 3 in the des moines tribune.

Of the 4,104 physicians who answered their

questionnaire, one-sixth said they had quit be-

cause of the adverse publicity. Another sixth said

they never smoked. Twenty per cent said they
had cut down on the amount of their smoking,
but only 0.7 per cent had changed from cigarettes

to pipes or cigars. There were 0.7 per cent who
said they were considering quitting, and 3.3 per
cent were using filter cigarettes.

Of the smokers, 55.5 per cent said they had
accepted the idea that smoking accounts for can-
cer of the lung, and of the non-smokers, 62.9

per cent had accepted it.

WEBSTER COUNTY POSTGRADUATE COURSE

The first postgraduate course of the fall season

will open at Fort Dodge on Wednesday evening,

September 8. The Webster County Medical Society

is sponsoring a bi-weekly course of five lectures,

and all physicians in adjoining counties are urged

to attend. Dinner will be served at six-thirty in

the assembly room at the Warden Hotel, with the

lecture following. There will be no lecture Sep-

tember 22 because that is the date of the annual

meeting of the Iowa Academy of General Practice.

The course features pertinent subjects with excel-

lent speakers. A large attendance is expected.

September 8 Obstetrical Emergencies
Donald Vroman, M.D., Omaha

September 22 Open date—Annual meeting Iowa Acad-
emy of General Practice

October 6 Rheumatic Fever in Children—Panel

James W. Culbertson, M.D., Iowa City

John W. Eckstein, M.D., Iowa City

James E. Odell, M.D., Iowa City

October 20 Anesthesia Emergencies
Stuart C. Cullen, M.D., Iowa City

November 3 The Treatment of Pneumonia
Donald R. Nichols, M.D., Rochester

November 17 Fractures in Children

Robert M. Wray, M.D., Cedar Rapids

BORIC TALCS SAFE FOR BABIES

Dusting powders containing no more than 5

per cent boric acid are declared perfectly safe for

use in caring for babies, Drs. Alfred J. Vignec

and Rose Ellis declare in a paper published in the

July, 1954, issue of the AMA American journal of

diseases of children. Standard baby powders man-
ufactured by ettiical firms usually contain no more
than that amount of the acid, they maintain, and
the boric-acid constituent in fact counteracts the

possibly irritating qualities of talc.

The deaths recently attributed to boric talcs are

asserted to have been due to “accidental, ignorant

and at times negligent handling” of solutions, oint-

ments and powders containing high concentrations

of boric acid. The greatest number of fatal cases

have been from the accidental swallowing of

boric acid by newborn infants.

To abandon use of baby powders because of

such reports would be absurd, they conclude. If

we eliminated everything containing boron or its

compounds, we would have to stop eating lamb,

fish, crabs, lobsters, chicken and eggs. Rather, the

practical lesson to be learned from the furor of

the past several months is that powdered boric

acid should not be dispensed “over the counter”

to the public, and boric-acid solutions should not

be permitted where any possibility of human error

in their administration exists.
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Harrison Hans Hansen, Logan F. X. Tamisiea, Missouri Valley.. A. C. Bergstrom, Missouri Valley
Henry K. P. Beebe, Mt. Pleasant R. B. Widmer, Winfield W. H. Megordon, Mt. Pleasant
Howard W. G. Doss, Cresco C. E. Swanger, Cresco P- A. Nierling, Cresco
Humboldt I. T. Schultz, Humboldt I. H. Shohet, Bode I- T. Schultz, Humboldt
Ida E. H. Heilman, Ida Grove J. B. Dressier, Ida Grove M. W. Grubb, Galva
Iowa L. A. Miller II, North English. ... I. J. Sinn, Williamsburg C. F. Watts, Marengo
Jackson F. J. Swift, Jr., Maquoketa L. B. Williams, Maquoketa F. J. Swift, Maquoketa
Jasper L. H. Koelling, Newton L. D. Norris, Newton J- W. Ferguson, Newton
Jefferson John W. Castell, Fairfield Frank H. McClurg, Fairfield J. W. Castell, Fairfield
Johnson W. L. Yetter, Iowa City J. S. Greenleaf, Iowa City E. J. Boyd, Iowa City
Jones T. R. Dolan, Anamosa R. W. Myers, Monticello T. M. Redmond, Anamosa
Keokuk E. R. Gann, Sigourney A. M. Harwood, Sigourney R G. Gillett, Sigourney
Kossuth D. L. Bray, Algona J. M. Schutter, Algona M. G. Bourne, Algona
Lee G. J. McMillan, Ft. Madison Sebastian Ambery, Keokuk J. H. Ashline, Keokuk

R. L. Feightner, Ft. Madison
Linn C. H. Stark, Cedar Rapids R. C. Locher. Cedar Rapids H. J. Jones, Cedar Rapids
Louisa J- H. Chittum,_ Wapello K. T. DeYarman, Morning Sun...E. E. Weber, Wapello
Lucas Dean Curtis, Chariton
Lyon H. H. Gessford, George...
Madison R. W. Carson, Winterset. .

Mahaska G. W. Bennett, Oskaloosa
Marion C. R. Burroughs, Knoxville

V.D. D. Harris, Marshalltown .’!!!!! H. e! Sauer’. Marshalltown! !!!!!!! R c Carpenter, MarshalltownMarshall.
Mills W. A. DeYoung, Glenwood
Mitchell Wm. E. Owen, St. Ansgar
Monona P. G. Ingham, Mapletori
Monroe R. A. Smith, Albia
Montgomery R- S. Smith, Red Oak. .

Muscatine W. W. Daut, Muscatine.
O'Brien L. J. Sweeney, Sanborn
Osceola E. S. Aeilts, Sibley
Page E. N. Bossingham, Clarinda K. V. Jensen, Clarinda G. H. Flynn, Clarinda

Palo Alto R. D. Workman, Ruthven.

Pocahontas John Rhodes, Pocahontas
Polk E. P. Lovejoy, Des Moines
Pottawattamie G. N. Best. Council Bluffs
Poweshiek S. D. Porter, Grinnell
Ringgold G. H. Rodgers, Mt. Ayr...
Sac J. H. Stafford, Sac City....
Scott W. J. Balzer, Davenport...
She’by R. E. Donlin, Harlan..

Tama R. E. Dunn, Dysart.
Taylor .R. W. Boulden, Lenox
Union J. B. Gault, Creston
Van Buren R. E. Olsen, Milton
Wapello D. G. Emanuel, Ottumwa..
Warren C. A. Trueblood, Indianola
Washington C. A. Boice, Washington...
Wayne L. B. Calbreath, Humeston
Webster F. S. Larsen, Fort Dodge..
Winneshiek L. E. Larson, Decorah
Woodbury P. D. Knott, Sioux City...
Worth G. S. Westly, Manly
Wright G. J. Hruska, Belmond...

R. E. Anderson. Chariton A. L. Yocum, Chariton
S. H. Cook. Rock Rapids S. H. Cook, Rock Rapids
J. E. Evans, Winterset J- E. Evans, Winterset
L. F. Catterson, Oskaloosa G. S. Atkinson, Oskaloosa
T. D. Clark, Knoxville H - L - Bridgeman. Knoxville

T. E. Shonka, Malvern. ..!!!.... !

w - A. DeYoung, Glenwood
R. H. Huber, Osage T- E. Blong, Stacyville

P. L. Wolpert, Onawa G- W. Young, Onawa
H. J. Richter. Albia W. S. Chester Albia

G. M. Skallerup, Red Oak E- L- Croxdale, Villisca

T. M. Miller, Muscatine L - H - Whitmer, Muscatine
W. S. Balkema, Sheldon _ _. ,

F. M. Rizzo, Sibley M. Rizzo, Sibley

.... ....C. C. Moore, Emmetsburg.' ........ H-E-Brereton, Emmetsburg
Plymouth H. L. Vander Stoep, Le Mars F. C. Bendixen, Le Mars 5' ^ X!

ander ®toep, Le Mars“ - C. L. Jones. Gilmore City £. L. Jones, Gilmore City

T. A. Bond, Des Moines M. T..Bates, Des Moines
I. J. Hanssmann, Council Bluffs.. G- V. Edwards^ Council Bluffs

L. C. Hickerson, Brooklyn D. Porter, Grinnell

J. W. Hill, Mt. Ayr £. H. Rodgers, Mt. Ayr
John Hubiak, Cdebolt £. E. Lierman Lake View

.... A. B. Hendricks, Davenport A. White, Davenport
^ ^ ^uiiuii , AACtAJiaiA E. J. Vosika, Shelby A - J Ryan, Harlan

Sioux E. B. Grossman. Orange City C. B. Murphy. Alton M. C. Larson, Hawarden
Story W. R. Bliss, Ames W. B. Armstrong, Ames "• Conner, IN evada

A. J. Havlik, Tama £. J. Havlik, Tama
G. W. Rimel, Bedford R. W. Boulden, Lenox
H. J. Peggs, Creston J. Peggs, Creston

J. T. Worrell, Keosauqua Kiyoshi Furumoto. Keosauqua
E. B. Hoeven. Ottumwa P- D. McIntosh, Ottumwa
R C. McGeehon, Indianola C. A. Trueblood, Indianola
W. S. Kyle. Washington G. E. Montgomery, Washington
C. F. Brubaker, Corydon D. R. Ingraham. Sewal
J. R. Kersten, Fort Dodge C. J. Baker, Fort Dodge
M. A. Mochal. Decorah
V. R. Heimann, Sioux City...
B. H. Osten, Northwood. .

,.E. F. Hagen, Decorah
. D. B. Blume, Sioux City
. ,G. S. Westly, Manly

. J. R. Christensen, Eagle Grove... S. P. Leinbach, Belmond
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DramamineY Effect in Vertigo

Dramamine has become accepted in the control

of a variety of clinical conditions characterized by

vertigo and is recognized as a standard

for the management of motion sickness.

Vertigo, according to Swartout, is primarily due*

to a disturbance of those organs of the body that

are responsible for body balance. When the pos-

ture of the head is changed, the gelatinous sub-

stance in the semi-circular canals begins to flow.

This flow initiates neural impulses which are

transmitted to the vestibular nuclei. From this

point impulses are sent to different parts of the

body to cause the symptom complex of vertigo.

Some impulses reach the eye muscles and cause

nystagmus
;
some reach the cerebellum and skele-

tal muscles and righting of the head results
;
others

activate the emetic center to result in nausea,

while still others reach the cerebrum making the

person aware of his disturbed equilibrium. Vertigo

may be caused by a disease or abnormal stimuli of

any of these tissues involved in the transmission of

the vertigo impulse, including the cerebellum and

the end organs.

A possible explanation of Dramamine's action

is that it depresses the overstimulated labyrin-

thine structure of the inner ear. Depression,

therefore, takes place at the point at which these

impulses, causing vertigo, nausea and similar dis-

turbances, originate. Some investigators have

suggested that Dramamine may have an addi-

tional sedative effect on the central nervous system.

Repeated clinical studies have established

Dramamine as valuable in the control of the

symptoms of Meniere’s syndrome, the nausea and

vomiting of pregnancy, radiation sickness, hyper-

tension vertigo, the vertigo of fenestration proced-

ures, labyrinthitis and vestibular dysfunction as-

sociated with antibiotic therapy, as well as in

motion sickness.

Any of these conditions in which Dramamine
is effective may be classed as “disease or abnor-

mal stimuli”* of the tissues including the end

organs (gastrointestinal tract, eyes) and their

nerve pathways to the labyrinth.

Dramamine (brand of dimenhydrinate) is sup-

plied in tablets of 50 mg. and liquid (12.5 mg. in

each 4 cc.). It is accepted by the Council on

Pharmacy and Chemistry of the American Med-
ical Association. G. D. Searle & Co., Research

in the Service of Medicine.

The site of Dramamine's action is probably in the

labyrinthine structure.

*Swartout, R., Ill, and Gunther, K. : “Dizziness:” Ver-

tigo and Syncope, GP 8 : 35 (Nov.) 1953.
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Something NEW

is Cooking
The Month in Washington

MORE INSURANCE NOW AVAILABLE

HOW THESE AMOUNTS

WOULD HELP IN PAYING ESTATE TAXES IN

CASE YOU ARE ACCIDENTALLY KILLED . .
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SPECIFIC BENEFITS also for loss of sight.

LIMB OR LIMBS FROM ACCIDENTAL INJURY

HOSPITAL INSURANCE also for our members
and their families

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years Old

Physician» Casualty & Health Ass’ns.

Omaha 2, Nebraska

Washington, D. C.—While Congress didn’t enact

all the health bills President Eisenhower’s admin-

istration wanted to put through, it did mark up
an imposing record of accomplishment. In fact

it passed more health and medical legislation than

any Congress in many, many years. The AMA
actively supported most of the bills finally enacted,

and opposed none of them.

Four important new laws were written into the

statutes before the session ended—expansion of

the Hill-Burton hospital construction programs,
expansion of the vocational rehabilitation pro-

gram, amendment of the income tax law to allow

more liberal deductions for medical expenses, and
transfer of the responsibility for health of the

Indians to U. S. Public Health Service.

For years a group of state health officers have
been working to bring about the transfer of Indian

hospital and medical service from the Indian

Bureau in the Department of the Interior to Pub-
lic Health Service in what is now the Depart-

ment of Health, Education, and Welfare. The
health officers could show beyond any question

that the Indians were receiving far less medical

care than the rest of the population. They main-
tained that if the Public Health Service were
made responsible for the Indians’ health, there

would be a rapid change for the better on the

reservations.

What might be called governmental inertia suc-

ceeded in holding up the legislation for a time,

but this Congress decided to make a shift. Public

Health Service, which will take over on the reser-

vations next July 1, already has plans under way
to insure the Indians more and better medical

care.

The demands for a more dynamic vocational

rehabilitation program have been building up out-

side the federal government as well as in Wash-
ington. The problem facing this administration

was to get more people rehabilitated, but at the

same time to induce the states to take a more
active part in the work. The law now enacted

promises to do this. It authorizes gradual increases

in the federal appropriations, but at the same time

is aimed at bringing the states up to the position

of full financial partners by the end of five years.

The goal is to rehabilitate at least 200,000 persons

annually, in place of the present 60,000.

If local communities are willing to raise from

one-third to one-half of the cost, the new Hill-

Burton program should result in the construction,

within three years, of possibly a half billion dol-

lars’ worth of new facilities—rehabilitation cen-

ters, diagnostic-treatment clinics, chronic-disease

hospitals, and nursing homes. (This program was
discussed in detail last month in this column.)
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients
Shock Therapy Hydrotherapy

Occupational Therapy

COMPETENT STAFF

MILWAUKEE SANITARIUM
Wauwatosa, Wisconsin

(Chicago Office—1509 Marshall Field Annex
Bldg., 25 East Washington St.—Wednesday,

1-3 P.M. Phone: Central 6-1162)

Maintaining the highest standards since 1884,
the Milwaukee Sanitarium continues to stand
for all that is best in the contemporary care
and treatment of nervous disorders. Photo-
graphs and particulars sent on request.

Josef A. Kindwall, M.D.
Carroll W. Osgood, M.D.

William T. Kradwell, M.D.
Benjamin A. Ruskin, M.D.

Lewis Danziger, M.D.
Russell C. Morrison, M.D.
James A. Alston, M.D.

Waldo W. Buss, Executive Director COLONIAL HALL—One of the 14 Units in “Cottage Plan"

and benen

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE telephone victor 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00

30-105—Blood Grouping Serum (Set Anti-A and Anti-B),
5 cc. of each Set 4.50

35-605—Anti-A, B (Group O) Blood Grouping Serum,
5 cc Each 2.50

32-102—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 2 cc Each 3.25

32-105—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100—Distilled Water (Water for Injection U.S.P.),

100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters

specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City, Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

SECLUSION

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

maternity
FAIRMOUNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

The new construction will be in addition to the

continuing Hill-Burton grants for complete hos-

pitals.

On the medical-cost-deduction question, too,

economists long have felt that families with un-

usually large medical expenses should be given

more liberal tax deductions. The new law will

allow them to deduct medical expenses in excess

of three per cent of taxable income. Under the

old law the figure was five per cent. A $3,000-

income family with $150 in medical expenses

under the old law could deduct nothing, but

under the new law $60. The Treasury estimates

that the total saving to families will be $30 million.

The general public probably read and heard

more about the one bill that was defeated—rein-

surance—than it did about all the health and med-
ical legislation that passed. That defeat (in the

House) was a surprise and a disappointment to

the President. His advisors might have told him
that all was not well, but obviously they did not.

Opposition was not confined to the AMA. Also
lined up against it were most of the health insur-

ance companies, the U. S. Chamber of Commerce
and a number of other professional groups. The
labor unions would accept it, but wouldn’t work
to get it. Most significant of all, it had lukewarm
support at best from the lawmakers who know
most about it, the Senate and House committees
that conducted the hearings.

OFFICE NURSES CRITICIZE BOSSES

Dr. Walter C. Alvarez, of the Mayo Clinic, re-

ported July 28 in his syndicated column published
in the des moines tribune that the assistants of

Cleveland, Ohio, physicians indicated in response
to a questionnaire they felt their employers were
overworking themselves and consequently were
neglecting many things around the office that

needed their personal attention.

Of the 214 office attendants who answered the

questionnaire, 153 said the doctors’ relations with
patients were excellent, 37 said they were good,

and only one said they were poor. Some 13 per

cent said the relations would be much better if

the doctor could manage to be more prompt.
The assistants said that what patients want most

are more and better explanations about fees,

about their illnesses, and about what happened
in the hospital—what was found during the ex-

amination, what was found at operation, what
was done, what was likely to be the outcome, and
what the prescribed medicine was supposed to do.

But despite all the annoyances caused them by
their overworked and often irresponsible chiefs,

most said they still respected them greatly for

their honesty, their ability to create confidence,

their sincerity, sympathy, understanding and con-

cern for the problems of their patients.
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for greater safety in streptomycin therapy...

Squibb Streptoduocin

Streptomycin and dihydrostreptomycin in equal parts

Distrycin has an important advantage over streptomycin. It has the same

therapeutic effect but ototoxicity is greatly delayed. Since the patient

is given only half as much of each form of streptomycin as he would have on

a comparable regimen of either one prescribed separately, the danger of

vestibular damage (from streptomycin) or cochlear damage (from

dihydrostreptomycin) is significantly lessened.

Signs of vestibular damage appear in cats treated with Distrycin as much

as 100 per cent later than in animals given the same amount of streptomycin.

>derate

Streptomycin

Cat treated

with

streptomycin

shows no

nystagmus

after whirling.

mm
omycin

:

Cat given the

same amount
“

of Distrycin %
has normal

reflex, ii

*Heck, W.E.; Lynch, W ,J., and Graves, H.L.: Acta oto-laryng. 43_:416, 1953.

Distrycin dosage is the same as for streptomycin. In tuberculosis the

routine dose is 1 Gm. twice weekly, in conjunction with daily

para-aminosalicylic acid or Nydrazid (isoniazid). In the

more serious forms of tuberculosis, Distrycin may be given

daily, at least until the infection has been brought

under control. _

Sqjjibb
a leader in streptomycin research and manufacture

Distrycin

is supplied in

1 and 5 Gm. vials,

expressed as base

'Distrycin'® and 'Nydrazid'® are Squibb trademarks



PERSONALS

Steve A. O’Brien, M.D., has announced that

Harry W. Alcorn, M.D., is now associated with

him in the practice of ophthalmology in Mason
City.

Dr. A. W. Puntenney, a lieutenant in the Naval
Reserve who has been stationed in Portsmouth,

Virginia, has completed his term of military serv-

ice and resumed his practice at Boone.

Dr. C. L. Heald, who has practiced at Sigourney

since 1921, retired on August 9, the opening date

for the Keokuk County Hospital, which replaces

the private one that he has operated. Dr. Heald
is credited with the idea of requiring the warning
notice on laxative containers which discourages

attempts at self-medication for abdominal pain

and is said materially to have reduced mortality

from appendicitis.

Dr. W. H. Ash, a graduate of the College of

Medicine at S.U.I. who just finished his intern-

ship in Philadelphia, has replaced Dr. Dean C.

Snyder in general practice at DeWitt. Dr. Sny-

der, who has been there since 1936, plans to retire

temporarily for the purpose of regaining his

health, but has announced no long-range plans.

Dr. Albert Ady, of West Liberty, suffered in-

juries to the fingers of his right hand in a power-

saw accident on July 31 at his home.

On August 2, Dr. David W. Wright opened an
office for the general practice of medicine at

Decorah. He received his medical degree at Ohio
State University in 1947, interned at St. Luke’s

Hospital, Denver, practiced four years in Benkel-

man, Nebr., and has just concluded a two-year

tour of duty with the Navy.

Dr. Janis Straumanis, a D P physician from
Latvia who engaged in a supervised practice at

the Glenwood State School, has recently been
licensed and has located in Riverton.

Dr. J. E. Fitzpatrick, Jr., has closed his practice

in Holstein and moved to Omaha, where he will

be associated with Dr. John D. Hartigan.

The Jones County Medical Society gave a din-

ner at the Roosevelt Hotel, in Cedar Rapids, on
July 22, in honor of Dr. T. M. Redmond, of

Monticello. He was presented with a gold watch
in commemoration of the fiftieth anniversary of

his entry into the practice of medicine.

The McVay Memorial Hospital in Lake City has

announced the addition to its staff of Dr. Raymond
A. Lynberg, a native of Sioux City and graduate
of the College of Medicine at S.U.I., who recently

completed his internship at St. Luke’s Hospital,

in Spokane.

Dr. Max E. Olsen closed his practice in Minden
on July 31, preparatory to undertaking duty with
the Marine Corps. He holds the rank of lieutenant

and reported to the Great Lakes Naval Training

Station on August 16.

Dr. Leonard A. West, formerly of Des Moines,

has retired from the Air Force with the rank of

colonel, to become assistant medical director of

Harbor General Hospital, at Torrance, Calif. Dr.

West at one time was secretary of the Polk County
Medical Society.

On July 15, Dr. Clyde Smith began general

practice at Ringsted. A graduate of the Creighton

University medical school, he has just completed
his internship at St. Joseph Hospital, in Sioux

City.

Two new physicians have begun practice at

Osceola. Dr. Rodger F. Eakins who is associated

with Dr. H. E. Stroy, is a graduate of the medical

school at the University of Colorado and recently

completed an internship and a residency at Mercy
Hospital, in Saginaw, Michigan. At the conclusion

of six years’ service with the Air Corps, he held

the rank of colonel and flight commander. Dr.

Edward Lauvstad, who is associated with Dr.

C. R. Harken and Dr. George Armitage, is a

native of Corning and a graduate of the College

of Medicine at S.U.I. He interned at St. Luke’s

Hospital, in Spokane, Washington.

On completion of his internship at Sioux City,

Dr. V. G. Helt has begun general practice in

Moville.

xxn



Vol. XLIV, No. 9 Journal of Iowa State Medical Society xxv

Dr. E. C. Wagner, of Plainfield, is constructing

a new building in which he will have his office.

Dr. Edward Vosika, of Shelby, underwent an
emergency operation for appendicitis in July,

and while he was hospitalized Dr. Paul Murphy,
who is doing postgraduate study in radiology in

Omaha, took over his practice for him.

Dr. and Mrs. Glenn Skallerup, of Red Oak,

whose marriage was announced in the August
journal, were seriously injured in an automobile
accident during their wedding trip and were taken

to University Hospitals, Iowa City. Both of Dr.

Skallerup's legs were broken, one of them in two
places, and his wife’s injuries, chiefly to the head,

were even more serious.

The Greene County Hospital, at Jefferson, is

to have the services of Dr. David Stray, an anes-

thesiologist. Dr. Stray was born in China and took
his medical degree at Hopei Medical College. In

this country, he has studied at Loretto Hospital,

in Chicago, and Mercy Hospital, in Canton, Ohio.

His experiences include medical-missionary work
and services with the nationalist armies of Chiang
Kai-shek.

Dr. Russell W. Conkling, who has been assistant

chief of the surgical service at the VA Hospital in

Iowa City and associate professor of surgery at

S.U.I., has joined Dr. L. D. Norris in the private

practice of his specialty at Newton. Dr. Conkling
is a diplomate of the American Board of Surgery.

Dr. Peter C. Loewenberg, who has been on the

staff of the Waterbury, Connecticut, hospital, and
Dr. Frank Lemanis, recently of the Lincoln, Nebr.,

State Hospital, have begun work at the Mental
Health Institute in Independence. They replace

two staff physicians who recently left the Institute

to complete further training.

Dr. Winston D. Minor has joined the staff of

the McCrary-Rost Hospital, in Lake City, as a re-

placement for Dr. Clare E. Knouf, who is on
active duty with the Navy. Dr. Minor is a medical

graduate of S.U.I. and recently completed his

internship at Detroit Receiving Hospital.

At Garner, Dr. William A. Bockoven is to be

associated with Dr. C. V. Hamilton. Dr. Bockoven,
whose late father practiced at Cresco, is a 1953

graduate of the College of Medicine at S.U.I. and
interned at Harley Hospital, in Flint, Michigan.

THE RETREAT HOSPITAL
Des Moines, Iowa

Established 1905 Cottage Plan

A hospital for the study,
care and treatment of

mental, emotional, personality and habit disorders

Facilities available for Acute Psychiatric Conditions
Geriatrics and Alcoholism

HERBERT C. MERILLAT, M.D., Medical Director

S. U. WYKOFF, M.D., Associate Psychiatrist

MARTIN J. KRAKAUER, Psychologist

SYDNEY L. MACMULLEN, Administrator

PAUL T. CASH, M.D., Psychiatrist

SIDNEY L. SANDS, M.D., Psychiatrist

HOWARD V. TURNER, M.D., Psychiatrist

HERBERT W. VETTER, Asst. Administrator

2801 Woodland Ave. Phone 5-2121
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Dr. Bernard Silby has opened an EENT prac-

tice with Dr. F. G. Carlson at Mason City.

Dr. Kenneth Rodabaugh, a graduate of the med-
ical school at the University of Nebraska who re-

cently returned from service with the armed
forces in Korea, has opened a practice in Sidney.

Following the completion of his internship at

University Hospitals, Iowa City, Dr. William

Roundybush has located in Muscatine. He re-

places Dr. D. C. Alftine, who has accepted a res-

idency in radiology at Iowa City.

Dr. Marvin H. Dubansky has opened an office

for the practice of orthopedic surgery in Des
Moines. Since his graduation from the College of

Medicine at S.U.I. and a two-year internship at

San Francisco, he has been in Navy service.

Dr. Hugh LaMaster has joined Dr. E. B. Getty

in general practice at Primghar. He is a graduate

of the College of Medicine at the University of

Nebraska and interned at Clarkson Hospital, in

Omaha.

THE NORBURY
SANATORIUM
Established 1901—Incorporated

Licensed—Jacksonville ,
Illinois

FRANK GARM NORBURY, A.M„ M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician

HENRY A. DOLLEAR, M.D.. Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

Dr. Andrew D. Smith has left Mediapolis, after

about two years of practice there, to join Drs.

J. P. Clark and George G. Johnson at Estherville.

Dr. J. Stephen Westly resumed his practice of

internal medicine in association with Drs. L. W.
Swanson and H. G. Marinos at Mason City, late in

July, following his completion of service with

the Navy. Dr. Westly has been in uniform since

April, 1953.

Dr. Glen Knosp joined the staff of the Perry
Clinic on July 7. A graduate of the medical school

at the University of Nebraska, he interned in

Lincoln.

A surgeon, Dr. H. Graham Parker, has joined

the staff of the Hampton Clinic. Dr. Parker is a

graduate of the medical school at Washington
University, St. Louis, and comes to Hampton
after about five years of private practice at Platte

City, Missouri.

Dr. Daniel J. Sullivan, a 1953 graduate of the

medical school at Creighton University, joined the

staff of the Buffalo Center Clinic on July 1. He
interned at St. Joseph Mercy Hospital, Sioux City.
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At the end of June, Dr. Roy E. Parry closed his

office after 35 years of practice in Scranton. He is

in poor health.

After completing a three-year residency in ob-

stetrics and gynecological surgery at the teaching

hospitals of the Loyola University Medical School,

in Chicago, Dr. J. J. Sullivan has returned to

Clinton and is to be associated with Dr. Charles

Waggoner.

Dr. Glen Kimball, a 1953 graduate of the Col-

lege of Medicine at S.U.I. who just finished his

internship at the Memorial Hospital in Manches-
ter, Connecticut, is working with Dr. William

Kienzle at Wellsburg. Dr. Kimball expects shortly

to be called for military service. \

Dr. Philip M. Englund has recently joined the

staff of the Kersten Clinic, in Fort Dodge, in the

practice of internal medicine. He recently com-
pleted a three-year residency in that specialty at

Iowa City.

Dr. Ray B. Conner, who was trained in medicine
at George Washington University, Washington,
D. C., has joined the Kersten Clinic at Ft.

Dodge as a general practitioner. He served his

internship at University Hospitals, Iowa City.

Dr. Donald P. Reynolds has been appointed

resident pathologist at St. Joseph Mercy Hospital,

Ft. Dodge. Dr. Reynolds comes from Halifax,

Nova Scotia, where he was associate provincial

pathologist and lecturer in his specialty at Dal-

housie University Medical School. His M.D. degree
is from the University of Manitoba, and he has

done postgraduate study at the Grey Nuns' Hos-
pital in Regina, Saskatchewan, and at the Uni-

versity of Bristol, in England.

Dr. Francis M. Skopec has entered the practice

of medicine with Dr. A. E. Hale in Mason City.

Dr. Skopec received his M.D. degree at St. Louis

University and interned and was a G-P resident

for an additional year at St. Mary of Nazareth
Hospital, in Chicago.

Dr. Ellis O. Schlichtemeier, who has practiced

at Peterson for the past eight years, is hence-
forth to be associated with Dr. Lyle Frink, in

Spencer.

Dr. Robert J. Foley has joined his father, Dr.

W. E. Foley, Sr., in medical practice at Davenport.
The younger man received his degree in medicine
at Loyola University, in Chicago, and served both

HEARING is their business!

These are the Audivox Hearing Aid Dealers who serve

you in IOWA. Audivox dealers are chosen for their

competence and their interest in your patients' hear-

ing problems.

DAVENPORT
Ed. A. McClenahan Hearing Aid Service
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Tel: 6-3033
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DUBUQUE
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MASON CITY
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Pedigreed in its field, audivox successor to Western

Electric Hearing Aid Division, brings the boon of better

hearing, and its enrichment of living, to thousands. With

the magical modern transistor, with scientific hearing

pedigree
Only a flawless pedigree— a long and illus-

trious ancestry of purebreds — can produce
a champion show dog.

Only audivox in the hearing aid field can trace an an-

cestry that includes both Western Electric and Bell Tel-

ephone Laboratories, audivox lineage springs from

the pioneer experiments of Dr. Alexander Graham Bell,

which were furthered by the development of the hearing

aid at Bell Telephone Laboratories, brought to fruition

by Western Electric and audivox engineers.

Audivox new aINtransistor

model 71 hearing aid

*
*101CM *s%

Alexander
Graham
Bell

measurement and scientific instrument-fitting, serviced

by a nation-wide network of professionally-skilled deal-

ers, audivox moves forward today in a proud tradition.

TO THE DOCTOR: Send your patient with a hear-
ing problem to a career Audivox and Micronic

dealer, chosen for his interest, integrity and abil-

ity. There is such an Audivox dealer in every
major city from coast to coast.

Successor to Hfes/tm Electric Hearing Aid Division

123 WORCESTER ST., BOSTON, MASS.

THE PEDIGREED HEARING AID
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an internship and a three-year residency in sur-

gery at Milwaukee County Hospital, Milwaukee.

Dr. Lucy M. Radicia, a graduate of the medical

school at Creighton University who interned at

St. Mary’s Hospital, Minneapolis, and served a

residency at St. Joseph’s Hospital and Children’s

Memorial Hospital, Omaha, has opened a pediat-

rics practice in Council Bluffs.

Dr. Marvin W. Burleson, of Ft. Dodge, has been
elected a fellow of the Academy-International of

Medicine and Surgery.

ROSTER OF IOWA PHYSICIANS IN MILITARY

SERVICE

As of August 10, 1954

Ackerman, J. H., Clarksville

(Baltimore, Maryland), Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City

(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames
Bogle, W. C., Marion

(Minneapolis, Minnesota) Lt., U.S.N.R.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Cline, H. L., Iowa City

(Riverside, Calif.) A.U.S.

Daut, R. V., Davenport
(Westover Field, Massachusetts) Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City

(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City

(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(Manhattan, Kans.) Capt., A.U.S.

Frys, Russell N., Iowa City

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City

(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Geist, James H., Iowa City

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, Joseph C„ Shenandoah
(Goose Bay, Labrador) 1st. Lt., U.S.A.F.

Haskell, J. G., Reinbeck
(U.S.A.H., Ft. Riley, Kansas)

Hickman, D. M., Indianola
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Isham, R. B., Osage U.S.N.R.

Iwen, G. W., Iowa City

(Wabeno, Wise.)
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DOCTOR, WHEN YOUR PATIENTS ASK

Cigarette

Choose?”

• • •

...REMEMBER THAT NEW VICEROY GIVES SMOKERS

DOUBLE THE FILTERING ACTION!

1
NEW AMAZING FILTER OF ESTRON MATERIAL

• This new-type filter, of non-mineral, cellulose-

acetate, Estron material, exclusive with Viceroy Ciga-

rettes, represents the latest development in 20 years

of Brown & Williamson filter research. Each filter con-

tains 20,000 tiny filter elements that give efficient filtering

action; yet smoke is drawn through easily, and flavor

is not affected.

2 PLUS KING-SIZE LENGTH
• The smoke is also filtered through Viceroy’s extra

length of rich, costly tobaccos. Thus Viceroy actually

gives smokers double the filtering action ... to double

the pleasure and contentment of tobacco at its best!

ONLY A PENNY OR TWO MORE
THAN CIGARETTES WITHOUT FILTERS

New King-Size

Filter TipyTCEROY
OUTSELLS ALL OTHER FILTER TIP CIGARETTES COMBINED
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Jenkins, H. F., Ogden
(Randolph A.F.B., Texas) U.S.A.F.

Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.

Johnson, M. H., Iowa City
(APO New York, N. Y.) Capt., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Kelly A.F.B., San Antonio, Texas) Capt., U.S.A.F.

Knouf, Clare E., Lake City

(519 SW 3rd Ave., Portland, Ore.) . . . .Lt., U.S.N.R.
Koptik, George Jr., Garwin
Kruse, R. H., Conrad

(Pearl Harbor, T. H.) Lt., U.S.N.R.

Kuehnle, G. R., Dubuque
(Baton Rouge, La.)

Kurth, R. J., Waterloo
(Minneapolis, Minn.) Capt., U.S.A.F.

Larson, Erling, Jr., Des Moines %

(Indianapolis, Indiana) Lt., U.S.N.R.

Lawler, Matthew P., Des Moines
(Corona, California) U.S.N.

Lee, R. W., Burlington
Martins, J. K., Waterloo

(Bayonne, N. J.) Lt., U.S.N.R.
Maxwell, J. R., Iowa City
(Camp Stoneman, California) 1st. Lt., A.U.S.

Middleton, W. H., Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson

Nielsen, G. E., Des Moines
(APO Seattle, Washington) Lt. Col., A.U.S.

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton. Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Powers, George H., Shenandoah
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Reading, Donald, Iowa City
(U.S. Army Examining Station, Des Moines)

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,
Seattle)

Saunders, R. J., Colfax
(Detroit, Michigan) 1st. Lt., U.S.A.F.

Shaffer, F. J., Iowa City Col., U.S.A.F.
Shuldberg, Arthur, Des Moines

(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.
Sinton, D. W., Iowa City

(Colorado Springs, Colorado) A.U.S.
Smith, C. B., Iowa City
(Bowling Green, Ky.) Capt., A.U.S.

Spohnheimer, L. N„ Donnellson
(Mountain Home AFB, Idaho) 1st Lt., USAF

Stivers, T. W., Des Moines
(Hutchinson, Kansas) Lt. (jg) U.S.N.R.

Sugioka, Kenneth, Iowa City
(Long Island, N. Y.) A.U.S.

Theilen, E. O., Iowa City
(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) Capt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R

Wall, J. M., Boone
(Bryan A.F.B., Texas) 1st Lt., U.S.A.F.

Walker, J. R., Waterloo
(Bethesda, Maryland) Lt., U.S.N.R.

Walston, J. H., Graettinger
(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.

Wilson, Robert G., Missouri Valley
(Clovis AFB, New Mexico) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Zeilenga, R. H., Orange City
(Madison, Wise.) 1st. Lt., U.S.A.F.

Zoeckler, Samuel J., Des Moines
(Ft. Sam Houston, Texas) Capt., A.U.S.

POLIO INSTITUTE AT CREIGHTON

The Creighton University School of Medicine,

along with the Nebraska State League of Nursing,

will sponsor a two day Institute in Poliomyelitis

and Rehabilitation to be held on September 2 and

3 at the Rehabilitation Center at Creighton Memo-
rial St. Joseph’s Hospital. This two day program
will be open to doctors, nurses, physical therapists,

occupational therapists and medical social workers

in this area. Guest speakers will include David
Dickinson, M.D., Associate Professor of Pedi-

atrics, University of Michigan, Gordon M. Martin,

M.D., Associate Professor of Physical Medicine

and Rehabilitation, Mayo Clinic, and Miss Muriel

Jennings, Consultant in Poliomyelitis and Ortho-

pedics, the League of Nursing, New York City.

Members of the faculty of the Creighton Univer-

sity School of Medicine will participate in the

program, which will be concerned with the latest

advances in poliomyelitis management on Septem-

ber 2, and with the entire field of rehabilitation on

September 3.

Information concerning this Institute can he

secured by writing Harold N. Neu, M.D., Med-
ical Director, Poliomyelitis Rehabilitation Center,

Creighton Memorial St. Joseph’s Hospital.

SOCIAL SERVICES FOR UNMARRIED MOTHERS

Very shortly, probably during the first two
weeks in September, the State Board of Social

Welfare will mail to each Iowa physician a folder

containing names, addresses and telephone num-
bers of the agencies throughout the state which
undertake to help and advise unmarried mothers.

Because the folder is of the same size and shape

as those in which one ordinarily puts correspond-

ence for indexing in a vertical file, it can be

stored conveniently for reference when occasion

requires. Approval of this material by the Com-
mittee on Medical Service of the Iowa State Med-
ical Society was secured in advance of its being

printed.
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Advances in Treatment of Severe

Hypertensive Disease"

A. C. CORCORAN,M.D.***

CLEVELAND, OHIO

Treatment of hypertensive disease has varied

with concepts of the disease and with the avail-

ability of drugs and procedures. First, little at-

tention was paid to hypertension as such. Mac-
Kenzie’s “Diseases of the Heart,” 1916, dismisses

the topic in four or five lines; indeed, Dr. W. L.

Bierring t says that this great man considered it

a disease which the Americans had overempha-
sized. Such therapy as was available was limited

to the symptomatic care of complications.

Next, as the concept of essential hypertension

became accepted, treatment was still rudimentary
and limited largely to masterful expectancy, re-

assurance and sedation. The view widely pre-

vailed that blood pressure rose as a compensation
for defective circulation and that to lower it

would endanger the life of the patient. In the face

of a lack of means for lowering it, this was a

comforting rationalization.

Finally, the development of experimental hyper-

tensions in animals demonstrated that hyperten-

sion is a diagnostic problem. It also became
evident that high blood pressure as such, when
long sustained, is, in widely varying degrees, bad
for the vessels, so that one aim of treatment is to

restore blood pressure to approximately normal
levels. Just as these concepts gained acceptance,

new and highly vasoactive drugs came on the

market, so now we must guard against over-

treatment.

TYPES

Still, before attempting any therapy, we must

* Presented at Second Institute on Cardiovasular Diseases.
V. A. Hospital, Des Moines, January 29, 1954.

** Research Division, Cleveland Clinic, Cleveland, Ohio.
t Personal communiation at St. Andrews. Scotland, July,

1922.

undertake both diagnosis and evaluation. Even
before doing this, it is wise to consider when the

diagnosis of hypertension should be made. Mas-
ter’s recent expansion of the range of normal
pressures in people of older age groups removes
from the category of “hypertensive” a large group
whose seemingly abnormal pressures have often

caused undue and needless concern.

Once it has been established that true hyper-
tension is present, the issue is one of diagnosis.

Before labeling it “essential,” one should deter-

mine whether the hypertension may be secondary
to some ascertainable and sometimes mediable
cause. Classification is a help in this. The etiol-

ogies of hypertension are (1) renal, (2) endo-
crine, (3) neural and (4) cardiovascular, each of

them having clinical and experimental hyper-
tensive equivalents.

Among these types, the most significant are the

renal, endocrine and cardiovascular. The renal

hypertension which is most significant is that

which follows in the wake of pyelonephritis. That
pyelonephritis is a common and widely neglected

disease is apparent from the fact that in one
Danish series it occurred in 200 cases in 3,100

routine autopsies. In some people, young men
especially, it causes a hypertension which is some-
times destructively malignant. Furthermore, it is

a process which modern agents can do much to

suppress and even to cure. As a result, most peo-

ple who present a problem in hypertensive disease

should have attention given to the possibility of

pyelonephritis. One should study urine sediment,

urine culture, and urography or even aortog-

raphy.

Next in order is pheochromocytoma. It is im-
portant because it is curable and because diag-

457
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nostic tests, as with Regitine, serve as convenient
screening procedures.

Under the cardiovascular aspect, two hyper-

tensions come to mind. One is coarctation of the

aorta, and another, less clearly recognized, is

arteriosclerotic hypertension. This latter is the

systolic increase of arterial pressure common to

older people whose aortas have begun to lose

elasticity. Because the heart ejects blood into a

chamber which is less distensible than it ought
to be, hypertension varies with cardiac output
and, as a result, responds miraculously to reas-

surance, sedation, rest in bed and the like. I sus-

pect that this psychosomatic characteristic is the

explanation for most of the exaggerated and dis-

proved claims that have been made for such
agents as garlic, watermelon seeds and mistletoe

extract. ,

Thus, the diagnosis of essential hypertension is

made by exclusion, and in following that pro-

cedure, one should remember Platt’s suggestion

that hypertension under age 35 and in the absence
of a family history should be considered sec-

ondary until proved otherwise.

TREATMENT

Essential hypertension is almost certainly a

complex of processes which have a common ex-

pression. But since, unfortunately, we do not

know these mechanisms, we must proceed empir-

ically and descriptively. The hypertension may
be early, without vascular damage, or advanced,
with damage from hypertensive vascular disease

severely expressed in heart, kidneys or brain;

the process may be mild and static, progressive

and severe, or, in some people, rapidly malignant.

The aims and methods of treatment differ in these

various groups.

But any therapeutic program has one common
denominator. This is the fact that patients with

hypertension over-respond disadvantageously to

most of the difficult life situations. They must,

therefore, conscientiously apply the rules of prac-

tical mental and physical hygiene in their daily

lives. In so doing, they are in need of the help and
encouragement of their physician. Neither the

patient nor the doctor will be so impressed with

this simple, generalized prescription as either

would be by a bottle of magic which was guaran-

teed to solve the situation. Still, there are well

documented studies to demonstrate the effective-

ness of this form of treatment—supplemented, as

need arises, by mild sedation.

Actually, the need for active treatment arises

only in patients whose disease is disabling, most
often because of headaches or progressive vas-

cular damage. In our present state of knowledge
the “prophylactic” treatment of mild essential

hypertension by means of vasoactive and poten-

tially dangerous drugs or procedures is probably

not justifiable.

Still, given the situation of a severe, disabling

and or progressive hypertension, there are avail-

able Diet, Drugs and Dissection.

Diet: Most patients are curious about diet in

hypertension. The only diet which significantly

influences the condition is one that is low in

sodium. The sodium intake should be less than
0.2 grams daily, and the diet should be maintained
at this level for a period of 6-8 weeks, until it can
be decided whether or not the patient is one
whose disease can be controlled by this means.
The effect is demonstrable only in a minority (20

or 25 per cent) of patients. It is secured only with
difficulty and with the firm cooperation of the

patient and his family. Unsuspected sources of

sodium turn up constantly, and, until the regime
is well established, frequent checks of urinary

sodium output are necessary controls in the pro-

cedure. Too often, the physician is reminded of

the dictum that “All men are liars” and acquires

the conviction that restriction of sodium intake

exaggerates this failing of our imperfect natures.

Fortunately, recipes and foods are now available

which make the lot of the patient on such a diet

better than it was a few years ago. At the onset

at least, many find the rigidity of the rice diet

a very practical, if not a palatable, way of achiev-

ing the necessary sodium restriction. However,
the coincident restriction of calories and protein

is not a necessary condition for a satisfactory

therapeutic response in a “sodium-responder.” It

becomes advantageous only in the obese and the

azotemic.

Much is being said these days about low-fat and
low-cholesterol diets in arterial disease, since it is

argued that excess fat and cholesterol predispose

to atherosclerosis. The latter proposition can be
accepted as true, at least in some people, and
there is some basis for the belief that consistent

over-nutrition is a factor in atherogenesis. How-
ever the evidence is incomplete, and, obesity

apart, there seems little present justification for

severe restriction of fat or cholesterol as such,

except as the former contributes to caloric excess.

Drugs: The nitrite series require little mention.

None of them is a practical hypotensive agent.

Actually, there are few drugs available which, in

themselves, have any possible value in this dis-

ease. These few are (1) thiocyanate, (2) hydrala-

zine (Apresoline) and (3) hexamethonium. To
these have been added a variety of agents derived

from (4) Rauwolfia serpentina. These last have
still to be evaluated, but the evidence suggests

that they deserve a place in the list.

1. Thiocyanate. This agent is used especially in

patients whose major symptom is headache. Some
of these can be relieved rapidly by the intra-

venous injection of a gram of thiocyanate ion,

and the relief can be maintained by oral dosage

with such an amount as will maintain a serum
SCN concentration at levels between 8 and 12

mg. per 100 cc. One major disadvantage is the

need for control of serum SCN concentration,

which, especially when there is renal damage,
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may rise to toxic levels with unexpected rapidity.

Other disadvantages are the languor which the

agent induces in some, and the sensitivity reac-

tions of a small minority. Still, it is a useful

agent. In a few patients the maintenance of serum
concentrations at levels of 3-6 mg. per 100 cc.

by means of small doses of thiocyanate combined
with small doses of bromide effects symptomatic
relief with less danger of intoxication. But in the

majority, the depressor effect is small, and the

major effect seems to be sedative.

In this connection, it should be mentioned that

a related drug, sodium nitroprusside, has been
found of value in the relief of the emergent situ-

ation created by the onset of hypertensive en-

cephalopathy. The drug is given intravenously in

a dose of 1 to 10 micrograms per kg. per minute
and is adjusted according to the response of pres-

sure, which is immediate and gratifying in most
cases. Arrangements should be made for frequent

control of blood-pressure level and for the main-
tenance of the infusion for several hours at least.

2. Hydralazine. This agent, which now has been
in use for about 3 years, effects a considerable

decrease in arterial pressure in about half the

patients treated. Unfortunately, it has its dis-

advantages too; these consist, first, in the fact

that some toxic side effects frequently are asso-

ciated with the early phases of treatment. Sec-
ondly, in a small proportion of patients treated

with large doses for long periods, the drug elicits

a syndrome which, in its rheumatic and febrile

aspects, has some of the characteristics of systemic
lupus erythematosus. Because of its disadvan-
tages, hydralazine is used only in patients who
need antipressor treatment, and in these the aim
is to increase dosage stepwise to about 800 mg.
daily and to maintain this for 6-8 weeks before
one comes to a firm decision on the response to

the drug. Naturally should a response occur at

lower dosage, no larger amount should be admin-
istered. In any case, the attempt should then be
made to reduce the dosage to about 200 mg. daily

for maintenance treatment and to accompany this

by a careful supervision of the progress of the
patient.

3. Hexamethonium. This drug also has roughly
a 3-year background of American experience. It

is used primarily in those patients whose rapidly
advancing disease forbids a delay of weeks such
as might be necessary if a diet or Apresoline were
the only alternative means of treatment available.

Dosage is highly individual. Most patients be-
come more or less tolerant as time goes on, and
a few become disappointingly so. In general, treat-

ment is begun in the hospital, and hospitalization

is prolonged for such a time as may be necessary
for the patient to acquire a full knowledge of the
agent and how to handle it. It is very useful, but
it is also dangerous, since the hypotension it

elicits may be very profound. It is to be hoped
that the chemists will contrive something a little

better as time goes on.

Initially, parenteral administration is probably

safest; later, oral treatment may be tried. In

either case, training, experience and understand-

ing on the part of the patient and physician alike

are essential.

In this connection, a combination of hexame-
thonium and Apresoline has been recommended
as a more generally effective means of control-

ling severe hypertensive disease than is either

agent alone. In attempting this, it should be rec-

ognized that even if the advantages of both are

secured, the disadvantages are also cumulative,

and, besides, that many patients who respond to

one of the two drugs do not necessarily respond

to the other. Consequently, for the present at

least, such combined treatment remains to be

completely evaluated, and our own experience

indicates that it probably is not generally advis-

able.

4.

Rauwolfia. The active agents in the extracts

of Rauwolfia serpentina are alkaloids, of which
one, reserpin, has been isolated. The action is cen-

tral and, in manner, tranquilizing rather than

sedative. Some patients respond well to this agent;

many more show no distinct effect. A considerable

merit of the drug seems to be the absence of dan-

gerous side-effects, although nasal and bronchial

congestion are at times very distressing. Further

studies may serve to indicate the exact applica-

tion and limitations of this agent. In the mean-
time, it seems to be an interesting material which
acts on the central nervous system in such a man-
ner as to effect a sense of well being and ease,

and a decrease of arterial as well as psychic ten-

sion in some patients.

Lastly, the veratrum series. It is not listed be-

cause the agents of this group have very little

application. In our experience, the beneficial

effects are very often complicated sooner or later

by vomiting and collapse. It is doubtful that they

act at all in anything but threshold doses, so

that the variety of shot-gun mixtures of veratrum
drugs with other agents have probably nothing to

recommend them except their profit to the manu-
facturers.

Dissection: By dissection, I mean sympathec-
tomy. It is undoubtedly a valuable procedure.

Some few seem “cured,” perhaps a half of those

treated experience some relief for long periods,

and a majority seem postoperatively less subject

to the complications of hypertensive disease. Un-
fortunately, the criteria for selection are still ill

defined. Possibly the best that can be said is that

negative criteria are available, such as advanced
age and cerebrovascular or advanced renal dis-

ability. Thus sympathectomy seems of most value
in younger patients with severe disease, especially

when the predominant expression is myocardial.

Malignant hypertension of recent onset is widely
accepted as an indication, and another may be a

lack of intelligence or personal responsibility

in the patient, so severe as to make him a poor
candidate for the trials and tribulations of treat-
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ment with hydralazine or hexamethonium. In the

present state of knowledge, it is hard to know
when to advise operation.

SUMMARY

The aim in this presentation has been to indicate

the value of a diagnostic and descriptive approach
to hypertension and the undesirability of over-

treatment with potentially dangerous drugs. Meth-
ods and procedures currently available can use-

fully prolong the lives of many people who suffer

from severe hypertension. But the use of these

techniques requires a considerable understanding
on the part of patient and physician alike. This
understanding, unfortunately, is inherent in the

use of any highly active agent.

Experiences With

Therapy for Arterial Hypertension

At the Iowa City Veterans AdministrationHospital* *

WALTER M. KIRKENDALL, M.D.**

IOWA CITY

The experiences in the treatment of hypertensive

disease at the Iowa City VA Hospital have been
somewhat unique. In the two years that this hos-

pital has been in operation, we have seen a highly

selected group of patients. In the first place they

are all men, and in the second place they repre-

sent, in general, two broad groups. The first group
consists of men from the first World War who
have an average age of about 60 years, and the

second is a somewhat smaller group of men from
World War II who have an average age of about

35 years. These two groups represent distinct and
separate problems as far as their hypertension is

concerned. In the younger group we see some of

the earlier lesions of vascular hypertension,

whereas in the older group we see the far-ad-

vanced complications. Indeed, the group with an
average age of 60 is characterized by the presence

of severe arteriosclerosis, nephrosclerosis, and
organ failures such as congestive heart failure,

kidney failure with uremia, and cardiovascular

accidents. In general, a direct attack on the hyper-

tensive state of these individuals is often inadvis-

able and unrewarding, except when it is of recent

origin or when a malignant phase is present. We
do make an effort to find associated disease and
to categorize the hypertension as precisely as pos-

sible. In this age group occasionally one does find

persons with pheochromocytoma, and indeed the

one patient we have had in our hospital with this

disease was 62 years of age. Sometimes we see a

patient with pyelonephritis, but usually there is

little we can do about this disease in older men.
In general, we attempt to rehabilitate these per-

sons and to teach them tasks or hobbies within

* Presented at Second Institute on Cardiovasular Diseases,
V. A. Hospital, Des Moines, January 29, 1954.

* * From the Medical Service, Veterans Administration Hos-
pital, Iowa City, and the Department of Internal Medicine,
College of Medicine. State University of Iowa.

their limited capacities. We make an attempt to

allay symptoms, but usually make only a token

effort to lower the blood pressure.

This group constitutes most of the hypertensives

we see. As a matter of fact, persons with mild or

moderate hypertension and arteriosclerosis make
up at least 20-30 per cent of the older age group
of patients entering this hospital.

The younger group—the men who were in

service during World War II or more recently

—

are somewhat less numerous, but we believe that

they represent a group for whom we can do more.

In general, the story is completely different,

and we usually do not see a large number of

complications of arterial hypertension. A very

strenuous effort is made to find the cause of the

hypertension and to classify it correctly. In this

group we attempt to make a definitive diagnosis

of such things as pyelonephritis. In those who
have suggestive evidence from history or from
urography, we take repeated urine cultures from
both kidneys to establish the diagnosis. I think the

point should be emphatically stressed that a single

negative urine culture does not rule out the diag-

nosis of chronic pyelonephritis. In particular, we
also search in this group for coarctation of the

aorta, pheochromocytoma, unilateral kidney dis-

ease, and Cushing’s syndrome, for we feel that all

of these things are potentially remediable. It is

also worthwhile from the standpoint of prognosis

and treatment to rule out other causes of vascular

hypertension. In this group we spend considerable

time in doing such things as differential renal

function studies by plasma clearance methods, in

an effort to rule in or out the diagnosis of chronic

nephritis and other known causes of diastolic

hypertension.

Thus, we feel that in our particular situation,

and especially in the latter group—the young
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men—we have a unique opportunity to make
the most accurate diagnosis possible and, thus,

to institute the most rational therapy available

today.

Which hypertensive patient we should treat and
when we should treat him are questions that have
been of great concern to us. Recently three large

studies 1 - - :: have presented data which are in gener-

al agreement and which give us some idea of the

course of the untreated disease. They show that

hypertensive cardiovascular disease, considered

generally, is indeed benign. It is to be noted, how-
ever, that no single person is really described by
an average figure and that each needs careful in-

dividual attention over a considerable period of

time.

Bechgaard’s study shows that 71 per cent of

patients with hypertensive cardiovascular disease

survive at least 12-20 years after onset and that

over one-half of the total remained in good health

for that period. In other words, these patients

were able to continue at productive employment
or to lead reasonably normal lives. Only 25 per

cent of the group remained symptom-free for

this time. I should like to interject at this point

that it is often difficult to correlate symptoms and
disease, and this is particularly true as regards
hypertensives, who, as a group, are afflicted with
an unusually high incidence of iatrogenic symp-
toms. This point, then, is very difficult to inter-

pret.

These generalizations were applied to all essen-

tial hypertensives. They are supported by reliable

data, but since they leave out all consideration

of age-sex factors, they are misleading, for the
data clearly show that established essential hyper-
tension is a serious disease in young people, es-

pecially young men, not so serious in middle-aged
people of both sexes, and a mere annoyance in the

elderly. More specifically, according to Bechgaard,
a man who develops definite essential hyperten-
sion between the ages of 30 and 49 is eight times
more likely to die within a 10-year period than
is a comparable normotensive man over the same
period of time. In contrast, women who develop
the disease between 30 and 49 are only 1.4 times
more likely to die during such a period than are
comparable normotensive women. Men and women
who develop the disease between the ages of 50

and 69 have an excellent chance of living out a

normal life span, and attempts to treat the disease

vigorously, except in unusual cases, are ill-advised.

Several other clinical observations supplement
this evidence for us. First, we have found that at

any time a rapid change in signs of the disease

(i.e. from one Wagener-Keith fundus group to

another), is ominous, and is often a forerunner
of full-blown malignant hypertension. Second,
malignant hypertension is invariably fatal in 8-12

months from onset. Third, severely arterioscle-

rotic patients seldom respond well to treatment,
whatever their age.

In this era when we do not have a known,

specific treatment for hypertension, these observa-

tions help us in deciding two very important

questions—what patients with hypertension should

we treat? and how vigorously should it be done?

It is currently our policy to expend the greatest

effort to lower blood pressure in the young hyper-

tensive man, in the malignant hypertensive at any

age, and in the grade III hypertensives below the

age of 60. We also view with alarm and treat more
vigorously the hypertensive below 60 who changes

his classification under observation. Intermittent

and remittent hypertension are not treated vigor-

ously at any age, but are observed closely in the

young—the theory being that the rewards are

small, life span may not be increased by therapy,

and the meticulous regimen necessary for com-

plete control may be far worse than the disease.

Persons in the middle years (45-60) with mild,

sustained hypertension are managed in a similar

fashion for much the same reasons. The old hyper-

tensive, regardless of degree (short of malignant),

is treated chiefly for symptomatic relief and as

necessary for control of complications.

The extremely important fact that the progress

of arteriosclerosis is accelerated by high blood

pressure is not ignored in the above scheme. But
with our present spotty knowledge of both dis-

eases, it seems irrational to pay too much atten-

tion to mild blood -pressure elevations. Rather,

correction of obesity and a reassuring attitude

might be just as effective and are certainly more
appreciated by the patient.

In the 35-year-old men with vascular hyper-

tension we have a group who have a relatively

poor life expectancy. In dealing with the mildly

ill patients, we usually suggest that they re-

strict their salt, usually not their activities, and
prescribe phenobarbital in small doses. In the

future when we know more about the drug,

Rauwolfia serpentina quite possibly may serve

this purpose better. We carefully re-examine

these men at 3-6 month intervals, paying particu-

lar attention to fundal vessels, the heart and the

kidneys for progression of disease.

If the patients change classification or if they

are in a Wagener-Keith group II initially, we be-

lieve that therapy should be more rigid, and sur-

gery is considered. Despite the defects and the

many shortcomings of surgery, there seems to be
little doubt that adequate sympathectomy will

lengthen the life span of persons in Wagener-
Keith groups II, III, and IV. It is most likely that

even in the absence of lowering of blood pressure,

these people derive benefit, for, as Wilkins, Cul-

bertson and Halperin4 have shown, sharp reflex

overshoots of arterial pressure in this group can
be abolished and the load on an already damaged
vascular tree probably reduced.

Sympathectomy seems to increase the effective-

ness of antihypertensive drugs when they are

found necessary after surgery. Low sodium diets

also seem more effective when used after sympa-
thectomy. Since this hospital opened, we have
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done seven sympathectomies on young men who
had relatively severe disease and who had not

done well on simple drug programs.

It is our notion that a combination of antihyper-

tensive drugs is the most useful way of adminis-

tering these agents today. It is becoming increas-

ingly popular in medicine to attack responsive

disease in a variety of ways at the same time.

For instance, multiple drug therapy of tubercu-

losis is an established therapeutic measure. Like-

wise, drug therapy for cancer is sometimes more
effective when the disease is attacked at two or

more biochemical sites. In hypertension this seems
to be an effective development. It is believed that

the use of combinations of drugs delays the devel-

opment of resistance to one or the other agent,

enables the physician to utilize lower dosage
scales, and at times ameliorates the uncomfort-
able or undesirable side effects of both or all

drugs. Since the hypertension is usually attacked

at two unrelated sites, it is not strange that the

beneficial effects appear to be more than additive

at times.

It is our feeling that all of these combinations
work more effectively in the presence of a low-salt

diet. One may enhance the low-salt diet by the

use of resins, but we have not found this a prac-

tical method of controlling sodium chloride inges-

tion and do not use it now.

We have tried several combinations of drugs:

1. Hydralazine and Rauwolfia. The tachycardia

of hydralazine is counteracted by the bradycardia
seen with Rauwolfia as are some of the other un-

desirable effects of hydralazine.

2. Veratrum preparations and Rauwolfia.

3. Hydralazine and hexamethonium. Hexame-
thonium blocks the cardio-accelerator activities of

hydralazine and also blocks many of hydralazine’s

other undesirable effects. Distinctly lower dosages

of drugs may be utilized in a scheme with both

of these agents.

4. Rauwolfia and adrenergic blocking agents.

Rauwolfia tends to reduce the tachycardia seen

with adrenergic blockers and, at times, seems to

ameliorate some of the other undesirable side

effects of these agents.

5. Three of the above, as, for example, hydral-

azine, Veratrum, and Rauwolfia.

We have no valid, long-term statistics on the

relative efficacy of these programs in essential

hypertension, although we are collecting data to

this end. Of ten malignant hypertensives admitted

to our hospital, three left the Service against med-
ical advice and are dead. All of the remaining
seven were treated primarily with hydralazine

and hexamethonium combined with low sodium
intake. Five of these are living and in fair health

6-18 months after discharge, and two have died of

uremia. Although this is a fairly dismal record,

it compares favorably with the results of any pro-

gram available to the malignant hypertensive

before the use of these antihypertensive drugs.

In our experience with this stage of the disease,

hydralazine and hexamethonium simplify the

management and have improved the results of

therapy, although they leave much to be desired.

I should like to devote a paragraph to the direc-

tion which therapy will take in the future. When
the cause of essential hypertension has been
found, our path will be better directed. Until

then, I doubt that we can refine the sympathetic

blocking agents enough to do much better than

the relatively poor job we are doing today. I be-

lieve this to be true for the following reasons:

1. Increased vascular tone is not solely due to

increased sympathetic activity.

2. Blockade of sympathetic and parasympathetic

systems must be general and invariably causes

undesirable symptoms when relatively complete.

3. Adrenergic blockers seem usually to have an

effect on the vomiting center which pharmacol-

ogists aren’t hopeful of avoiding in future prepa-

rations.

Sympathectomy has been and is very valuable

in controlling some but not all cases of hyperten-

sion. Other surgical approaches are not promising.

Already, subtotal adrenalectomy has been extend-

ed to total adrenalectomy with sympathectomy, in

order to improve upon the 20 per cent good re-

sults obtained. 5 We see little success in the near

future for ablation of the anterior pituitary by
surgery or irradiation—an approach which, theo-

retically, might be a high-priced solution to the

problem.

Rather, I suspect that we shall find greater

success in the near future with agents against

specific pressor (humoral) substances which may
be present in the body in essential hypertension.

Some of the benefit seen from hydralazine may
have been due to this effect, for it blocks the pres-

sor material derived from centripetal stimulation of

vagus in dogs. 0 Wakerlin’s 7 success with antirenin

preparations in hypertensive dogs may be herald-

ing another type of antipressor agent that may be
found useful for man. The fact that preparations

effective against dog renin are not beneficial in

hypertensive man does not negate the possibilities

of this approach in time to come.

Although we are far from satisfied with pres-

ently available methods for therapy of arterial

hypertension, we likewise are far from pessimistic

about the promise of future developments in this

field.
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Peripheral Vascular Diseases*
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ST. LOUIS, MISSOURI

Insofar as the etiology of peripheral vascular

diseases is concerned, nothing at present is really

known excepting that the use of tobacco is related

specifically to the development and progression

of Buerger’s disease. Pathologically, peripheral

vascular diseases have been in general misnamed,
for they are, with minor exceptions, generalized

diseases of the vascular and collagenous systems.

buerger’s and raynaud’s diseases

Let us consider for a moment the general clini-

cal aspects of Buerger’s syndrome. In a small

proportion of cases, the primary complaints are

specifically related to retinal degeneration, with

blindness; in a few, to a disturbance of function

of the central nervous system—a degenerative

psychosis; in a few others, to vascular disease in-

volving the bowel; and in a few more, primarily

to myocardial infarction. One might also consider,

for a moment, the cause of death in people with

Buerger’s disease. There are, of course, first, com-
plications attendant upon gangrene of the ex-

tremities, but more patients with this affliction

die of a combination of myocardial infarction,

renal insufficiency, occlusions of vessels to the gut

and strokes, than die of gangrene of the extremi-

ties. Pathological examination of patients who
have died of Buerger’s disease commonly reveals

the alterations characteristic of thromboangiitis

obliterans involving both arteries and veins

throughout their vascular systems. Buerger’s dis-

ease should be looked upon as a generalized vas-

cular disease, with the presenting symptoms and
signs most often referred to the extremities—but
in these instances still a generalized vascular af-

fliction. Generally, it is obvious that arterio- and
arteriolar sclerosis and syphilis are generalized

vascular diseases, the former being primarily de-

generative, and the latter inflammatory. With some
stretch of the imagination, we might relegate

Raynaud's disease, livido reticularis, erythromel-
algia, acrocyanosis and faux panaris to a strictly

limited peripheral-vascular-disease category.

The specific pathological changes associated

* Presented at Second Institute of Cardiovascular diseases.
V. A. Hospital, Des Moines, January 29, 1954.
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with arteriosclerosis, Buerger’s disease, syphilis

and Raynaud’s syndrome are briefly as follows.

Let us view the gross changes produced by ar-

teriosclerosis involving the lower extremity: Fig-

ure 1 is a roentgenogram of a vascularly normal

leg taken after amputation and the arterial tree

injected with a radio-opaque medium. It can be

seen that the major arterial trunks are smooth

and full and that the secondary and tertiary

branches are easily visible. This leg was ampu-
tated because of septic arthritis of the knee joint.

In Figure 2, you will see a pathological oblitera-
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Figure 2

tion of the major arterial trunks. One may assume
that the process in this patient was a slow one,

since the injection has readily outlined a myriad
of fine collateral vessels. In this patient, it would
appear that the obliterative disease developed over
a sufficiently long period of time to allow for the

formation of good collateral circulation. On the

other hand, if the atheromatous process involves

not only the major arterial tree but also the

arteriolar divisions, there is a failure of the func-

tion of both the major vessel and its secondary
and tertiary branches, so that adequate collateral

vessels fail to develop. An example of this process

is seen in Figure 3. Here, neither major vessels

nor collateral ones are visualized. This situation

will be present in the extremity where the major
vessels alone are involved but where the process

of vascular occlusion is a rapid one. The histolog-

ical aspect of atherosclerosis may be seen in Fig-

ure 4, a microscopic section of a large vessel.

Here intimal destruction has taken place, followed

by secondary thrombosis of the artery and recan-
alization. Intimal thickening and breakdown is the

primary pathologic process occurring in athero-

sclerotic vascular disease. It is, of course, a diffuse

process. The peripheral blood flow deficiency

which may develop in extremities involved by
atherosclerosis is related to the diffuse, patchy
encroachment upon the lumena of the vessels by
virtue of the intimal disease and the occurrence
of superimposed thrombosis.

It is fairly obvious that we can hope for rela-

tively little long-term therapeutic effectiveness

until it is possible to control the basic metabolic
derangements responsible for this disease. It is

true, however, that a localized thrombosis of a

major vessel may occasionally be removed with
a remarkable although possibly only a temporary
improvement in the blood flow to the extremity.

Nevertheless, prolonged improvement following
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upon surgical procedures such as sympathectomy,
endarterectomy and local resection of involved

major vessels is to be expected only rarely. A
special clinical type of arteriosclerosis—Moncke-
berg’s medial sclerosis—does not produce de-

ficiencies in peripheral arterial flow unless the

stiff vessel breaks and produces an aneurysm or

an acute local arterial thrombosis, or has associ-

ated with it atherosclerosis as the cause of periph-

eral-flow deficiency. Figure 5 shows extensive

tubular calcification in the major arterial walls.

X-ray examinations of an extremity which show
this type of arterial calcification are not indicative

of significant deficiency in arterial flow, but, on

the contrary, may very well be indicative of an
adequate flow to the extremity.

The pathological aspects of Buerger’s disease,

or thromboangiitis obliterans, are seen grossly in

Figure 6. One sees segmental involvement of the

larger and smaller arteries. It is diffuse and
patchy. The process involves not only the arterial

tree but also the venous one, which, of course, is

not shown here. In the microscopic picture of

thromboangiitis obliterans, Figure 7, the artery is

situated on the left. There is an initial pan-arteri-

tis and periarteritis which commonly causes

thrombosis. Endothelial proliferation and peri-

arterial fibrosis become prominent. The inflamma-
tory process attacks the entire thickness of the

vessel wall and perivascular tissues, and where
nerves are in close proximity to the vascular tree,

it involves the perineural stroma. This inflamma-
tion is seen about the small nerve situated between
the artery and vein. In cases of long'-standing in-

volvement, vascular and perivascular fibrosis dom-
inate. Calcification in the arterial wall does not oc-

cur. In the microscopic section shown here, throm-
bosis has occurred in the associated vein, the result

of its involvement by the angitic process. The cellu-

larity of the organizing fibrous tissue replacing the

thrombosis in this vein is microscopically charac-

teristic of thromboangiitis obliterans. As in arterio-

sclerosis, then, it is fairly obvious that after es-

tablishment of thromboangiitis obliterans, one can

Figure 4

hope for little long-term improvement from sym-
pathectomy as long as the patient continues to

use tobacco. This conclusion is borne out by the

experience of Silbert and many others, who have
shown conclusively that if the use of tobacco is

stopped, the disease does not progress; but, if its

use is continued, even though sympathectomy is

performed, the disease progresses eventually to

gangrene.

In Raynaud’s disease, there are no pathological

findings other than an atrophy which may ad-

vance to gangrene, especially after trauma to the

terminal phalanges of the fingers. Insofar as its

association with scleraderma is concerned, little is
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Figure 6

known. Some believe that scleraderm'a, as well as

the occasional cicatricial stenosis of the esophagus
associated with long-standing Raynaud’s disease,

may be an organic manifestation of a long-standing

arterial-flow deficiency incident to vasospasm.
This is theory only, and I do not present it as

fact. There is hope that symptomatic control of

Raynaud’s disease may be effective in preventing

the peripheral atrophy and gangrene. The modern
vasodilators seem to be highly effective in con-

trol of the symptoms of this syndrome.

UNCOMMON ENTITIES

Some of the uncommon forms of clinical states

usually considered in the peripheral vascular

category are erythromelalgia, livido reticularis

acrocyanosis and faux panaris.

Primary erythromelalgia ( Weir-Mitchell’s syn-

drome) is a clinical entity about which relatively

little is known. Typically, the patient presents

with red hot, throbbing, painful toes or feet, which
are relieved by cold. There is close association

between episodes of pain and a rising cutaneous
temperature in these patients. In the absence of

evidence of occlusive vascular disease, the find-

ing of peripheral pain brought on by heat and re-

lieved with cold warrants this diagnosis. Nothing is

known either of the cause or of the pathology of

this rare condition.

Livido Reticularis is likewise a vascular disease

entity about which little of etiologic or pathologic

information is to be had. Purplish mottling of the

skin of the extremities is characteristic in women
(usually limited to the legs, and worsening dur-

ing cold, windy weather) . A minority of the cases

reported have developed areas of cutaneous ne-

crosis and ulceration in the lower extremities, but
extensive vascular occlusion is rarely if at all

associated with livido reticularis.

Acrocyanosis is the term applied to painless,

persistently cold and cyanotic condition in the

distal parts of the extremities, the cause of which

is unknown. Clinically, it must be differentiated

from Raynaud’s disease. In acrocyanosis, there is

no blanching or severe pain, but only occasional

puffiness and tenderness. Serious vascular compli-

cations do not occur, and nothing is known of its

pathology.

Faux panaris or false felon is the term applied

by Leriche to a “vasomotor"’ condition which in-

volves the pads of the distal phalanges. It is often

mistaken for a true felon and incised. When this

error is made, gangrene of the distal phalanx
commonly develops and requires amputation. The
most important differentiating feature is the tem-

perature difference between that of a true and
false felon. The fingertip involved by faux panaris

is swollen, red, very tender and throbbing, but is

cold, whereas that involved by a true felon is

hot, and may have associated with it leukocytosis,

fever and occasionally lymphangitis and lympha-
denitis. Nothing is known of the etiology or pa-

thology of this condition. Leriche reports that

sympathectomy gives permanent relief.

DIABETIC FOOT

I will now deal with a syndrome which cannot
strictly be classified as a peripheral vascular dis-

ease, namely, the ills of the diabetic foot. The
involvement of the arterial tree in patients with

diabetes mellitus is similar pathologically to the

involvement of the arterial tree in all patients

Figure 7
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with peripheral atherosclerosis. However among
the diabetics, the common occurrence of neurop-
athy with the loss of pain sensation to the skin

of the foot and lower leg makes any reduction in

peripheral blood flow far more serious than it

would be in other patients. There are two reasons
for this: (1) The diabetic, especially one whose
metabolic disease is not well controlled, is more
susceptible to infection. (2) The presence of hypes-
thesia or absence of pain and temperature-sense
makes possible the easy development of blisters,

etc., which act as sites for the easy entrance of

infection. The presence of infection then, is an
added factor in these patients, which, on occasion,
in itself may result in the development of periph-
eral gangrene. Figure 8 shows a scar upon the
sole of the foot resulting from the previous re-

moval of a gangrenous toe and drainage of the
deep plantar abscess that was responsible for the
digital gangrene. It is evident that the foot healed
well, despite the presence of gangrene. On the

patient’s right, now one year later, is seen what is

often the train of events, in that infection has de-

veloped beneath a large plantar callus, and by
extension from this, a deep plantar-space abscess
with gangrene of the third toe has resulted. This
occurred with no pain to the patient, since ad-

vanced diabetic neuropathy was present. The
mechanism of the digital gangrene here involves

thrombosis of the digital-end arteries by the
plantar abscess. Since superimposed infection in

such cases is an important factor in the pro-

duction of gangrene, this type of patient is often

a candidate for a conservative or limited ampu-
tation. Figure 9 shows the postoperative result

of a transmetatarsal amputation of a diabetic

foot, carried out for gangrene of two toes second-
ary to a deep plantar-space infection. Lumbar
sympathectomy has been recommended in pa-

tients who are to be considered for conserv-

Figure 9

ative amputation, on the supposition that it will

improve the peripheral blood flow to the extrem-

ity above the area of gangrene. In Figure 10 is

shown a patient with diabetes mellitus and neu-

ropathy who has been subjected to the starch

—

I2 sweet test. This shows sweating present only in

the areas of discoloration—in this case limited to

the trunk. It is difficult to see how surgical sym-
pathectomy by excision of nerve trunks which no
longer conduct sympathetic motor impulses could

improve upon the spontaneous sympathectomy
induced by the disease.

Mai perforans in a diabetic patient develops in

a poorly cared for diabetic foot in association with

accompanying neuropathy (Figure 11). It is a

chronic, painless ulcer which develops upon the

plantar surface at the points constantly exposed
to pressure—that is, over the heads of the meta-
tarsals, most commonly the first and fifth. Ini-

tially, a callus becomes infected and centrally

necrotic. As necrosis slowly progresses, a deep
ulcer forms, with precipitous and undermining
edges. Healing will occur with cessation of weight
bearing. On return to activity, however, ulcera-

tion frequently returns. If neglected, infection

eventually gains entrance to the underlying joint

and also into the deep plantar space when the

ulcers overlie the heads of the middle three meta-
tarsals. Because of potential involvement of the

deep plantar space, mal perforans of the middle
portion of the metatarso-phalangeal region is of

more serious import.

Certain clinical associations between these vari-

ous types of peripheral vascular disease are of

importance in diagnosis. Let us consider the dif-

ferentiation of Buerger’s disease from arterio-

sclerosis. In the first place, Buerger’s disease is

a generalized vascular disease afflicting veins as

well as arteries. Its first manifestation in young
people is very often a segmental, wandering pe-

ripheral venous thrombosis and is especially

likely to occur after unusual exertion and ex-

posure to cold such as swimming in north Iowa
lakes. In the second place, few individuals who
have advanced Buerger’s disease are psycho-
logically normal. They tend to be pathological liars.Figure 8
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Figure 10

are generally completely uncooperative after they

have come to know the doctor, and they are quar-

relsome and occasionally abusive. In the third

place, the first sign of intermittent claudication

in these patients is often arch pain, and the indi-

vidual seeks relief from the chiropodist or shoe
fitter. Very often he is found wearing arch sup-
ports, even though a simple water-step test shows
the arch to be normal. Clinical findings such as

these tend to differentiate Buerger’s disease from
arteriosclerosis. Arteriosclerotic processes occur
much more commonly in the older age group and
in the diabetic. Although the clinical differentia-

tion in these two forms of peripheral vascular

disease may at times be difficult and even require
a histologic differentiation, in most cases the di-

agnosis can be made clinically. In both groups,
there are general manifestations of peripheral-

flow deficiency. These manifestations are: (1)

Delay in return of color to the skin or nail bed
after the application of firm pressure. (2) Atrophy
of the skin, with loss of hair and loss of nail

growth. (3) Pigmentation induration and ulcera-

tion. These first three manifestations are prima-
rily Deferrable to the skin and immediately under-
lying subcutaneous tissue. The manifestations

which indicate impaired peripheral blood flow

to the muscle are: (1) Atrophy of the muscle.

(2) Pain on exercise. (3) Muscular weakness.
The presence or absence of pulses per se often

has little direct relation to the adequacy or in-

adequacy of the peripheral blood flow. How much
pulse would you expect in a patient with the type

of vascular tree shown in Figure 3? Although the

pulses were absent in this foot, the foot itself was
alive and without remarkable peripheral-flow de-

ficiency. Amputation was performed because of

septicemia arising in a crushed toe in the days

before antibiotics. We have also recently seen
a patient who had two living legs with proven
acute thrombosis of the distal aorta. Obviously,

he had no pulses, but did have adequate collateral

circulation to prevent gangrene and to allow him
to continue his occupation as a bartender. A
complete history and physical examination, em-
ploying one’s hands and eyes, can go far in exact

diagnosis without the use of elaborate machinery
such as thermocouples, oscillometers, etc.

POST-PHLEBITIC SYNDROME

As the final topic for discussion, let us consider

briefly the most common serious condition re-

sulting from venous disease in the lower extrem-
ity, namely, what is called the post-phlebitic

syndrome.

This syndrome in its fully developed state is

characterized pathologically by (1) chronic
brawny edema, (2) pigmentation and atrophy of

the skin, (3) marked subcutaneous fibrosis, even
occasionally to calcification, (4) ulceration and

(5) secondary varicosities, all involving primarily

the distal portion of the leg.

Etiologically, this condition is related to throm-
bosis of the deep venous channels of the leg.

Nothing more specific can be said of its etiology,

since proof is lacking. However, the etiologic se-

quence held most likely at present is as follows:

(1) Deep venous thrombosis occurs followed by
recanalization. Perivascular inflammation associ-

ated with the thrombosis produces fibrosis, and
thus there is partial obstruction of the major
lymphatic channels draining the extremity. This

process results in chronic, recurrent peripheral

edema which in turn causes subcutaneous fibrosis.

Chronic recurrent streptococcic lymphangitis is

probably also a factor in some cases in the pro-

duction of impaired lymph drainage and subcuta-

neous fibrosis. It is the increasing fibrosis which

Figure 11
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is felt to be directly responsible for gradual re-

duction in the cutaneous blood flow. It is this re-

duction in flow that results in the pigmentation,

atrophy and ulceration.

In treatment, the importance of chronic edema
and fibrosis in the production of the incapacitating

ulcerations of the post-phlebitic leg has led us to

stress (1) wide and total excision of the atropic

skin and underlying fibrous tissue down to normal
structures, followed by immediate split-thickness

graft, and (2) constant postoperative elastic
support in an attempt to control any tendency
toward edema.

The surgical handling of the truly chronic ulcer

demands only that the ulcer and the underlying

and surrounding fibrous tissue be excised and

the defect immediately grafted; and, secondly,

and most important, the patient must be kept in bed

14-20 days after grafting before any dependency

of the extremity is allowed. Thirdly, walking,

standing or sitting is permitted only with elastic

support to the leg for at least one year, and

finally, interference with veins other than large

superficial varices is not necessary and may be

distinctly harmful.

The Postphlebitic Syndrome*
JOHN ARMES GIUS, M.D.**

IOWA CITY

Thrombophlebitis and its early and late sequelae

have received much attention in recent years,

and great progress has been made in the preven-
tion, early recognition and treatment of the acute

stage of this disease. Although the exact patho-

genesis of spontaneous venous thrombosis is un-

known, it is now well established that the process

usually begins in the small veins of the calf mus-
cles and extends into the large deep channels of

the leg. Here the stage is set for embolism and
the permanently swollen leg.

During the acute phase of thrombosis, there is

venous hypertension and stasis, with serious alter-

ations reflected locally in all fluid compartments.
Filtration from the capillary loop is increased,

absorption is decreased, excess tissue fluid accu-

mulates and the lymphatic channels are over-

loaded. Vascular spasm and anoxia are superim-
posed. The net result of this profound disturbance
in fluid circulation is edema.

Because, immediately following venous occlu-

sion, the adaptive capacity of the system attempts
to compensate for the disturbance in function,

collateral and communicating channels shunt
blood around the point of blockage. These chan-
nels are usually superficial, thin-walled, easily

distensible and capable of reversal of flow. Valves,
if present, are thus rendered functionless. Later,

the vessels may become varicosed.

The adequacy of compensation, as it develops
over a period of months or years, will determine
the ultimate anatomic and functional recovery of

the extremity. It is apparent that the more exten-
sive the venous occlusion and the greater the
degree of physiologic activity demanded of the

* Presented at Second Institute on Cardiovasular Diseases,
V. A. Hospital, Des Moines, January 29, 1954.

** From the Department of Surgery, State University of
Iowa School of Medicine.

collaterals, the more likely this mechanism is to

fail.

For this reason it is necessary that special atten-

tion be given to preventing failure, or securing

and maintaining fluid compensation during the

acute and subacute phases of the adaptive reac-

tion. The measures which facilitate this are; elim-

ination of the hydrostatic factor by elevation;

aiding absorption of tissue fluid by compression;

relieving vascular spasm and anoxia by sympa-
thetic blockade; prevention of progressive throm-
bosis by administration of anticoagulant drugs.

Only by such means can the late sequelae be min-
imized.

If chronic venous insufficiency persists, pro-

gressive deterioration and serious disability may
be anticipated. This condition—which has been
variously called the postphlebitic syndrome, the

postthrombotic syndrome, the lower-leg syn-

drome and the second stage of thrombosis—is

characterized by edema, induration, ulceration,

varicosities, pigmentation, bursting pain and re-

current infections. Recent investigations have
suggested that the essential pathophysiologic fea-

ture consists of recanalized deep veins, devoid of

all functional valve mechanisms. Under these con-

ditions there cannot be effective central move-
ment of blood by muscular action, and the so-

called “peripheral heart” fails. Thus, in the up-
right position the venous circulation of the ex-

tremity is constantly overloaded, and progressive

tissue changes develop.

Venographic and venous pressure studies, as

well as clinical observations, support this concept.

When contrast media are injected into the com-
mon femoral vein in the upright position, the

fluid normally will pass but a short distance dis-

tally before it is held by valves. When similarly

injected into the femoral vein of a patient with
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the postphlebitic syndrome, it may flow to the

knee or below before stopping. Bauer has de-

scribed a condition he terms idiopathic dilatation,

in which reflux also occurs.

The venous pressure at the foot in the standing

position is equal to or slightly higher than the

calculated hydrostatic pressure in both the nor-

mal and postphlebitic leg. When a normal indi-

vidual walks, an abrupt fall in venous pressure

occurs in his leg, but little change is noted in

the leg of a postphlebitic patient.

It is a common clinical observation that healing

of the postphlebitic ulcer follows elevation and
elimination of the hydrostatic factor, whereas re-

currence of the ulcer is expected when the up-

right position is resumed. It is probably signifi-

cant that postphlebitic sequelae are minimal after

superficial femoral vein ligation for thrombo-
phlebitis. In a review of 100 cases, Szilagyi and
Alsop noted only two with serious trouble. Their

venographic studies demonstrated that ligation

precipitates clotting distal to the ligature, and
recanalization of this segment does not occur.

This suggests that in the absence of recanaliza-

tion of the femoral vein, venous stasis is not

severe.

Equally important evidence regarding the ad-

verse effects of recanalization relates to the favor-

able results achieved by interruption of the deep
veins of the leg in the postphlebitic state. Buxton
and others 1 applied femoral vein ligation to the

postphlebitic syndrome. Later Linton and co-

workers2 ' 3 reported on superficial femoral liga-

tion and stripping of the varicosed saphenous
veins. Bauer4 became convinced that popliteal-

vein ligation gave better protection against back
pressure. He claimed that adequate collateral

channels are always present about the knee.

We have been interested in extending our

knowledge of the pathogenesis of this disease and
establishing, if possible, a rational basis for ther-

apy. Our studies, though incomplete and as yet

inconclusive, have indicated that there is great

variation in the degree of impairment to blood

flow. Many of the answers that we have sought

have not become apparent; instead, other prob-

lems have been posed along the way. We believe

our most significant finding has been that all at-

tempts must be made to minimize the degree of

venous decompensation in its earliest stages in

order to prevent progressive disability in the

later stages.

Venous pressure and x-ray studies have been
especially revealing in the postphlebitic syn-

drome. Some of our patients who have unilateral

involvement have provided us an excellent op-

portunity for controlled observations on the ve-

nous pressure and the demonstration of venous
channels by x-ray means in both the normal and
involved leg. Failure of venous pressure in the

postphlebitic leg to fall during walking, we be-

lieve, is an indication of failure of the “periph-

eral venous pump.” When pressure studies are

repeated following ligation of the deep venous
system, marked decrease in venous pressure dur-

ing walking has correlated with clinical improve-
ment in some patients. As yet, however, there are

insufficient data on this problem for us to say
that such a correlation can be predicted pre-

operatively.

The site, or sites, and extent of venous obstruc-

tion and valvular incompetency can be best stud-

ied by radiographic means. A radio-opaque me-
dium (Diodrast, 35 per cent) is injected into the

superficial veins of the foot or ankle through the

same polyethylene catheter which is used to de-

termine the venous pressure. The degree of ve-

nous obstruction may be assessed by means of

repeated x-ray exposures of the lower leg, the

knee region and the thigh in various positions

from the horizontal to 45° dependency. Applica-

tion of pressure bandages to the leg at the time

of x-ray study will tend to force the medium into

the deep veins of the leg. If these are occluded,

visualization of only the superficial veins will be
accomplished. In some patients we have observed
the veins of the calf muscle to be occluded; in

others, occlusion exists in the popliteal and the

deep veins of the thigh, with patency of the veins

below this area. It has become apparent that the

degree and extent of occlusion influences the

extent of venous decompensation and that any
routine form of treatment, such as ligation of

the superficial femoral or popliteal vein, could

not be expected favorably to influence all patients

with postphlebitic changes. In those instances in

which collateral superficial veins appear to be
few and small, there is reason to be hesitant

about ligating the main channels. When the super-

ficial veins are large and multiple, danger is

sometimes associated with interrupting or remov-
ing these obviously abnormal but perhaps impor-
tant routes of blood-return from the leg.

Though a combination of erect venous pressure

determinations and radiographic visualization of

veins of the leg provide information of therapeu-

tic and prognostic significance, they are some-
what difficult to perform and interpret. At the

present time we regard these measures as investi-

gative techniques, rather than routine clinical

procedures. Although we have not observed com-
plications from the injection of Diodrast, it is

conceivable that when serious venous insuffi-

ciency exists, there is danger of thrombosis and
further damage.
We have performed ligation of the superficial

femoral vein in a number of patients who have
been studied by the means described above, but
there is no certainty that they have been sub-

stantially improved, and the followup is as yet

too short to predict the ultimate result. In a few
instances we have carried out ligation of the

superficial femoral vein together with interruption

or stripping of the varicosities of the saphenous
system. Immediate improvement has been noted in

about 50 per cent of these patients, but we have
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not noted, nor have we expected, a complete re-

versal or cure of the postphlebitic condition in

any of them.

Usually the patients with this syndrome who
come to us have long-standing and advanced dis-

ease of the leg. The condition is often bilateral

and associated with chronic edema, dermatitis,

pigmentation, ulceration, infection, varicose veins

and debility of varying degree. Those measures
which have been advocated for the treatment of

the swollen, ulcerated leg such as bedrest, eleva-

tion, local measures and antibiotic therapy may
result in rapid regression of edema and healing

of the ulcer. In some, however, healing may be
delayed or incomplete, and in such cases we have
preferred to perform radical excision of the in-

volved tissue followed immediately by the appli-

cation of a split-thickness graft. This procedure
usually takes care of the local problem, but the

physiologic disturbance that persists, namely, the

unrelieved venous hypertension in the upright

position, often leads to recurrent breakdown. Ex-
ternal compressive measures, such as an elastic-

bandage or elastic-stocking worn constantly when
the patient is in the upright position, frequent
elevation of the legs, exercise of the feet and legs

when in the standing position and special atten-

tion to the care of the skin, must be emphasized
as important adjuncts to treatment during his

entire lifetime. In selected cases, ligation of the

deep veins of the leg may be indicated. We should
like to emphasize the necessity for individualiza-

tion of each problem, for it is our conviction that

there is no single or routine over-all method of

treatment applicable to all cases. Certainly the

last word has not been written on the problem of

the postphlebitic leg.

SUMMARY AND CONCLUSIONS

1. Thrombophlebitis is followed by the post-

phlebitic syndrome when there is failure of the
venous circulation adequately to compensate for

deep venous obstruction.

2. The failure of the fluid circulation of the

leg involves all compartments.

3. During the acute stage of thrombophlebitis,

special effort should be directed toward minimiz-
ing fluid decompensation, preventing extension
of the thrombotic process and assisting adaptation
of the collateral channels.

4. When thrombosis is acute, venous hyperten-
sion and stasis, vascular spasm and anoxia favor
progressive clotting. The more extensive the acute
process, the more serious are the late sequelae.

5. There is reason to believe that both anti-

coagulant therapy and superficial femoral vein
ligation aid the vascular adjustment and result in

fewer late swollen legs than might otherwise be
anticipated.

6. Surgical measures have no place in the treat-

ment of the subacute stage of thrombosis. In-

jection, ligation or removal of superficial vari-

cosities seriously impairs the adaptation of the

venous system.

7. The postphlebitic state is characterized by

edema, induration, dermatitis, pigmentation, vari-

cosities and ulceration. It is initiated and per-

petuated by venous stasis.

8. The valves of thrombosed veins are per-

manently destroyed. When the large channels are

recanalized, no effective mechanism exists for

central movement of blood in the upright posi-

tion. The “peripheral heart” fails, and venous
stasis results.

9. Measures which minimize stasis consist of

elevation, compression, graded exercises and in-

terruption of recanalized deep and varicosed

superficial veins. Healing of the ulcer may re-

quire wide surgical excision and skin grafting.

10. Evaluation of the basic pathophysiologic prob-

lem by means of venography and venous pressure

determinations is recommended before applica-

tion of operative measures to the postphlebitic

extremity.
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RESIDENCY PROGRAMS CAN HARM
MEDICINE

The extension of physicians’ training through the

establishment of residencies can work contrary to the

public interest in two important ways. First, it will

encourage specialists to locate in cities, where they

can most quickly recover the money expended during
their training, in which case the rural areas and small

towns will be left more and more to the cults. Second,

it will discourage many capable students from under-

taking the study of medicine.

Dr. F. T. H’Doubler points out in the September
issue of Missouri medicine* that training requirements
including four years of college, four years of medical

school, and from two to five years of hospital training,

not only for specialty-board candidates but for pros-

pective general practitioners, are likely to put the

profession of medicine beyond the means of too many
young men and women.

“Until this last year,” he says, “a preponderance of

our best ranking college students preferred medical

careers. This is no longer true. The number of them
preferring today to study medicine has hit a decline,

the preference now being for engineering.”

* p. 711.
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Arterial Homografts*

RODMAN E. TABER, M.D.**

IOWA CITY

During the ten years between 1940 and 1950,

there has been a 36 per cent increase in the num-
ber of people over the age of 65 years. Accom-
panying this shift, there has been a nearly pro-

portional increase in the so-called degenerative

ailments, particularly arteriosclerotic cardiovas-

cular disease. Occlusive vascular disease, such as

the Leriche syndrome in which the lower abdom-
inal aorta becomes obstructed, is noted more fre-

quently as physicians become conscious of its

existence and of its clinical picture. Also to be

considered is the arteriosclerotic aneurysm of the

lower abdominal aorta, which has a predilection

for the region of aortic bifurcation and frequently

extends proximally to the renal arterial origins

and distallv into the iliac vessels. Present-day

refinements in angiography and, especially, aor-

tography allow delineation of the lesion. Many
patients with these types of arteriosclerotic proc-

esses will benefit from the transplantation of

aortic homografts. These may be used to restore

continuity when the aorta has become obstructed,

and to replace a site of potential rupture when
aneurysmal dilatation has occurred. The serious

threat to life posed by an arteriosclerotic aneu-

rysm is evident from statistical analyses show-
ing that 33 per cent of patients with this disease

die of it within one year of its recognition. Gan-
grene-threatened extremities may be saved from

* Presented at Second Institute on Cardiovasular Diseases,
V. A. Hospital, Des Moines, January 29, 1954.

** Department of Surgery, College of Medicine, State Uni-
versity of Iowa.

Fig. 1. Arteriosclerotic abdominal anurysm in a 65-year-

old male. The proximal aorta and two common iliac arteries

are surrounded by slings in preparation for resection.

amputation and lives may be prolonged where
threatened by rupture of an aneurysm. The en-

thusiasm of surgeons interested in arterial trans-

plantation is proportional to their dissatisfac-

tion with the older technics such as electro-

thermic coagulation, ligation, aneurysmorrhaphy
and cellophane wrapping.

Other uses for arterial homografts may be men-
tioned. These include replacement of damaged
major vessels in cases of trauma and in the per-

formance of radical cancer surgery, where the re-

sectability of a lesion necessitates excision of a

portion of a vital arterial pathway.
The advantages of stockpiling arterial tissue for

military or civilian defense requirements are ob-

vious.

Arterial-homograft storage is not a new idea,

for it was employed successfully by a pioneering

surgeon, Carrel, and a physiologist, Guthrie, at

the turn of the century. Vaseline, mineral oil and
formalin were used by these investigators. Guth-
rie, amazingly enough, succeeded in transplanting

the head and limb from one dog to another, with

survival for several hours. One of his early arte-

rial homografts functioned for eleven years, the

dog finally succumbing to senility.

Afterward, interest in tissue transplantation

waned until 1946, when Dr. Charles Hufnagel,

then working in Boston, began to work with cold-

temperature preservation. Storage of vascular

segments in a nutrient medium of homologous
serum at 4° C., just above freezing, was and still

is successfully practiced. With this method, how-

Fig. 2. A freeze-dried aortic homograph has been trans-
planted to fill the defect. The left common iliac artery has
been anastomosed to the side of the graft.
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Fig. 3. Freeze-dried aortic homografts stored at room
temperature in vacuo.

ever, storage periods have been limited, and the

waste involved in discarding unused tissue stimu

lated a search for new technics. Freezing and

storage at near 0° C. met with difficulty because

of the intra- and extra-cellular growth of ice

crystals. Disruption of cellular and histologic

architecture resulted. Storage at dry-ice tempera-

tures, namely, —78° centigrade, is a partial solu-

tion to this problem, but it necessitates time-con-

suming and expensive dry-ice problems.

FREEZE-DRYING

Great interest was attracted in 1950 to experi-

ments in the technic of freeze-drying vascular

homografts. Experimental usage has well demon-
strated it to be the preferred method of those

tried to date. Freeze-drying is similar to the pro-

cedure known as lyophylization. The application

of this process to plasma and the antibiotics is

familiar. The technic was originally employed by
the German zoologist Altman, in 1896, for the

purpose of preserving tissue for microscopic ex-

amination. It involves evaporation of nearly all

the fluid while the tissue remains frozen. The
dehydrating process is carried out in a vacuum,
with the temperature low enough to prevent

autolysis or significant ice formation within the

tissue. The grafts are then sealed in glass ampules
under vacuum. Storage for long periods of time

and transportation at ambient temperatures are

then possible, and when they are about to be
used, the dried grafts can be rehydrated in an

electrolyte solution and made to assume normal
physical properties. It is with this technic that

we are processing tissue in the Tissue Bank of

the Department of Surgery of the State Univer-

sity of Iowa College of Medicine.

The freeze-dried arterial homograft has been
given a thorough experimental trial. From the

standpoint of transplant success, it has had a lower

incidence of thrombosis and graft dehiscence

than the fresh arterial homograft. Observation
periods now extend to 3% years, with no evidence

to date of delayed-graft failure due to degener-

ative changes. A few human fresh arterial homo-
grafts have been in place five years, and a small

number of human freeze-dried arterial homo-
grafts are now in the second year.

The grafts are not viable tissue. A considerable

amount of time and effort has been expended in

attempts to determine the necessity of graft via-

bility at the time of transplantation. The evidence

is convincing that it need not be viable. In all

probability the transplant acts as a physiologic

prosthesis and is slowly replaced by ingrowth of

host fibrous tissue. New endothelium creeps

across the internal surface of the transplant. This

process, it would seem, closely resembles the one
which takes place following a bone homograft.

Since it appears that a practical method for

processing and storing vascular transplants is

now available, the obtaining of adequate amounts
of satisfactory human donor tissue presents the

next challenge. Present requirements may be

enumerated as follows. The donor should have
been under the age of 50 and should not have
died of generalized inflammatory or neoplastic

disease. A process of elimination, apparently, will

leave accident victims as the principal donors.

New methods of tissue sterilization will soon
allow use of vessels from patients who died of

infections. The body should be promptly refrig-

erated after death, if the securing of permission

may take considerable time. At present, donor
tissue at the New York Vessel Bank has been
successfully used from bodies refrigerated 12 to

18 hours. Little opposition has been encountered
from relatives of a prospective donor when they
have been made to understand that such tissue

may support or sustain life in others.

SUMMARY

A relatively new and undeveloped tool, arterial

homografting, is now available to the surgeon.

It will allow him to substitute new and construc-

tive for old and destructive procedures in the

treatment of major-vessel arteriosclerotic prob-

lems.

Fig. 4. The freeze-drying apparatus as developed in the
S.U.I. College of Medicine Tissue Bank.
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March 2, 1954

CLINICAL HISTORY

Mr. B. H., a white male, age 64, was admitted

November 2, 1953, at 4:00 p.m. Two days prior to

admission, this patient developed acute general-

ized abdominal pain. Within twelve hours, the

abdominal pain was associated with nausea and
vomiting. There was no diarrhea. The family

physician made the following observations: the

patient appeared acutely ill with profuse sweating

and a temperature of 103°. Generalized abdominal
tenderness was present, with generalized muscle
guarding of the abdomen. Urinalysis was essen-

tially negative. The patient was given 400,000

units of penicillin and % Gm. of dihydrostrepto-

mycin intramuscularly and was advised to return

home for the night, but to notify his physician of

any change in his symptoms. The next morning,
abdominal pain was localized to the right lower
quadrant and abdominal tenderness was limited

to the right lower quadrant. Rebound tenderness

was also present, and his temperature was 101°.

Penicillin and dihydrostreptomycin were again

administered. A diagnosis of appendicitis was con-

sidered, but the patient’s age suggested otherwise.

Conservative management was decided upon, and
the patient was again advised to return home
with instructions to notify the doctor of any
change in his symptoms. Twelve hours later, his

symptoms remaining unchanged, he was sent to

the hospital with a tentative diagnosis of “acute

appendicitis.”

Review of Systems: E.E.N.T.: Essentially neg-

ative. Gastrointestinal: No previous episodes of

abdominal pain. Cardiorespiratory: Essentially

negative. Genitourinary: Nocturia once or twice

nightly. Neuromuscular: Essentially negative.

Past Medical History: Usual childhood diseases.

No operations.

Social History: The patient is a school-bus

driver.

Physical Examination: On admission his blood

pressure was 130/80; temperature, 98°; pulse, 80;

respirations, 20. There was localized tenderness in

the right lower quadrant. The remainder of the

abdomen was soft and nontender. No masses
were palpable, and the liver, spleen and kidneys

were not palpable. The remainder of the physical

examination was essentially negative.

Laboratory Studies on Admission: Hemoglobin,
11.2 Gm. or 72 per cent; red blood cells, 3,560,000;

white blood cells, 15,100 with a differential of 75

per cent neutrophils, 23 per cent lymphocytes,

1 per cent eosinophils and 1 per cent monocytes.

Bleeding time, two minutes; coagulation time,

four minutes. VDRL and Kline Flocculation tests,

negative. Urinalysis: reaction, acid; color, straw;

specific gravity, 1.018; albumin, trace; sugar, neg-

ative.

Clinical Course: On admission, the patient was
placed on a soft diet and given 1.5 gr. nembutal.
On the morning of November 3, he still com-
plained of pain in the lower right quadrant and
localized tenderness was still present. At 10:30

a.m., preoperative medication of morphine sul-

phate Vi gr. and atropine 1/150 gr. was given,

and an appendectomy was performed under a

spinal anesthesia.

The operative note states, “The peritoneal cav-

ity was opened through a right rectus incision.

The cecum and appendix were delivered through

the wound. The mesoappendix was clamped, li-

gated and cut. Because of the very long appendix
and very long mesoappendix, multiple ligatures

were used. All bleeding points were controlled.

The appendix was then removed, by clamping and
ligating. The stump was phenolized, alcoholized

and inverted with purse string suture. The distal

three feet of the ileum were examined for a

Meckel’s diverticulum and none was found. The
gallbladder was distended, but there were no

stones palpable. The large bowel was palpated,

and diverticuli with concretions could be found

in the sigmoid and the descending colon. The
wound was closed with a double suture of 0 plain

catgut on the peritoneum and on the rectus mus-
cle. The aponeurosis of the rectus muscle was
closed with 0 chromic catgut as interrupted ver-

tical mattress sutures of dermal. The postoper-

ative condition was excellent.”

Postoperatively, the patient was given peni-

cillin, 400,000 units, and Vz Gm. dihydrostrepto-

mycin every eight hours. Dilaudid gr. 1/32 was
given for pain. On his first postoperative day,

his temperature was 101° and pulse 80. On the

third postoperative day, he was given a soapsuds

enema, and a large amount of soft, brown stool

was obtained. On his fourth postoperative day,

he complained of severe pain in the operative

site. Penicillin and dihydrostreptomycin were
continued. On the fourth postoperative day, be-

cause of nausea and inability to take fluids by
mouth, balanced electrolyte solution was begun
intravenously. On his sixth postoperative day,

bloody discharge was issuing from the unhealed

abdominal incision. The temperature was now
102.8°, and the pulse 100. The following day, the

patient vomited approximately 150 cc. of dark
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brown fluid. At this time, moderate distention of

the abdomen was present. A blood count done at

this time revealed total white blood cells, 15,050

with a differential of 95 per cent neutrophils, 4

per cent lymphocytes and 1 per cent monocytes.

There was a left shift to the neutrophils. Bal-

anced electrolyte solution intravenously was con-

tinued.

On the seventh postoperative day, his tempera-

ture was 104°. A consultant made the following

note: "Temperature, 104° R., pale, sweating, ashen

color, slightly icteric with icteric sclerae, list-

less but cooperative. Apical pulse very faint and
rapid (160 per minute). Blood pressure unob-

tainable. Peripheral pulse questionably palpable.

Abdomen is soft; no liver and spleen are palpable.

Wound draining thick brown hemorrhagic fluid.

Impression: Septicemia with adrenal failure. Rec-

ommendations: Adrenal cortex, intravenous blood

transfusions, general shock therapy.” Vomiting of

cloudy, brownish-black fluid began, and a Levine

tube was inserted. Urinalysis performed at this

time revealed: reaction, acid; specific gravity,

1.018; albumin, 2 plus; sugar, negative; bile, pos-

itive and occasional finely granular casts. The
temperature remained around 104° and the pulse

between 100 and 120. Respirations were 32 per

minute. Urine output was negligible. On the

morning of November 11, the pulse became very

weak and irregular, and the patient expired at

12:20 p.m.

DISCUSSION

Dr. F. C. Coleman: The discussion of the case

tonight is by Dr. D. F. Crowley, Jr.

Dr. Crowley: This is the case of a 64-year-old

man who was seen with generalized abdominal
pain, generalized abdominal tenderness, general-

ized abdominal rigidity, and a relatively high

fever of 103 degrees within a relatively short

time (12 hours). There was no diarrhea, some
nausea and vomiting and a negative urinalysis.

Over the next 24 to 48 hours the man’s pain, ten-

derness, and abdominal rigidity shifted to the

right lower quadrant and he then had rebound
tenderness in the right lower quadrant. He re-

mained ill. He was placed in the hospital after

about two days of conservative treatment at home,
and after 12 to 16 hours in the hospital he was
operated upon, the tentative diagnosis being acute

appendicitis. His urinalysis in the hospital was
negative, except that we have no report of a mi-

croscopic urine examination, but I am assuming
that it was negative. That is the summary of this

man’s course until the time he entered the oper-

ating room.

I would like to review rather roughly, and pos-

sibly incompletely, the differential diagnoses of

the acute abdomen occurring in man and briefly

to point out just one or two factors about each
of them that might or might not be applicable

to the case under discussion.

The first differential diagnoses I have classified

as a miscellaneous group, which we can mention

but briefly. The three principal retroperitoneal

lesions are: acute kidney colic, acute pyelone-

phritis, and an expanding abdominal aortic aneu-

rysm. Kidney colic has typically a “kidney type”

of pain starting in the costovertebral angle and

radiating into the groin or inguinal area, and is

associated with chills and fever. There are urinary

findings. None of these factors, by and large,

apply to our case. The same is true for pyelo-

nephritis. Acute pyelonephritis is associated with

kidney pain, chills and fever, and urinary find-

ings are present. The aortic aneurysm would be

associated, I believe, with acute abdominal pain

and probably an expansive and palpable mass.

Then I should mention the chest and heart

lesions which must be considered in the diagno-

sis of an acute abdomen. There are three or four

of these: pneumonia, pleurisy, possibly spontane-

ous pneumothorax, and certainly coronary occlu-

sion. The important thing about these chest or

heart conditions as they relate to our case is

that although they might cause confusion at the

very onset, by the end of two days the chest or

heart lesion would direct attention to the chest

or heart rather than to the abdomen.
Then there is the tabetic crisis, of which I have

seen few cases; but I do not think there is any
possibility of tabetic crisis here, for such cases

give a history of past episodes of pain, and neuro-

logical changes suggesting tabes dorsalis.

Now we come to a rather broad group of ab-

dominal disorders which I shall call inflammatory
lesions. Actually some of them cannot be termed
inflammations in the strict sense of the word,
but we usually think of them as inflammatory
lesions. The first of these is acute gastroenteritis.

Could this be acute gastroenteritis? Gastroenter-

itis is typically characterized by nausea, persist-

ent vomiting and persistent diarrhea. An acute

gallbladder attack? Acute cholecystitis, with or

without colic, is characterized by right upper
quadrant pain radiating to the back. At the onset

there might be generalized abdominal pain, de-

pending upon the severity of the gallbladder at-

tack. Certainly in the beginning there might be
general abdominal pain, tenderness and rigidity,

but after two or three days the gallbladder attack

usually localizes itself to the gallbladder area,

with tenderness, pain, and rigidity localized in

the right upper quadrant, rather than in the right

lower quadrant. There may be exceptions, but I

am speaking more or less in generalities.

Acute pancreatitis has been said to be the most
agonizing catastrophe that can happen in the

abdomen, and is accompanied by the most pro-

found shock. There are degrees of shock of course,

and there are degrees of agony associated with
acute pancreatitis. Of one thing I am sure, if a

man has an acute pancreatitis, he will not allow
his doctor to see him two to three times without
receiving a hypodermic, for the pain will cer-

tainly be severe. Another thing in an acute pan-
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creatitis is a typical localization of tenderness
in the epigastrium—the so-called epigastric peri-

tonitis. So I would rule out acute pancreatitis.

Regional enteritis may cause confusion in the

diagnosis of an acute abdomen. There are acute
and chronic forms of this disease. The acute form
may be confusing, but the chronic type is typi-

fied by a history of recurrent bouts of pain, which
we know that this man has never had. I would
say, too, that regional enteritis in acute form in

a man age 64 would be very unusual, though
frankly, I should not rule it out on any other

criteria.

Acute appendicitis—we shall come back to that

later.

Diverticulitis—there is acute diverticulitis, and
there is chronic diverticulitis. Diverticulosis, the

presence of diverticula without inflammation, is

relatively common in older people. Numerous re-

ports have shown that 5 or 10 per cent of older

people have diverticulosis, as demonstrated by
barium enema. Diverticulitis, as well as diverticu-

losis, is most common, however, in the descending
and sigmoid colon, with symptoms in the left side

of the abdomen. There are cases, however, of

diverticulosis and an acute diverticulitis in the

right colon. This patient could very well be a case

of acute diverticulitis of the right colon, although
such a lesion is quite uncommon.
The next group of cases that I would include

as diagnostic problems in the acute surgical ab-

domen are those of perforated viscus. What per-

forated viscus might this patient have? It might
be a gastric ulcer that has perforated, a carci-

noma of the stomach that has perforated, or a

perforated duodenal ulcer. Does any of these fit

the picture of our patient? No. The clinical pic-

ture of a perforated ulcer of the stomach or

duodenum is usually typical, and we usually have
no great difficulty in establishing the diagnosis.

The abdominal rigidity and intense pain are ex-

tremely characteristic. Here once again, I doubt
that a man with perforated peptic ulcer would
allow his doctor to see him two or three times

without receiving a hypodermic. Also, at the

onset, none of the perforations of the types men-
tioned so far are characterized by such a high

fever.

Could this be a perforated gallbladder? I

think it would be very unusual—so much so, in

fact, that it is accepted surgical practice in some
Institutions to treat all cases of acute cholecys-

titis conservatively, and if there were appreciable

danger of perforation that would not be an ac-

cepted practice.

Ruptured appendix—I shall leave this for later.

What about perforation of the bowel, especially

the large bowel? The small bowel, other than

the duodenum, as far as I know, almost never
perforates spontaneously, but the large bowel
will perforate if it is the site of a diverticulitis;

and occasionally a carcinoma of the bowel will

perforate into the abdominal cavity. If this were
an acute diverticulitis or a perforated carcinoma
of the colon, I might say the symptoms would fit,

for unlike a ruptured appendix, the carcinoma
or diverticulitis that perforates is not an immedi-
ate disaster. There is a tendency for these lesions

to perforate by “leaking” rather than by “explod-
ing.” There is a tendency for them to leak a little,

give the symptoms of an acute abdomen and
then be walled off. This might go on with recur-
rent episodes for some time. If the leak is tre-

mendous, then of course the disaster would be
great. So much for a perforated viscus.

How about a bowel obstruction either from
hernia or from other cause? If there is an ob-

structing hernia or a strangulated hernia, there
should be some evidence of hernia on physical

examination, but there was none. Then, too, small

bowel obstruction does not start as this man’s
situation did. In the typical picture of early small

bowel obstruction there is no fever, there may
be some vomiting, depending upon the level, but
there is no abdominal rigidity and there is no
abdominal tenderness early in the disease. The
insidious aspect of an early small-bowel obstruc-

tion is the severity of the cramping pain with
absence of physical signs. There is no rigidity,

there is no spasm, there is no tenderness. I would
say a bowel obstruction is rather unlikely.

The only other diagnostic possibility that I

have included in my brief list is a mesenteric vas-

cular occlusion. This could occur, of course, in a

man of 64 years. It is my understanding that it is

most common in one who is fibrillating or whose
heart rhythm has changed, but this is not neces-

sarily so. As I understand it, the characteristic

clinical finding of the mesenteric vascular occlu-

sion is pain, possibly accompanied by vomiting
and diarrhea, with the stool usually containing

blood. As the disease progresses over two or three

days, signs of an intestinal obstruction appear.

To return to acute appendicitis, the characteris-

tics of that condition are generalized abdominal
pain, tenderness, and rigidity which eventually

localize in the right lower quadrant, in associa-

tion with nausea, vomiting, and elevation of tem-
perature.

Now as regards the operative report, there are

two or three things that have interested me. I

know nothing of the pathologist’s findings—in-

deed I was supplied no more information than is

contained in the clinical history, with only a

single exception, if it deserves to be called that.

The only additional information I requested was
whether or not the operative report had been
quoted verbatim in the clinical history. Was this

actually a quotation as the report was given?

The answer was, “Yes.” I should now be par-

ticularly interested to learn whether the report

was dictated as soon as the operation was finished,

for as quoted it indicates that the surgeon opened
the man’s abdomen, removed his appendix, and
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then explored his abdomen. I believe it is com-

mon practice that if you open the abdomen for

acute appendicitis and the appendix is normal,

you do your exploring first. You may take the

appendix out before you are through with the

operation, but I think it would be an unusual

performance at the operating table to remove a

normal appendix first, particularly since the sur-

geon was operating through an incision that al-

lowed him considerable mobility. In other words,

I think it would be unusual to remove a normal
appendix at the onset, and then explore the ad

domen. Now this is circumstantial evidence by
indirection, but to my curious mind this is evi-

dence of a sort. We often take out an appendix

that isn’t acutely inflamed, but since we are

looking for something, and the patient is sick,

we do our exploring before we removed the nor-

mal appendix. So I think that this surgeon re-

moved a pathologic appendix. In addition to that,

he did a rather thorough exploration, and he

found nothing. He mentioned a distended gall-

bladder, but that, I think, hasn’t much signifi-

cance. He mentioned that he felt diverticula in

the descending and sigmoid colon, and one might

ask. “Did the man have a diverticulitis of the

right colon?” If so, I don’t think he would have
missed it, for there should have been a mass. The
only other possibility is that this man may have
had a carcinoma of the cecum or ascending colon.

I do not know. I think that this outside possi-

bility remains, for sometimes an exploration is

not as easy to do and is not as easy to interpret

at the operating table as it is to put on paper and
talk about. I am concluding, though, that an acute

appendix was removed.
The postoperative events are summarized, too.

I will go over them hurriedly. On the third post-

operative day the patient had an enema. Up until

then, I think, he was doing well. It was of interest

to me, too, that the patient was given a rather

heavy regimen of antibiotics postoperatively,

which I do not think would have been prescribed

unless infected tissue had been found and re-

moved. Many of us use penicillin and other anti-

biotics more or less routinely following many
types of surgery, but we are not accustomed to

use them quite so vigorously unless diseased or

infected tissue has been found and removed. On
the fourth postoperative day, the patient had se-

vere pain in the area of his incision, with nausea
and vomiting. On the sixth postoperative day he
had a bloody discharge from his wound. Sero-

sanguineous discharge from a wound is typical

of wound disruption. On the seventh postopera-
tive day he was distended, and also on the seventh
or possibly the eighth postoperative day, I

couldn’t quite follow the sequence, he was mori-

bund.

What did he die of? I had every intention of

going through a rather long list of possible post-

operative complications that may follow or be

expected to follow an appendectomy, but time is

running out on me. So this only would I suggest

about his cause of death: We know his wound

failed to heal. Whether his bowel actually evis-

cerated or not, I do not know, but I think it may
have done so. There is no note as to disruption

of the abdomen. But wound disruption has been

said to carry a mortality of about 30 per cent.

This figure may no longer be quite accurate in

the days of antibiotics, and I think many such

reports preceded their widespread use. Why do

patients with wound disruption die? What do they

die of? They die of peritonitis, which this man
could well have had. He could have had an over-

whelming peritonitis. They die of intestinal ob-

struction, which is common in a wound disrup-

tion. They sometimes die of hemorrhage. They
sometimes die of acute dilatation of the stomach,

and they sometimes die of shock. This man had

a wound disruption. Could it have been the cause

of death? I don’t know.

There is one other possible factor and that one

uncommon, fortunately; but a lethal postoperative

complication following appendectomy is a fecal

fistula. A fecal fistula may occur, and if a drain

is present it may not be a catastrophe, for there

is an outlet for the fecal content. Of course fecal

fistula following an appendectomy may very well

occur after an enema. Whether that has anything

to do with this patient, I don’t know. Most of us

do not use drains in appendectomy cases any

more, so if we did have this catastrophe of a leak

from the appendiceal stump, the patient would

get an internal fecal fistula. The peritoneal cavity

would be literally filled with fecal content, re-

sulting in a lethal peritonitis. Oddly enough, an

E. coli peritonitis is not always characterized by

distinctive physical signs in the abdomen. So I

would equivocate just a little bit as to the cause

of death. I would surmise that it was due to a

wound disruption, with bowel obstruction and

peritonitis which go with the wound disruption;

or death might have been caused by a leaking

appendiceal stump followed by an intense devas-

tating peritonitis.

Dr. Crowley’s Clinical Diagnosis—Acute peri-

tonitis with wound disruption and possible bowel

obstruction, after an appendectomy for acute ap-

pendicitis.

Dr. Coleman: Dr. Crowley has given us his

diagnosis. Are there others?

Dr. A. M. Gordon: Dr. Crowley did not mention

much jaundice terminally in this patient. In a case

of acute appendicitis that we had years ago at old

Broadlawns Hospital, I don’t think that the patient

had a wound disruption, but he did follow a

course very similar to this one’s.

Dr. C. J. Peisen: I suggest pyelophlebitis of the

portal system.

Dr. R. A. Weston: This sounds like a ruptured ap-

pendix.
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Dr. E. D. McClean: I believe this patient had a

paralytic ileus.

pathologist’s report

Dr. Coleman: At autopsy, the body was well

developed and well nourished, weighing approx-

imately 170 pounds. The abdomen was covered

by a large dressing. When this dressing was re-

moved, the right rectus surgical incision was
exposed, which measured approximately 13 cm.

in length. The lower 5 cm. of this incision were
gaping, and thick, brown, purulent exudate was
oozing from it. Although the remainder of the

incision appeared to be healed superficially, a

large abscess in the anterior abdominal wall was
exposed, extending along the entire extent of the

incision. On opening the peritoneal cavity, we
found numerous dilated loops of small intestine.

Present in the right lower quadrant was a large

abscess partially walled off by loops of small

bowel. The walling off was incomplete, however,
for exudate was noted over the serosal surface of

the loops of small bowel, and exudate was also

noted in the upper right quadrant. No mechanical
obstruction of the bowel was present. The appen-
diceal operative site was examined, and the lig-

ature was still in place, with no leakage present.

No perforations of the bowel could be demon-
strated, and there were no diverticuli of the colon

or the small bowel.

Examination of the heart revealed moderately

Figure 1. Photomicrograph of appendix showing exudate in
the lumen and scarring of the distal portion.

severe arteriosclerotic heart disease. The heart

weighed 410 Gm., and numerous atherosclerotic

plaques were noted in both right and left coronary
arteries. No occlusions were present. Areas of

atelectasis were noted in both lungs, and the

bronchi contained purulent exudate. No areas of

pneumonia were observed. The liver was enlarged,

and fatty metamorphosis of moderate degree was
present.

The adrenal glands revealed both gross and
microscopic changes. Grossly, the adrenal glands

were of normal size, but the cortex was very pale

and the cortex and medulla were very friable.

Microscopically, marked granularity with vacuo-
lization of the cortical cells was observed.

Bacteriological studies performed on the ex-

udate from the peritoneal cavity yielded a gram-
negative bacillus identified as Escherichia coli

and a gram-positive coccus identified as Staphylo-

coccus albus. These organisms, as determined by
the disc technique, were resistant to penicillin,

dihydrostreptomycin, aureomycin, terramycin,
chloromycetin, magnamycin, erythromycin and
Polymyxin B.

AUTOPSY DIAGNOSES

(1) Peritonitis with paralytic ileus.

(2) Arteriosclerotic heart disease.

(3) Wound abscess with wound separation.

(4) Adrenal cortical changes secondary to per-

itonitis.

The cause of death in this patient was peri-

tonitis and paralytic ileus following appendec-

tomy.

A review of the surgical report on the appendix
removed from this patient reveals an acute focal

appendicitis superimposed upon a chronic appen-

dicitis with obliteration of the lumen in the distal

portion of the appendix. By focal appendicitis I

refer to an acute inflammatory lesion, with ulcer-

ation of the mucosa of the appendix and with

spillage of purulent exudate into the lumen of the

appendix. This case illustrates the development
of peritonitis following appendectomy. F. F. Boyce,

in his book “Acute Appendicitis and Its Compli-

cations,” states, “Peritonitis which develops after

operation does not differ greatly from peritonitis

occurring following rupture of the appendix.”

The mortality rate of appendicitis has been
greatly reduced in the past few years. A recent

statistical analysis of policyholders of the Metro-

politan Life Insurance Company indicates that

during the ten-year period from 1940 to 1950

there was a reduction in mortality rate of ap-

proximately 1,000 per cent in acute appendicitis

in children and a reduction in mortality rate of

approximately 700 per cent in younger-adult age

groups. In patients over the age of 55, however,

there was a reduction of only 300 per cent. The
conclusions reached on the basis of this study

were expressed as follows: “The rapid decrease
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in the death rate from appendicitis in recent

years is undoubtedly attributable in large part

to the widespread use of antibiotics against peri-

tonitis, a complication which is responsible for

most of the deaths charged to appendicitis.”

Boyce, in Charity Hospital, New Orleans,
reached the same conclusion in his study of 320

deaths due to acute appendicitis, for spreading

peritonitis with its complications was the imme-
diate and overwhelming cause of most deaths in

acute appendicitis. Boyce further states, “Acute
appendicitis carries an unduly high mortality in

young children and an inordinately high mor-
tality in middle and later life. Whether the higher

rates in these periods of life are due to inherently

more serious disease, to diagnostic difficulties, to

delays in treatment introduced by the high pro-

portion of atypical cases, or to other causes, the

end result is the same.”

It would appear that in this patient the resist-

ance of the microorganisms causing the peritonitis

to all of the antibiotics available was responsible

for the failure of treatment, and the resistance

of the patient to infection must have been low,

for there is nothing in the history to suggest usual

soiling of the peritoneal cavity.

Dr. L. D. Powell: This is a very interesting case

and I am glad to have had the opportunity of listen-

ing to this discussion. In earlier days we always
feared peritonitis as a complication of acute ap-

pendicitis. With antibiotics readily available we
tend to forget about this danger.

Dr. E. J. Drew: This case points up some of the

difficulties encountered by the surgeon at the

operating table. The surgeon in this case undoubt-
edly believed that the appendix removed from
this patient was normal. Subsequent studies

showed that it was diseased. Certainly no per-

foration was present, and we ordinarily expect

to see peritonitis only when the inflamed appendix
is perforated.

Dr. Coleman: I have discussed this case with
our bacteriologist, and we have concluded that

the growth of these two organisms commensally
may have contributed to their resistance to the

antibiotics. Several studies have been made which
would indicate that organisms which indivi-

dually are sensitive to antibiotics are resistant

when placed with another organism with which it

grows commensally. Dr. Irving do you have any
comments from the radiologist’s standpoint?

Dr. N. W. Irving, Jr.: I am sorry to state that

no x-rays were taken on this patient. I am sure that

a flat plate of the abdomen, however, would have
shown radiological evidence of ileus.

Dr. Coleman: This concludes the discussion of

this most interesting case.
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AMERICAN FRACTURE ASSOCIATION

The annual meeting of the American Fracture

Association, in Houston, Texas, October 11-14,

1954, will include papers and discussions by Drs.

P. T. Holland, Bloomington, Indiana; F. O. Mc-
Geehee, Houston; J. B. Erich, Rochester, Minne-
sota; Hugh Burke, Dixon, Illinois; C. L. Barrett,

Bellfontane, Ohio; F. G. Pipkin, Kansas City,

Missouri; Robt. Goodall, Houston; J. J. Toland,

Philadelphia; R. O. Whitson, Baytown, Texas; Earl

McBrode, Oklahoma City; Peter Wright, Augusta,

Georgia; O. R. Callander, Camden, N. J.; H. E.

Hipps, Waco, Texas; R. A. Vargas, San Bernar-

dino, Calif.; R. B. Elliott, Houston; H. D. Junkin,

Paris, Illinois; G. W. N. Eggers, Galveston; W. C.

Basom, El Paso; Anthony DePalma, Philadelphia;

W. O. Carson, Bowling Green, Kentucky; Russell

Harris, Oklahoma City; B. F. Boylston, Houston;

H. H. Jordan, New York City; P. L. Day and J. J.

Hinchey, San Antonio; F. A. Bloom, Houston;

J. J. Hersh, Pittsburgh; Kenneth Duff, Houston;

A. H. Diehr, St. Louis; H. A. Springer, Cincinnati;

and D. C. McKeever, Houston.

An attractive program of entertainment for the

attending doctors and their wives has been ar-

ranged, climaxed by a weekend plane trip to Mex-
ico City after the Houston meetings. Mexican
physicians have arranged a two-day clinic pro-

gram for the American visitors.
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NOW IS THE TIME . . .

In company with the officers of the AMA, we
have our fingers crossed and we are hoping fer-

vently that federal reinsurance of hospitalization

and surgery risks is dead. But since, in his radio-

television address to the nation at the close of

the 83rd Congress, President Eisenhower has in-

dicated clearly that it won’t remain so if he can
help it, it’s time for Medicine, along with the

health-insurance plans it helps to sponsor and the

private insurance companies, to start stockpiling

ammunition for a repetition of last summer’s fight.

A letter sent on June 30 to Rep. Charles A.

Wolverton (R..N.J.) by Stanford Miller, Vice-

President of the Employers Reinsurance Cor-
poration, of Kansas City, Missouri, most ca-

pably sets forth the reasons why the federal

government should not attempt helping insurance
to cover substandard risks. Dr. George F. Lull,

Secretary of the AMA, has copies of the full

letter for distribution to physicians who request

them, but the following are what seem to us the

major points that Mr. Miller made—points that

doctors can serve free enterprise and the other

best interests of America by reiterating in their

private conversations with representatives and
senators.

(1)

Reinsurance of even slightly substandard
risks is a marginal undertaking that can be han-
dled in only two ways, both of which are bad.

Mr. Miller says that private reinsurers have at-

tempted it and have given up because it necessi-

tated supervision of each and every phase of the
primary company’s entire business. By a private

company, that supervision is paternalism; by the

federal government, it would constitute socialism.

If the government were to fail to supervise or

were to supervise unsuccessfully, it would have
to subsidize health insurance and eventually

would own it.

(2) Federal participation would drive private

reinsurance companies out of business. The gov-

ernment plan would not be set up to make a

profit, or even to pay into the Treasury the

amounts for which private reinsurers would be

liable in taxes on a comparable operation. Thus,

whether it were otherwise satisfactory or not,

federal reinsurance would kill off the companies
now operating in the field.

(3) Private pre-payment plans, primary in-

surers and reinsurers can’t possibly provide pro-

tection for paupers or for people who are already

ill. Insurance, by definition, is the assuming of a

risk—as distinguished from a certainty—of loss.

Thus, any attempt to blanket-in any considerable

number of individuals whose benefits are abso-

lutely sure to exceed their premium payments is

an out-and-out violation of the insurance princi-

ple, one which could be corrected only by govern-

ment subsidy or by increased premium payments
from genuinely insurable people. Reinsurance for

such a purpose would be entirely pointless.

(4) Care for the medically indigent must con-

tinue to be provided either as charity or as dole,

and preferably at the local level where super-

vision can be closest. If, through government par-

ticipation, non-paying policyholders were pro-

vided facilities and services virtually indistin-

guishable from those furnished to premium pay-

ers, the number of free riders would multiply.

This federal reinsurance idea is an eight-lane

superhighway to socialism, and the people who
contend that, in saying so, the AMA resembles

the boy who kept crying, “Wolf!” have another

“think” coming.

CORRECTION

The journal was misled last month in assuming
the accuracy of a paid announcement in the

Hampton press that Dr. F. G. Carlson had entered

into an association with “Dr. Bernard Silby,” in

Mason City. The new man is an optometrist who
merely is to occupy part of the premises being

vacated by Dr. Carlson, and the announcement
which he inserted in the newspaper was incorrect

in saying that there was to be an association. We
have been assured that it was published wholly

without Dr. Carlson’s knowledge or consent.

Because we rely to a considerable extent upon
newspaper stories for the news we publish in our

Personals column, we should like to ask that the

officers and members of country societies assist

us by calling attention to misrepresentations, sig-

nificant omissions or other errors in the news of

doctors’ activities that they find in their local

papers. By that means we can be prevented from
repeating them.
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WORLD MEDICAL ASSOCIATION NEEDS
MONEY

The World Medical Association, the only inter-

national medical organization that is non-govern-

mental and speaks from the free-enterprise stand-

point, is in desperate need of financial support.

The funds on hand at the present time are suf-

ficient neither to pay the expenses of the next

General Assembly nor to operate the organization

during the coming year.

Composed as it is from the medical associations

of the countries of the free world, it is dependent
for financial support upon the dues paid by those

associations and by the physicians in those coun-

tries. The United States Committee necessarily

has had to stand the greater part of the cost. Indi-

vidual physicians and laymen have done their

parts by paying yearly dues of $10.00.

Founded in 1947, the World Medical Associa-

tion has earned increased respect from interna-

tional governmental organizations. Its Declaration

of Geneva, written and accepted in 1948, is a mod-
ification of the Hippocratic Oath. Written as an

aftermath of the German war crimes, it was de-

signed to set forth principles of conduct for the

guidance of physicians in war and peace. Ap-
proved also, in 1949, was an International Code
of Medical Ethics. Both of these statements have
been published in earlier issues of the journal,

as have the objectives of the World Medical Asso-

ciation.

In these troubled times, we often ask ourselves

what we, as individuals, can do to help bring

peace to our world. President Eisenhower, in his

talk at the State Fair in Des Moines, on August

30, gave a significant reply that applies, for us,

to the World Medical Association. He said that

each person should try to obtain a clear under-

standing of existing situations, to appreciate why
certain actions are necessary, and to help direct

the public opinion of the world.

All of us as individual physicians can add our

strength to that of other free physicians of the

world by joining the World Medical Association.

Dr. Louis H. Bauer, past president of the AMA
and secretary-treasurer of the U. S. Committee,
has this to say: “There is a constantly growing
tendency for decisions affecting all of medicine to

be made at the international level. This tendency
is a threat not only to the future of medicine

itself, but to the rights and privileges of every

practicing physician. One example is the current

attempt of incompetent organizations to draft a

Code of International Medical Law that would
affect all physicians in peace as well as in war.

The World Medical Association is the only inter-

national organization which can and does speak
from the non-governmental standpoint and from
the standpoint of free enterprise. However, it can

continue to defend your interests only if it has

adequate financial support.”

The language of medicine is universal; its aims

and ideals are the same wherever men have ded-

icated themselves to the prevention and treatment

of disease. Our interests are the same as those of

physicians in England, South Africa or Tahiti.

Let’s support our World Medical Association.

Dues sent to State Society headquarters will be

forwarded to the New York office. The need is

now.

HOSPITALS SEEK TO EXCEED THEIR FUNCTION

It is unfortunate that the Iowa Hospital Associa-

tion and its representatives have seen fit to dis-

pute the Iowa attorney general’s ruling as regards

the practice of medicine by corporations. In doing

so they have given the State Medical Society and

its members some rather adverse and entirely

unwarranted publicity. It stands to reason that

our attorney general would base his opinion on

past court rulings. There have been ample court

decisions to substantiate it. Moreover, his ruling is

further strengthened by the fact that the attorney

generals of several other states have issued sim-

ilar opinions.

The various specialty societies, most or all of

the state medical societies and the AMA have
long defined radiology, pathology, anesthesiology

and physiatry as the practice of medicine the

same as any other specialty. The American Hos-

pital Association house of delegates concurred in

this in 1953.

It must be kept in mind that when a state issues

a license to a professional person it grants that

individual the right to practice his profession,

but, more important, it imposes on that person

definite responsibilities toward his patients or

clients and toward the public. These responsi-

bilities can only be delegated to an individual

and not to a corporation. It is absurd even to think

of medical services being under the control of a

lay corporation.

Physicians, individually and as a group, have
always shouldered their responsibilities. Yet the

hospitals now contend that it is their duty to see

that certain specialists are provided and that

those specialists properly perform their services.

What the hospital association failed to make
public is the matter that finally brought this issue

to a climax, namely the packing company con-

tracts issued by Health Service, Inc., which is

owned and directed by the American Hospital

Association. These contracts agreed to pay for

several medical services only if performed by a

paid employee of the hospital.

Interestingly enough, these contracts did not

outline any qualifications for that “paid em-
ployee.” Thus, a hospital could have any em-
ployee, whether qualified or not, render the serv-

ices, and the hospital could collect for them, while

a well trained physician on the staff of that hos-

pital could not collect for the same services.

If the Iowa Hospital Association should succeed

in its avowed purpose of obtaining a reversal of
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the attorney general’s opinion, very likely
hospital administrators will feel that they
have the green light to go ahead and hire other

specialists on a contract or salary basis, thereby
collecting more fees for medical services and
splitting those fees with the specialists involved.

In fact, this has already been done in some areas.

(See “Fee Grab by Hospitals” in the July issue

of medical economics.)

We all owe it to our patients and the public

actively to support the State Medical Society

in its campaign to eliminate the practice of med-
icine by anyone but licensed individuals.

E. Parish Lovejoy, M.D., President,

in the bulletin of the Polk County
Medical Society, August-September, 1954

DR. ERNEST SHAW '

Too seldom in this world, it seems, do we honor
a man for the contributions he has made to his

profession or to the public. There have been many
grand men of medicine, all of whom have left

their marks in some way upon us who follow.

Some have added new discoveries to the science

of medicine; others have pioneered in the eco-

nomics field; and still others have been forerun-

ners in the area of improved public relations. Not
all have been given lasting recognition for the

work they did, and, to tell the truth, it would be
impossible to immortalize all who have done sig-

nificant work.
Nevertheless, it gave us a great deal of pleasure

to read that the Iowa Academy of General Prac-

tice, this year, established an annual lecture in

the name of Dr. Ernest E. Shaw, of Indianola, and
that it gave Mrs. Shaw one of the past president’s

pins. Dr. Shaw was the first president of the Iowa
Academy of General Practice, having been one
of the twenty or so charter members of the or-

ganization. He served also on the State Society’s

Committee on Rural Practice, working with S.U.I.

College of Medicine to determine what was need-

ed in a course of study designed for the general

practitioner. This survey, the purpose of which
was the ultimate good of the public in general,

had been brought almost to completion at the

time of his death, in 1949.

During the 1930’s, Dr. Shaw was active on the

Society’s Committee on Medical Economics. His

particular interest lay in the contracts made be-

tween county medical societies and county boards
of supervisors for the care of the indigent, and he
was never too busy or too tired to assist a county.

He made many trips over the state to counsel
with other groups and to aid them in obtaining

satisfactory contracts, and his wide knowledge of

the varying conditions made him invaluable.

Later, he worked with the FSA in writing con-

tracts for medical care of migratory farm workers.
Along with this activity, he became interested

in both hospital and medical insurance and served

on the board of the hospital-insurance company
that was the predecessor of Blue Cross. When
that organization did not survive and when Blue
Cross was set up to provide hospitalization insur-

ance in Iowa, he worked to promote it and served
on its first board of directors. Only the fact that

he was in military service prevented his being
equally active in the organization of Blue Shield.

Physicians who have started practice since 1949

can never know the many different facets of Dr.

Shaw’s character which led to the establishment

of this annual memorial lecture. Possibly the

final phrases of his obituary sum it up as well as

can be done: “He had a keen and orderly mind,
getting down to basic facts without delay; he had
enthusiasm and drive and a great capacity for

hard work that enabled him to accomplish much;
he had a ready wit and a friendliness which made
him win friends easily and hold them enduringly.

He probably exemplified as well as anyone can
what can be acomplished if one lives each day
to the best of one’s ability.”

DECONTAMINATING CRUSHED ICE

Crushed ice is one of the very few health perils

that are still frequently mishandled in public

eating places and institutions. There can be little

doubt that it is a real one. Soda clerks, bartend-

ers, counter help in cafeterias and school dining

rooms, and waitresses in restaurants habitually

use their bare hands or seldom-washed scoops in

transferring the ice from the bin to the customers’

glasses, thereby cancelling out the precautions

that have been used in protecting the drinking

water or other beverage.

Nurses on hospital services likewise are offend-

ers. They sometimes bury bottled soft drinks in

the ice bin or permit ambulatory patients, most
often children, to help themselves to the ice.

E. W. Moore, E. W. Brown, and E. M. Hall*

report experiments in which counts of coliform

bacteria being dispensed in drinking water in a

university dining hall were cut down from 123

per ml. to between 4 and 88 per ml. through im-

mersing the ice in a sodium hypochlorite disin-

fecting agent.

The disinfectant—consisting of 25ml. per gal-

lon of sodium hypochlorite in water, further di-

luted at the rate of 1 fl. oz. per gallon of water

—

was poured into the cracked-ice bin until the ice

was virtually floating. By means of customer polls

and blindfold tests, they ascertained that drinks

cooled with the disinfected ice tasted no different

from those in which undisinfected ice was used.

The stock solution (i.e., sodium hypochlorite

diluted just once), if kept in a tightly closed con-

tainer and refrigerated, will keep for about a

month, the investigators stated.

* amef. j. pub. health, 43:1265. (Oct.) 1953, summarized
in Abbott Laboratories’ publication what's new, 1954, No.
183.



The AMA

Scientific Exhibits

N MEDICAL ASSOCIATION
UAL MEETING-
IE 21 -t 25-, 1954
% A.M.A. Tflembers and tkeir Guests

THE huge circus tent above, covering the street in front of the San Francisco Auditorium,

was needed to house some of the exhibits at the AMA meeting this year to which

42,000 people flocked. To physicians, as usual,“The Greatest Show on Earth” was the

Scientific Exhibit section under the direction of Dr. Thomas G. Hull and the Committee on Scientific

Exhibit, of which Dr. L. W. Larson, Bismarck, N.D., was chairman. More than 200 exhibits covered

phases of 21 different medical specialties. Here, especially prepared for readers of this magazine,

is an eight-page picture report showing some of the outstanding exhibits.



W INNER of the Scientific Exhibit’s highest honor— the Hektoen Gold Medal for originality

and excellence of presentation of investigations—was exhibit on "Aneurysms and Thrombo-

Obliterative Disease of the Aorta: Surgical Considerations,” by Drs. Michael E. DeBakey, Den-

ton A. Cooley, and Oscar Creech, Jr., VA, Methodist, and Jefferson Davis Hospitals, and Baylor

University College of Medicine, Houston, Tex. Below: Dr. William F. Mengert (1.), Dallas, Tex.,

chairman of awards committee, presents certificate to Drs. DeBakey (center) and Cooley. Suc-

cessful replacement of clotted or damaged areas of arteries through grafting was reported in the

exhibit. Aortic bifurcation homograft is shown in large picture.
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with EXPEDIENCY
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RELIABILITY

^-feSOPHORESIS

CONCLUSIONS
ELECTROPHORESIS is most valuable
'n the dMnosjs 0f disease with
ALTERED SERUM GLOBULIN PATTERNS

E
XHIBIT on “Paper Electrophoresis in Clinical Diagnosis”

won Hektoen Silver Medal for Drs. Gerald R. Cooper (center),

and Emanuel E. Mandel, Communicable Disease Center, U.S. Public

Health Service, and Emory University School of Medicine, Atlanta,

Ga. Characteristic patterns and results obtained with paper electrophoresis

in a general hospital population were presented. Paper electrophoresis

permits multiple simultaneous determinations of protein content of body
fluids by means of a relatively simple, inexpensive apparatus.

Combination of this apparatus with automatic scanning and recording equip-

ment has been developed into a practical and time-saving clinical tool.

Drs. Hull (1.) and Mengert (r.) present award to Dr. Cooper.



Honorable mention

THE SCIENTIFIC EXHIBIT

AMERICAN MEDICAL ASSOCIATION

SAN FRANCISCO - 1954

bind

“^T» g#s™c®“«9 •' AS A FUNCTION of age

GE makes a considerable difference in the amounii

. of vitamin B 12 retained, it was shown in display

on “Vitamin B, 2 and Aging,” by Dr. Bacon F. Chow,

Johns Hopkins University, Baltimore. A larger portion

of B| 2 injected intramuscularly is retained by the old!

than by the young. The gastric juice of older persons

without achlorhydria contained a smaller amount ol

B|o binding substance than similar specimens obtained

serum level of the

young was significantly higher than that of the old.

Young subjects given 1.0 mg. of B 12 orally showed a

marked elevation in blood level, while only two out

of seven old subjects showed an increase. The greater

retention of parenterally administered vitamin B12

and lower serum B 12 levels of the aged may be due to

desaturation of tissue vitamin B 12 .



VITAMIN B12

AND AGING

DECREASED ABSORPTION OF B u

> JLTS IN TISSUE DESATURATION. THIS IS MANIFESTED BY:

1- Smaller excretion of parenterally administered B„
(see below)

2. Lower vitamin B„ serum level of the old individual
(see chart 5)
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Taking a rise of 150 /umeg. as a positive

these data may be summe I as follows:

SUBJECTS
RESPONSE % POSITIVE

RESPONSEPOSITIVE NEGATIVE

YOUNG 10 1 91°°

OLD 14 21 40%

The difference with age is statistically significant at the Mo level.

VITAMIN B12

AND AGING
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AND AGING

DECREA.SED ABSORPTION OF B

RESULTS IN TISSUE DESATURATION. THIS IS MANIFESTED gy :

1. Smaller excretion of parenterally administered B ::

(see chart 4)

2. Lower vitamin B,, serum level of the • u

(see below)
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MEAN AGE
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CONCLUSIONS

1. The gastric secretion of old individuals has

less capacity to bind vilamin B„ lhan does

that o! young individuals.

2. Old subjects respond less frequently lo oral ad-

ministration ot vitamin Bu than do young indi-

viduals receiving equivalent dosage (as meas-

ured by an increase of 150 micromicrograms per

cc. ol plasma).

vitamin B„

.



• CONTROL DIABETES
To. better resist infection
To combot hyperlipemia - atherosclerosis

• FOOT HYGBENE
Bathe daily

Keep skin soft - oil or lonolin

• SOCKS
2 sizes or '/

2 inch longer than feet

Avoid binding toes

0 SHOES
*/2 inch space beyond toes '

Wide-to permit toe movement
and ventilation.

Army last - great £oe stroight

Change shoes daily

Wear new shoes one hour

Avoid shoe nails

Do not walk barefoot

• AVOID FOOT INJURIES AND
INFECTIONS

Trim nails straight across - not too

short -corner outside nail fold

No hot water (or chemical) bottles

No electric pads.
Avoid strong antiseptics

No corn plasters and no paring of corns

BELIEVE PRESSURE * SOFT Eft • TRIM AS IT PROTRUDES

Prevent or treat calluses.
REMOVE PRESSURE • SOFTEN

CALLUS LEADS TO ULCER - CELLULITIS.

MOST foot complications are preventable by proper

care of the feet, it was shown in the exhibit on

“The Conservative Management of Diabetic Foot Com-

plications,” by Drs. William L. Lowrie, W. E. Redfern

and Brock E. Brush, Henry Ford Hospital, Detroit.

Amputation for infection or gangrene adds stress to

the opposite foot. By controlling infection, antibiotics

permit a safe trial of conservative therapy. Results

have been very encouraging. Exhibit won certificate

of merit in general practice section.

• An artificial heart-lung-kidney machine was shown
by Drs. P. F. Salisbury, Andre Rieben, Bernard Schatz,

and Michael Kunec, Institute for Medical Research,

Cedars of Lebanon Hospital, Los Angeles. Portable

equipment demonstrated consisted of a double cham-

ber blood pump and semiautomatic oxygenator capable

of handling up to 5,000 cc. of blood a minute. About 200

to 300 cc. of this flow can be diverted through a dia-

lyzer unit in parallel with the oxygenator.



Award Winners Not Pictured:

F
OUR of the top award winners have not been

pictured in this special report because they

contained many minute details difficult to bring

out in photographs. They were:

• “Fungous Diseases,” by Drs. Emma S. Moss, Al-

bert L. McQuown, and Robert S. Cooke, Charity

Hospital of Louisiana and Louisiana State Univer-

sity School of Medicine, New Orleans, and Our Lady

of the Lake Sanitarium, Baton Rouge, La., awarded

the Billings Gold Medal for excellence of correlat-

ing facts and excellence of presentation. It showed

in superb detail information on clinical, pathologi-

cal, and mycologic characteristics of the systemic

and superficial fungous diseases.

• “Portal Hypertension,” by Drs. Donald C. Balfour,

Jr., Telfer B. Reynolds, William P. Mikkelsen, Ar-

thur C. Pattison, and Milton R. Hales, University of

Southern California School of Medicine and Los

Angeles County Hospital, winner of the Billings

Silver Medal. The exhibit showed injected livers of

patients with cirrhosis and methods of determining

pressures obtained by hepatic vein catheterizations

on patients with cirrhosis.

• “Naval Medical Service with the First Marine

Division in Korea,” by W. W. Ayres, R. N. Grant,

and G. C. Beattie, Bureau of Medicine and Surgery,

Department of the Navy, Washington, D.C., winner

of the Billings Bronze Medal. Arterial homographs,

open flap amputations, and evacuation by helicopter

were among procedures pictured.

• “The Melanocyte Stimulating Hormone,” by Drs.

Aaron Bunsen Lerner, Thomas B. Fitzpatrick,

Kazuo Shizume, and Howard S. Mason, University

of Oregon Medical School, Portland, Ore., winner

of the Hektoen Bronze Medal. The exhibit demon-

strated that the hormone causes darkening of

human skin as well as that of frogs, and showed

altered pigmentation in Addison’s disease, panhy-

popituitarism, and pregnancy.

HANDLING FOOT COMPLICATIONS

OF THE DIABETIC

MANAGEMENT

EVALUATION

• WALKING CAPACITY, DEGREE
OF SYMPTOMS.

CAREFUL CLINICAL EXAMINATION
Palpation of vessel walls and pulses

Condition of skin and subcutaneous
tissues

Relative color and warmth

• RESULTS
REGIME.

OF CONSERVATIVE

• OTHER AVAILABLE
Occlusion index

Sympathetic blocks

Arteriography

TESTS.

TRIAL OF CONSERVATIVE MANAGE***

DEBRIDEMENT.
AMPUTATION.

NO TOURNIQUET OR



• Above, left: Certificate of merit in the radiology section

went to exhibit on “Resilient Plastic Replicas of Surgical

Pathology and Their Clinical Application,” by Drs. Clemmer
M. Peck, Forrest V. Schumacher, Aubrey O. Hampton, Emer-
gency Hospital, Washington, D.C., and John V. Niiranen, U.S.

Navy, Washington, D.C. Dr. Peck (center) accepts award
from Dr. Mengert and Dr. Hull. Exhibit explaine'd new
method of reproducing surgical pathological specimens in

resilient plastic and demonstrated clinical application with

plastic models.

• Above, right: Dr. Heron Singher (1.), Ortho Research

Foundation, Raritan, N.J., and Dr. Edward T. Tyler (r.), Los
Angeles County Harbor General Hospital, accept certificate

of merit in urology section for exhibit on “Clinical Features

and Chemical Morphology of Semen and Some of Its Vari-

ations.” Findings presented included results of studies of

about 3,000 semen specimens obtained from both fertile and

infertile persons.

• Below, left: One of two honorable mention certificates in

surgery section was given to exhibit on “Operations for

Coronary Artery Disease,” by Dr. Claude S. Beck and Dr.

David S. Leighninger, University Hospitals, Cleveland. Dr.

Leighninger accepted certificate. Exhibit showed results of

operation in 4,000 to 5,000 dogs and 150 human beings.

Eighty-five percent of patients who could be evaluated had

excellent or good results.

• Below, right: Drs. Leo G. Rigler (1.) and John C. Watson

(center) received honorable mention in radiology section for

exhibit on a rapid film-changing device for conventional

radiography. They demonstrated a new type of roll-film cas-

sette which permits very rapid film changing for serial exam-

inations and can also be used at slow speed for conventional

radiography. Cutting mechanism separates each film at the

end of each exposure. Drs. Rigler and Watson are from

the University of Minnesota Hospitals, Minneapolis.

• Honorable mention for miscellaneous exhibits was award-
ed to exhibit, “Breath Sounds on Tape,” by Drs. R. J. Ander-
son and Armand E. Brodeur, U.S. Public Health Service,

Washington, D.C., and Dr. William B. Walsh, Georgetown
University Medical School, Washington, D.C., Dr. Walsh
accepts certificate from Drs. Hull and Mengert. Normal and
abnormal breath sounds recorded on tape were played back
through a stethoscope. Recordings were accompanied by
x-ray films. Regional medical societies,

medical schools, and other pro-

fessional personnel

may borrow re-

cordings and
high fidelity

playback
equipment to

teach chest
auscultation.
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President’s Page

One hears a great deal about ethics in professional prac-

tice, and, for that reason, this page will be devoted to ethics,

which has been defined as the science of moral duty, includ-

ing moral principles and practice.

As physicians, it is most important that we observe all

of the requirements of moral principles in dealing with our

colleagues, our patients and the public. The Golden Rule,

of doing unto others as you would have them do unto you,

includes all ethics.

A physician should strive for a good life, not for a good

living, and he should adhere to the highest principles as

to fees. All of his professional income should come from

those he treats. He cannot profit from the sale of drugs,

appliances, or glasses, nor can he receive a profit on any

invention for use in medical practice, or for the discovery

of any remedy for the cure of illness.

All financial dealings with patients should be so open

and fair as to preclude any suspicion of unethical practice.



Iowa Academy of General Practice
President—Paul F. Chesnut, M.D., Winterset

President-Elect—Frank D. McCarthy, M.D., Sioux City

Vice-President—Dean C. Snyder, M.D., DeWitt

Secretary-Treasurer—William M. Sproul, M.D., 912 Equitable Bldg., Des Moines

Executive Secretary—Mrs. Elizabeth Nelson, 3600 Franklin, Des Moines

POSTGRADUATE COURSE
HOTEL MONTROSE, CEDAR RAPIDS

THURSDAY, NOVEMBER 4, 1954

8:00 a.m. Registration

9:00 a.m. “Management of Diabetes During
Pregnancy”

Priscilla White, M.D.
Joslin Clinic, Boston, Mass.

10:30 a.m. “Expected Behavior Patterns in Chil-

dren”

Lee Forrest Hill, M.D.
Past-President, American Academy
of Pediatrics, Chief of Pediatric

Staff, Blank Hospital, Des Moines
Iowa

12:15 p.m. Luncheon
Address—“Iowa Football Highlights”

Mr. Tait Cummins—TV and Radio
Sports Director, Stations WMT
and WMTV, Cedar Rapids

2:00 p.m. “Recent Developments in Diabetic

Therapy”
Priscilla White, M.D.

3': 30 p.m. “Acute Illness in Infancy”
Lee Forrest Hill, M.D.

DOCTOR, WHO IS YOUR DOCTOR?

This question raises a very important problem.
It is common belief that doctors are poor patients.

We seem to believe that we are inexpendable.
We plunge pell-mell into a lot of work as if the

world would disintegrate if we did not get it done.
We do not allow minor ailments to keep us from
our daily work. We even treat the sick on days
when we are sicker than our patients. We work
when we have a fever, when we sneeze and
cough, when we have an arm or leg in a cast, or

when we rely on digitalis or nitroglycerine to

keen our hearts working. We do not take time
to have our hernia repaired, or if we do have our
gallbladder or appendix out, we are back at work
in ten days or so. More physicians die of heart

disease than any other group by a spectacular
margin.

It stands to reason that if we and our work are

so important, we should have the common sense

to take good care of ourselves. If any person asks

us what to do to keep well, we quickly and wisely

advise him to see his doctor. But what do we do?
Well—as a general rule—not what we tell others,

in all seriousness, to do.

Recently, Dr. Merrill Shaw, former Vice-Presi-

dent of the A.A.G.P., while dying of cancer,

appealed to all members of the medical profession

and to members of the Academy in particular to

get themselves family doctors in whom they could

place confidence. He urged the doctor and his

family to submit to regular examinations and not

to ignore symptoms that occur. Thus the A.A.G.P.

has launched a campaign for “A Family Doctor
for Every Doctor’s Family.” This is important.

Dr. Shaw’s appeal presents a triple challenge

to us doctors. First, we should guard our own
health and that of our wives and children. It is

neither reasonable nor intelligent for us to treat

ourselves or our families with whatever free

samples or drugs we have in our offices. At times,

our judgment is impaired when it comes to treat-

ing those close to us. We exhort patients not to

diagnose and treat themselves, but immediately

proceed to diagnose and treat our own ills.

The second challenge is to set an example to

our patients and to demonstrate to them that we
believe what we preach. In that way, we preach

what we practice. We say the best medical care

comes from every family’s having a family doctor.

If specialists are needed, the personal physician

or family doctor should aid in selecting the spe-

cialist, just as we do daily for all our patients.

The family doctor can decide better than the

patient when specialist services are needed.

To determine whether you have a personal or

family physician, answer the following four ques-

tions.

1. Do you know, without a moment’s hesitation,

whom you would consult or call in case of illness

in yourself or your family?

2. Would you consult this doctor whether the

trouble were abdominal pain, earache, or an in-

jured ankle?

3. Does this doctor know in advance that you

are depending on him and would call him?

4. Do you know, without any doubt, that he

will respond to your call to the best of his ability?

If you can answer “yes” to all of these four
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questions, then you already have a personal or

family physician. If not, you should begin to do

some thinking. A family doctor saves us worry
and anxiety. Periodic health examinations are

well worth our time and either give us assurance

that we can continue our heavy work, or help us

to rearrange schedules so that our lives and use-

fulness can be prolonged. Besides that, it is a source

of personal satisfaction to know that a physician

we trust understands our physical condition and
the physical conditions of the members of our

family, and that he will be available for our

needs. This is being consistent with what we
advise our patients and will increase their faith

in us.

The third challenge is for us to be worthy to

be chosen as a doctor’s family doctor. We must
realize that a doctor’s doctor will be chosen

mainly on the basis of professional accomplish-

ment and proficiency, sincerity and integrity.

Social friendships, memberships in medical organ-

izations, political or civic prominence, church or

country club affiliations will not figure in such a

choice. So it should be a part of every family

doctor’s program to keep himself in such a posi-

tion that he will be considered worthy to take

care of his colleagues and their families.

Doctor—select and consult your family physi-

cian.

WISCONSIN AAGP INVITES EXHIBITS

The Wisconsin Academy of General Practice

has announced that it will accept requests from
physicians and surgeons wishing to present scien-

tific exhibits at the Academy’s Sixth Annual Sci-

entific Assembly, November 30 and December 1,

at the Milwaukee Auditorium.
The Academy has reserved approximately ten

booths for scientific displays and will furnish the

booths, including tables, chairs and electricity, free

to a limited number of applicants. The booths are

ten feet by ten feet. There will also be commercial
exhibitors at the convention.

More than four hundred physicians are expected
to attend the two full days of scientific talks,

which feature speakers from Harvard and Chicago
medical schools, the Mayo Clinic and various other

locations. Last year, three hundred physicians

attended a two-day program at the smaller Hotel
Schroeder.

Qualified physicians and surgeons interested in

presenting scientific exhibits are requested to

write for further information to Robert A. Dufour,
Executive Secretary, Wisconsin Academy of Gen-
eral Practice, 758 North 27th Street, Milwaukee 8,

Wisconsin.

Plan to attend the Iowa State Medical
Society’s Annual Meeting, April 24-27, 1955.

in Des Moines.

TRUDEAU SOCIETY MEETING

The Fall Clinical Meeting of the Iowa Trudeau
Society will take place at Broadlawns Polk

County Hospital, Des Moines, on Sunday, October

17, 1954. The Education Committee of the Iowa
Academy of General Practice will allow three

hours of formal postgraduate credit for attend-

ance at these sessions.

10:00 a.m., Dan Crowley, Jr., M.D., presiding.

Psittacosis in Iowa—Kenneth K. Kingsbury,
M.D., Ottumwa.

Diagnosis of Genito-urinary Tuberculosis

—

John K. Lattimer, M.D., Assistant Clinical

Professor of Urology, Columbia University,

and Director, Research Center for Genito-

urinary Tuberculosis, VA Hospital, Bronx,

New York.
Treatment of Genito-urinary Tuberculosis—Dr.

Lattimer.

Discussion—Rubin H. Flocks, M.D., Head, De-
partment of Urology, S.U.I.

Luncheon—Broadlawns Hospital.

2:00 p.m., Paul Seebohm, M.D., presiding.

Diagnosis and Current Treatment of Osseous

Tuberculosis—Edward T. Evans, M.D., Clin-

ical Associate Professor of Surgery, Univer-

sity of Minnesota, Minneapolis.

Discussion—Donald Blair, M.D., Des Moines.

Modern Practical Methods of Diagnosis and
Treatment of Pulmonary Emphysema—Frank
Martin, M.D., Assistant Professor of Med-
icine, University of Minnesota, and staff mem-
ber, VA Hospital, Minneapolis.

Discussion—Harold Margulies, M.D., Des Moines.

Problem of Pericarditis—David C. Funk, M.D.,

Assistant Clinical Professor of Medicine,

S.U.I., and staff member, VA Hospital, Iowa
City.

COURSE IN INFECTIOUS DISEASES

The University of Minnesota announces a

course in Infectious Diseases for General Physi-

cians, to be held at the Center for Continuation

Study, on the Minneapolis campus, November
18-20. Guest speakers will be Drs. Harry Eagle,

Chief, Section of Experimental Therapeutics, Na-

tional Microbiological Institute, Bethesda, Mary-
land, and Ellard M. Yow, Assistant Professor of

Medicine, Baylor University School of Medicine,

Houston. Dr. Eagle will also present the annual

journal-lancet Lecture on Thursday evening.

November 18. Doctors from the Department of

Medicine of the University of Minnesota Medical

School and from the Mayo Foundation will com-
plete the faculty. Requests for programs and other

information should be addressed to Dr. Robert B.

Howard, Director of the Department of Postgradu-

ate Medical Education, University of Minnesota,

Minneapolis 14.



BLUE CROSS BLUE SHIELD

Physicians Must Continue Active Participation

Because the interest of Americans in prepaid health protection is increasing daily, and

because the pi-essure for so-called complete, low-cost health plans continues unabated, it is

no more than natural that governmental authorities are likely to make an attempt at oblig-

ing them.

Had it not been for the foresight of the doctors and hospitals that created Blue Cross
and Blue Shield, compulsory federal insurance would now be the law of the land.

The public appreciates the many paid in-full benefits, the possibility of retaining coverage

after retirement, the absence of cancellation clauses, and the other excellent features of Blue

Cross and Blue Shield. And it is aware that those Plans have extended coverage to farm-

ers, employees in small businesses, and housewives.

The July, 1954, reader’s digest contained a most effective article for Blue Cross and Blue

Shield entitled “Be Sure You Know What Is in Your Health and Accident Policy.” But how
much more convincing would a strong appeal from a local physician or hospital be as a

means of interesting people in adequate protection!

Some Plans have enrolled well over 50 per cent of the people in their areas. Can you
help increase the percentage enrolled in your community?

Last year, Blue Cross Plans paid $675,000,000 for hospital care rendered to members. That

is $76,954 for every hour of every day. Blue Shield Plans, in 1953, paid $254,485,869 for pro-

fessional services rendered members. Both these figures will be exceeded in 1954.

We think that doctors should both actively support Blue Cross and Blue Shield and help

to guide their destiny.

IF THE DOCTORS SHIRK THOSE TWO RESPONSIBILITIES, CONTROL OF THE
BASIC ECONOMY OF AMERICAN MEDICINE WILL PASS COMPLETELY OUT OF
THEIR HANDS.

The Blue Cross-Blue Shield movement is a giant laboratory experiment which will test

whether our American society is capable of solving a complex social problem on a voluntary

basis. It challenges physicians to exert medical and administrative leadership of the highest

order.

I

Iowa will meet the challenge!



THE JOURNAL BOOK SHELF

BOOKS RECEIVED
CEREBROVASCULAR DISEASE, by James Peter Murphy,
M.D. (Chicago. The Year Book Publishers, 1954. $12.00).

THE CONCEPT OF SCHIZOPHRENIA, by W. F. McAuley,
M.D. (New York, Philosophical Library, Inc., 1954. $3.75).

TEXTBOOK OF PEDIATRICS, Sixth Edition, by Waldo E.

Nelson, M.D. (Philadelphia, W. B. Saunders Company,
1954. $15.00).

THE 1954-55 YEAR BOOK OF MEDICINE, by Paul B.
Beeson, M.D., Carl Muschenheim, M.D., William B. Castle,

M.D!, Tinsley R. Harrison, M.D., Franz J. Ingelfinger,
M.D.. and Philip K. Bondy, M.D. (Chicago, The Year Book
Publishers, 1954. $6.00).

BOOK REVIEWS
Office Gynecology, by J. P. Greenhill, M.D., Sixth

Edition (Chicago, The Yearbook Publishers, Inc.,

1954. $7.75).

The new edition of this standard treatise contains

many new chapters including ones on examination of

the breasts, culdoscopy, and other procedures usually

included in a gynecologic examination. Many of the

standard chapters have been extensively revised,

particularly those dealing with sterility and pre-

invasive carcinoma of the cervix.

This edition is exceptionally well illustrated, and
many of the illustrations are new in this edition. Many
of the minor surgical procedures which can be done
in an office are thoroughly explained and very well

illustrated.

This book is well known to all and can be heartily

recommended to the general practitioner as well as

to the gynecologist.

—

H. Kirby Shiffler, M.D.

Heart Disease and Industry, by Meyer Texton, M.D.
(New York, Grune & Stratton, 1954. $7.50).

The rise in the number of industrial and other legal

claims centering about disease of the heart has been
a constant concern not only to the insurance carriers

but to the physician. As Dr. Samuel A. Levine points

out in a foreword to this work, the average physician
shuns a court appearance because he finds himself
unable to make a precise and unequivocal statement
of cause and effect in some cardiac cases. Time re-

lationships between exertion and myocardial infarc-

tion; what constitutes an accident from the legal point

of view; the concept of aggravation of a pre-existing

cardiac defect—these are among the problems con-
sidered in this book.

The bulk of this volume consists of a careful com-
pilation of 100 consecutive workmen’s compensation
cases involving heart disease. The case reports are

presented in detail, with notation of the particular

problems illustrated by each case. Thus the reader is

able to refer to illustrative case reports in which the

problem of chest trauma, or rehabilitation, or pre-

monitory symptoms, played a part.

As would be expected, most of the cases of heart

disease in this study are of the arteriosclerotic variety,

characterized by angina pectoris and coronary throm-

bosis. Dr. Texton reaches the conclusion that in only

the rarest of instances can a casual relation be estab-

lished between effort and coronary thrombosis. He
seeks to set up criteria by which a decision can be

reached on this question in an individual case, and

expresses the somewhat forlorn hope that “scien-

tific facts will not be compromised to satisfy a legal

interpretation.”

This volume, hailed as the first comprehensive study

of the cardiac case in industry, seems destined to be

a valuable reference work not only for industrial

physicians but for insurance and legal specialists as

well.

—

H. J. Smith, M.D.

Illustrated Review of Fracture Treatment, by Fred-

erick Lee Liebolt, M.D. (Los Altos, Calif., Lange
Medical Publications, 1954. $4.00).

It would appear that the author has gone to some
pains to embellish his notes with illustrations. Un-
doubtedly this type of material will appeal to medical

students, particularly those who desire to review the

treatment of fractures.

—

E. M. George, M.D.

Fundamentals of Anesthesia, prepared under the

Editorial Direction of the Consultant Committee for

Revision of Fundamentals of Anesthesia, a publica-

tion of the Council on Pharmacy & Chemistry of

the AMA, Third Edition (Philadelphia, W. B.

Saunders Co., 1954. $6.00).

This AMA publication is exactly what the name
implies and is most certainly a complete and up-to-

date story of the fundamentals of anesthesia. In out-

line form, it covers the field of anesthesiology from
the standpoint of chemistry, physics, physiology and
pharmacology. It describes the technical procedures

of all agents and methods and the application of fun-

damental principles of anesthesia as they apply to

patients.

This book will be valuable to the medical student

and intern, it is almost a “must” for the resident in

anesthesiology, and for the experienced anesthesiol-

ogist it can be a most valuable reference work.

—

E. P.

Lovejoy, M.D.

Arthritis and Rheumatism, the Diseases and their

Treatment, by Charles L. Steinberg, M.D., and five

collaborators (New York, Springer, 1954. $10.00).

This volume, prepared by a group of physicians from
the Rochester General Hospital combines recent ad-

vances in the treatment of arthritis with a review of

the basic physiology and pathology of this disease.

Excellent bibliographies supplement the test, and
frequent illustrations of good quality are presented.

Every physician will find this book helpful in review-

ing the advances made in the treatment of arthritis.

—E. M. George, M.D.



STATE DEPARTMENT OF HEALTH^o'

COMMISSIONER

POLIOMYELITIS IN IOWA

The following chart gives the number of cases

of poliomyelitis reported in Iowa by month for

the period January 1, 1952, through September 4,

1954. It also shows that Iowa will probably have
well over 1,000 cases reported by the end of the

year.

The 115 cases reported for the week ending
September 4 are the highest for any one week of

1954 and may represent the peak week. Ninety-
one of the 99 counties have reported the 716 cases

to date (September 4).

1952 1953 1954

January 1 7 1

February 3 5 9
March 2 2 4
April 4 4 7
May 6 14 5
June 47 21 26
July 340 59 223
August 1,260 248 326
September 1,034 123 115 (week Sept. 4)
October 664 69
November 168 39
December 35 22

TOTALS 3,564 613 716 (as of Sept. 4, 1954)

VENEREAL DISEASE CONTINUES A SERIOUS
PROBLEM

Syphilis continues to constitute a major public

health problem in Iowa, in terms of numbers
alone, as witnessed by the accompanying graph of

cases reported since 1941. These cases are broken
down by the four basic diagnostic stages.

A few years ago these was reason to believe

that efforts at venereal disease control were well
on the way toward reducing syphilis and gonor-
rhea to maintenance-control levels. Subsequent to

the rise in venereal disease rates during and fol-

lowing the war years, there was a period of

steady decline in the total number of syphilis

cases reported and in the number of cases of early

infectious syphilis (primary, secondary, and early

latent). This trend in early infectious syphilis

has continued through the past fiscal year. How-
ever, the total number of cases reported witnessed

a sharp upturn during the past year, as more and
more attention was devoted to seeking out and
treating the older cases of latent syphilis in our

syphilis reservoir. In addition, the numbers of

confirmed cases of primary and secondary syphilis

reported during the months of June and July have
also shown a decided increase.

Gonorrhea incidence has meanwhile shown only

a slight decrease during the past ten years. It is

quite likely that this is not a true decline, but
rather a slump in the reporting of cases. This let

down in reporting is probably attributable to the

developing of an attitude of complacency and un-
concern as regards the dangers of the disease, on
the part of both the lay public and the practicing

profession. The development of this attitude has
been a natural consequence of the ease of treat-

ment and promptness of cure effected through the

use of the antibiotics.

Although we know morbidity reporting is not
complete, we have an indication of the relative

volume of successful casefinding in the comparison
of the number of cases of syphilis reported by
public agencies with the number reported by
private physicians. This ratio for syphilis is gen-

erally about two private physicians’ cases per

case reported by a public agency.

Long-term trends, quite apart from the effects

of newer treatment methods, do appear to be in

the direction of decreasing incidence for both

syphilis and gonorrhea. However, no infectious

disease in the history of medicine has been eradi-

cated or even partially controlled solely by the

use of effective treatment of infected persons.

Antibiotics and rapid treatment in combination
with casefinding, education, and study of inci-

dence rates may eventually accomplish the job.

We would like to be able to present a preview
or venture a prediction, based on present morbid-
ity trends, as to what we might expect in venereal

disease incidence and prevalence rates in the com-
ing years. However, at the moment, the outlook

is not too hopeful. Barring a moral renaissance,

the reservoirs of venereal infection will remain in

our population, and the method of transmission

of the diseases will continue unaltered. Reduc-
tions in funds available for venereal disease con-

trol activities continue to curtail and limit our

case-finding efforts, thus delaying the rates of

declining incidence and the attainment of our

ultimate goal of control. We may appear pessi-

mistic, but we feel it may be accurately stated
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CASES OF SYPHILIS REPORTED FROM ALL SOURCES — BY STAGE OF DISEASE

Iowa: 1941-1954 Fiscal Years

that unless the present program of casefinding,

diagnosis, and treatment is continued on its pres-

ent high level, there is nothing to prevent vene-
real-disease rates from soaring to all-time highs.

Such an occurrence would hardly be consistent

in a state that boasts one of the higher per-capita

wealths and one of the lower degrees of illiteracy

in the nation. In the face of such possible incon-

sistencies, one can only conclude with a question
—WHY?
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SEMI-ANNUAL REPORT OF TUBERCULOSIS
FIELD PROGRAMS

January I -July I, 1954

A survey of 10 counties was conducted during

the past six months. Every adult, 7th grade and
over, was given an opportunity to have a chest

x-ray. Sixty-three and two-tenths per cent of the

eligible population participated in the program.

County surveys complete at the time of this report ... 8

Number 70 mm. films taken 57.246
Number referred for large films 528
Number 14 x 17 films taken 478

Tuberculosis Found Failed to Report 50

Probably active . . 8 Deceased 3
Probably inactive 25 Too ill 12
Probably healed.. 86 Failed 17
Activity Out of county 9

undetermined 39 Refused 5

Private films 4
158

Non-tuberculous
findings (persons \

with 1 or more)... 192
Healthy chests 128

Total 478

Because of a reduction in the total budget for

the year beginning July 1, 1954, two mobile x-ray

units are being retired. This means that fewer

county-wide programs can be conducted in the

coming year. It also means that with the remain-

ing mobile units we must pinpoint work through

special area studies to localities (industries, parts

of cities, etc.) where the tuberculosis problem

may be greatest.

Contact Case-Finding Programs

Through this service, persons who have had

known or suspected contact with tuberculosis are

tuberculin-tested and x-rayed. Twenty programs

were scheduled for the period. Fourteen were

completed as of June 6, 1954.

Tuberculosis Found

Number 14 x 17 Chest Films Taken 973

Probably active 6

Probably inactive 33

Probably healed 138

Activity undetermined 33

260

Non-tuberculous findings (persons with 1 or more) 185

Healthy chests 528

Total 973

On known and suspected cases of tuberculosis,

continuous follow-through is maintained by coun-

ty and staff nurses under the direction of the

private physician.

Special and Emergency Surveys

Twelve programs were conducted during the

past 6 months. Ten thousand two hundred sixty-

eight (70 mm) films taken. Subjects included

students, school personnel, food handlers, bus

drivers, county homes and communities.

Thirty-five miniature film findings requiring

large films for further evaluation were referred

locally for x-ray.

Fifty-nine (14 x 17) films taken by the mobile

unit revealed 13 cases of inactive and/or healed

tuberculosis and 17 tuberculosis suspects.

Non-tuberculous findings totaled 100. Healthy

chests 6,774. An additional 274 bus drivers re-

ceived large chest x-rays in connection with

contact programs.

Analysis of 880 Non-Tuberculous Findings

County-Wide Program 400. Contact Program 380.

Special Programs 100.

Thoracic Cage Anomaly 12

Bone Lesions 5

Pleural abnormality 132

Postoperative chest 38
Abnormal diaphragm 14

Calcified diffuse granulomatous lesions 51

Pneumonitis 28
Possible neoplasm 28
Hilar node calcification 104
Pneumothorax 6

Fibrosis—cause unknown 94
Inc. bronchovascular markings 14

Bronchiectasis suspect 18
Coin lesion 45
Atelectasis 31
Emphysema 28
Mediastinal mass 31
Abnormal aorta 18
Abnormal heart size/contour 105
Histoplasmosis suspect 4

Soft tissue abnormality 11

Total 880

I. Number cases tuberculosis reported for first time

—

January 1 to June 30, 1954 (physicians, hospitals.
death certificates, other) 361

II. Number cases hospitalized 213
(not hospitalized or not stated) 148

III. Number cases probable tuberculosis found:
County-Wide Programs 158. Contact Programs 260.

Special Programs 13.

Follow-through letters on probable cases of

tuberculosis were sent to physicians for confirma-

tion of diagnosis. Ninety-seven confirmations were
received. (This figure is included in No. 1 above.)

Query letters were sent to physicians regarding

disposition of suspected malignancies (neoplasm-

mediastinal mass-coin lesions) found in all pro-

grams since January, 1954.

Reported for further study 46
Malignancies confirmed—surgically or previously known 7

Number—surgery pending 5

Surgery not indicated 3

Benign lesions and/or no malignancy 20

Refused care 3

Total number 70 millimeter films taken 67,514

Total number 14 x 17 films taken 1,784
Total cases tuberculosis reported 361

HOW ABOUT YOU, DOCTOR?

Of the 2,500 doctors who attended the AAGP
meeting in Cleveland, last March, 500 were
x-rayed as a routine hospital admission exhibit

sponsored by the National Tuberculosis Associa-

tion, the U. S. Public Health Service and the

American Hospital Association. Of the 22 who
were recalled for further studies, ten had films

suggestive of pulmonary tuberculosis; four were
suspected of having cardiovascular disease; and
eight were thought to have other pathologies.
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DIABETES INSTITUTE

On Friday, November 5, 1954, an Institute on
Diabetes will be conducted at University Hos-

pitals, Iowa City, under the joint sponsorship of

the College of Medicine, State University of Iowa,

and the State Department of Health, Division of

Gerontology, Heart and Chronic Disease. The
program is to be as follows:

9:30 a.m. Registration
10:00 a.m. Walter L. Bierring, M.D., presiding
“Some Current Problems in Diabetes”
Robert C. Hardin, M.D., professor of medicine at

S.U.I. and governor for Iowa of the American
Diabetes Association

"Diet in Diabetes”
Elizabeth Yearick, chief therapeutic dietician,

University Hospitals
“Pregnancy in Diabetes”
William C. Keettel, M.D., professor of obstetrics
and gynecology, S.U.I.

12:30 p.m. Luncheon—University Hospitals
2:00 p.m. Dr. Hardin presiding
“Diabetic Neuropathy”
Arthur G. Lueck, M.D., Des Moines

"Experiments Related to Diabetic Retinopathy and
Kimmelstiel-Wilson’s Disease”
Bernard Becker, M.D., professor of ophthalmology,
Washington University, St. Louis, Mo.

"Surgery in Diabetes”
Sidney E. Ziffren, M.D., professor of surgery,
S.U.I.

"The Heart in Diabetes”
William B. Bean, M.D., professor of medicine,
S.U.I.

6:00 p.m. Dinner—VA Hospital, Iowa City
7:30 p.m. Dr. Hardin presiding
“Office Treatment of Diabetes”
Henry T. Ricketts, M.D., professor of medicine,
University of Chicago, and member of the coun-
cil, American Diabetes Association

TRENDS IN T-B HOSPITALIZATION

Drs. Abraham Gelperin and L. J. Galinsky, of

Des Moines, together with Dr. R. J. Anderson and
Mr. A. P. Iskrant of the U. S. Public Health Serv-
ice, have published a study of trends in discharge
and length of patient stay at the tuberculosis
division of Broadlawns Polk County Hospital, in

the August, 1954, issue of public health reports.

The review, covering the years 1946-1953, in-

clusive, shows an increase in the numbers of dis-

charges “with advice” from 40 to 70 per cent,

roughly, as distinguished from discharges as

"dead” and as “against advice.” The improvement
was accomplished at the expense of a longer
average, hospitalization per patient, but the
authors note that the average hospital stay ap-
pears to have reached a peak in 1949 and to be
on the decline. Since 1951, a large proportion of

patients discharged with advice have been placed
on “home care,” and, largely as a result of that
technic, the period of hospitalization for cases
discharged between July and October, 1953, was
less than one-quarter that of patients discharged
during 1951.

U OF M DEDICATES MAYO MEMORIAL
BUILDING

A 14-story structure erected at a cost of $20,-

000,000 as a memorial to the Drs. Mayo, of Roches-

ter, is to be dedicated on October 21 and 22 on

the Minneapolis campus of the University of Min-

nesota. It will house numerous units of the med-

ical school, as well as several sections of Univer-

sity Hospitals, the original buildings of which it

adjoins.

The speakers who are to have parts in the ded-

icatory program include Drs. A. C. Furstenburg,

Dean of the Medical School and Chairman of the

Department of Otolaryngology, University of

Michigan; O. A. Brines, Professor of Pathology,

Wayne University; F. H. Krusen, Professor of

Physical Medicine and Rehabilitation, Mayo
Clinic; J. Chassar Moir, Nuffield Professor of

Obstetrics and Gynecology. Oxford; H. W. Wolt-

man, Professor of Neurology and Psychiatry,

Mayo Clinic; Jack Masur, Assistant Surgeon Gen-
eral, U.S.P.H.S.; W. H. Sebrell, Director, National

Institutes of Health, U.S.P.H.S.; Charles A. Jane-

way, Professor of Pediatrics, Harvard; R. R.

Newell, Professor of Medicine, Stanford; and
L. A. Scheele, Surgeon General, U.S.P.H.S.

COOPERATIVELY PLANNED HOSPITAL CARE

The Office of Defense Mobilization has issued

to hospital administrators a handbook entitled

“Mobilizing Your Personnel Resources for Better

Patient Care,” the first of a series describing ways
to increase the productivity of their personnel.

The booklet suggests that each aspect of the insti-

tution’s program be planned jointly by the people

who will carry it out, and outlines means of de-

veloping leadership qualities in the staff. The
Joint Commission on the Improvement of Patient

Care, which cooperated with the governmental

agency in the preparation of the handbook, con-

sists of representatives of the AMA, the American
Hospital Association, the American Nurses’ Asso-

ciation and the National League for Nursing.

Copies can be secured from the Government
Printing Office for twenty-five cents each.

OMAHA MID-WEST CLINICAL CONFERENCE

The Twenty-Second Annual Clinical Assembly
of the Omaha Mid-West Clinical Society will be

held at the Hotel Paxton, Omaha, October 25-28,

1954. An outstanding group of guest speakers and
Society members will present addresses, clinics

and panel discussions, question-and-answer peri-

ods, motion pictures and scientific exhibits. The
complete program will be available about Octo-

ber 1, from the Executive Secretary, 1031 Medical
Arts Building, Omaha 2.
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LINES FROM THE PRESIDENT

It hardly seems possible that Autumn with its

tapestry of colors is here. Its beauty re-awakens

our belief in immortality, giving new life to our

objectives and creating a challenge for, us to do

better Auxiliary work. Activity in the tremen-

dously important field of HEALTH is indeed a

privilege of Auxiliary members.

The theme of the National Conference of Aux-
iliary State Presidents and Presidents-Elect to be

held in Chicago next month is “Leadership in

Community Health.” This conference is an annual

affair, the purpose of which is to acquaint state

leaders with the objectives of the national pro-

gram and to facilitate their exchanging ideas con-

cerning work being carried on all over the United

States. No two states are alike, any more than our

smaller communities are identical. Consequently,

the national and state Auxiliary programs are set

up to meet the needs of many, and it is wise for

each community to select those activities which

suit its requirements. In preparation for commu-
nity health leadership, we must be organized to

do effective work. Strength lies in unity. By con-

tinued payment of our dues, we can help to give

strength to the Auxiliary and thereby help to

maintain freedom of direction for doctors in min-

istering to the health needs of our nation.

Some new county Auxiliaries have all ready

shown great accomplishment in the organization

of Future Nurses Clubs. Fall is a good time to

take the young girls through local hospitals. Make
every occasion a festive one by means of teas,

flash pictures, good publicity in local papers, and

door prizes. Remember that a good money raising

project for these Clubs is the selling of today’s

health. You may leave as much as 50 per cent

of the subscription rate in your Future Nurses

Club treasury, as long as sales of the magazine

go through the Auxiliary and its members. This

method of raising money has a double significance

—the dissemination of authentic health informa-

tion and support of activities for girls who may
one day be nurses.

Have you planned to add to the State Auxiliary

Nurses Loan Fund? At present we have four

girls who are receiving loans: two seniors who
expect to be graduated this fall—one in Palo

Alto and the other from Dallas County. We have
a second-year nurse from Appanoose County, and
our newest loan-fund girl is from Des Moines
County. Do try to allocate as much as possible

of your local budget to this fund, for we have

several new applications for loans.

During the last year, the Committee on work
for the Handicapped reported five sales held in

the state from which 150 handicapped persons

received benefit. A total of $3,641 worth of mer-

chandise was sold. These items included rugs,

pillow slips, children’s clothes, leather goods,

stuffed toys and other products. It is gratifying

to know that more and more handicapped persons

are using the Auxiliary sponsored sales as a

market for their hand-work. The Committee
Chairman, Mrs. H. C. Merillat, Des Moines, has

announced that sales for 1954 are already sched-

uled. We recommend that Auxiliaries planning to

have sales notify neighboring counties so that

results may be greatly increased.

Repetition is the mother of study and learning.

May I again urge you to report regularly to the

Publications and to the Press and Publicity Chair-

men of our State Auxiliary. Outstanding county

meetings deserve plenty of “picture takers.” Be-

gin planning your entrance to the activity exhibit

for the Annual Meeting now. We hope to have

achievement awards in the future. Do read the

bulletin and the Iowa woman’s auxiliary news.

These publications are a source of information

which will help you and your Auxiliary to be-

come better leaders in community health.

Mrs. Lester R. Hegg
President

CREDO FOR AN AUXILIARY

1. I am your opportunity as doctors’ wives to be

identified with the medical profession;

2. I support and interpret the ideas and ideals

of the medical association;

3. I am an auxiliary and am not independent;

4. It’s not my size; it’s my influence that will

make me live;

5. I am as wide as the vision of my membership;

6. I am your auxiliary; I am what you make me.

Wyoming Medical Auxiliary News
June 1954
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The darker of the two shadings on this map indicates counties with organized Auxiliaries. The lighter shading marks
the counties in which there are members-at-large, the small Arabic numbers showing how many.
The Auxiliary to the Iowa State Medical Society is growing, but a great deal of organizing still remains to be done.

By this time next year, let’s be able to shade every county on this map!

EVERY DOCTOR'S WIFE A FULL PARTNER

To be a full partner in her husband’s and her

chosen work, it is essential for every doctor’s wife

to become a member of her county and state

Auxiliary.

The Auxiliary needs her and she needs the

Auxiliary.

In unity there is strength, and in strength there

is power to carry on the good works and deeds of

a noble profession that will live on long after us.

To be an active member of your Auxiliary is a

privilege, not a duty.

GOALS—Every Iowa County Organized by 1955

Ten per cent increase for Iowa Mem-
bership

SLOGAN—Be a Full Partner

Iowa Statistics:

97 Medical Societies

39 Organized Auxiliaries

60 Unorganized Counties

21 Counties with Members-at-Large
39 Counties with no members

850 Total Auxiliary Memberships

A good Auxiliary is an active Auxiliary.

Years of participation in Auxiliary does not give

us a one way ticket to deadhead.

Your state president, organization chairman and

your councilors are waiting to help you. Please

call on any one of us or all of us at any time. All

officers’ names and addresses are listed in the Year

Book for your convenience.

Jane King (Mrs. Dean H.)

Chairman, Organization

THE PRESIDENT REPRESENTS AUXILIARY

Mrs. Lester R. Hegg, President of the State

Auxiliary, attended the Sixth Annual Health Edu-
cation Workshop at Iowa State College, Ames,
July 14-16. She was chairman of one panel dis-

cussion and toastmistress at the July 14 evening
meeting. A large group of professional organiza-

tions and lay organizations with health programs
participate in these workshops, the purpose of

which is “to demonstrate how community health

problems can be solved through health education

methods.” Mental health, nutrition, health educa-

tion methods and health legislation provided the

bases of discussion.
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SPEAKERS' BUREAU SCHEDULES
RADIO

WOI—Ames, Iowa
Thursday at 11:15 a.m.

“Music With Your Meals”

October 7 The Evening Meal
October 14 Eating Between Meals
October 21 Psychology of Eating

October 28 Special Diets

WSUI—Iowa City, Iowa
Tuesday at 11:45 a.m.

“Train Up a Child”

October 5 Discipline Is Not a Bad Word
October 12 The Child and Money
October 19 Unusual Behavior and

Physical Defects

October 26 Phantasies' and Fibs

TELEVISION

WOI-TV—Ames, Iowa
Friday at 9:30 p.m.

October 1 So You’re Going to Have
an Operation

October 8 What Does the Pathologist Do?
October 15 How Are Anesthetics Given?

October 22 . . Dentistry (in cooperation with the

Iowa State Dental Society)

October 29 . . What to Do in Case of Emergency

MRS. COFFIN REPRESENTS AUXILIARY

Dr. and Mrs. L. A. Coffin represented the Iowa
State Medical Society and Auxiliary at the state-

sponsored eightieth birthday celebration of Amer-
ica’s thirty-first President, Herbert C. Hoover, at

West Branch, Iowa August 10, 1954.

There were senators, congressmen, governors,

former governors, admirals, generals, business and
industrial magnates present. Mr. Hoover received

enthusiastic and affectionate homage from Iowans
and the visitors. Few men in our country’s his-

tory have been privileged to serve our nation in

so many important capacities.

MODEL NURSING-HOME ORDINANCE REVISED

The National Board of Fire Underwriters has

announced publication of a new edition of its

“Suggested Ordinance on Nursing, Convalescent
and Old Age Homes.” The revision brings up to

date the suggested ordinance first drawn up in

1945. Copies can be secured from the Board, 85

John Street, New York City 38.

Today s Health Subscription Contest

Woman's Auxiliary to the AMA
July I, 1954, to April 30, 1955 (midnight)

PRIZES: The sum of $480.00 will be divided

among five groups as follows:

First prize $40.00, second prize $25.00, and third

prize $15.00 for county groups.

Group 1. Auxiliaries with a membership of 1

to 18.

Group 2. Auxiliaries with a membership of 19

to 35.

Group 3. Auxiliaries with a membership of 36

to 99.

Group 4. Auxiliaries with a membership of 100

or over.

First prize $40.00 for State (computed on basis

of membership).
The more subscriptions the more points:

One-year subscription—one point.

A two-year subscription—two points.

A three-year subscription—three points.

A four-year subscription—four points.

A six-months subscription—one-half point.

Subscriptions may be mailed directly to:

today’s health Magazine
American Medical Association

535 North Dearborn Street

Chicago 10, Illinois

(Auxiliaries in Group 1 counties must have at

least 25 points to qualify for a cash prize. Credit

cannot apply to orders sent through a magazine
subscription agency.)

remember

The Medical Auxiliary remits to the Chicago
Office of today’s health only on the basis of the

50 per cent rates.

All commissions earned by the local Auxiliary

on any regular rate subscriptions are to be used

by the local Auxiliary in any way it chooses.

Regular Orders from Schools Orders from Auxiliary Members,
Rates and Laity Physicians and Dentists

1 year $3.00

2 years $5.00

3 years $6.50

4 years $8.00
6 months $1.60

Collect $3.00—Remit $1.50
Collect $5.00—Remit $2.50
Collect $6.50—Remit $3.25
Collect $8.00—Remit $4.00
Collect $1.60—Remit $ .80

Collect $1.50—Remit $1.50
Collect $2.50—Remit $2.50
Collect $3.25—Remit $3.25
Collect $4.00—Remit $4.00 (Doctors’ choice)
Collect $ .80—Remit $ .80
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ORGANIZING A WEIGHT CONTROL PROJECT

Today there is a great mass of knowledge re-

garding obesity and its effect on health and dis-

ease. The need for application of this knowledge
is evidenced in millions of persons in the United
States who are overweight. An estimated 30,000,000

of these are 10 per cent overweight, and another

15,000,000 are 20 per cent or more heavier than

they should be.

Many of these people find it difficult to lose

weight successfully. Some do manage to lose it,

but cannot maintain the weight loss. Some over-

weight persons have found it helpful to attend

classes on weight control for the following rea-

sons: such class-meetings stimulate self-assurance

in tackling a diet, provide encouragement usually

absent in the home and social setting, nurture a

sense of accomplishment, provide a new frame-

work within which change is promoted for each
person, and allow for inter-personal reactions.

In the weight-control study sponsored by the

Louisville Nutrition Committee at Louisville, Ken-
tucky, 86.1 per cent of the participants lost weight
in significant amounts; 2.5 per cent maintained
their initial weight; and one person gained weight.

An attempt was made to check this group at the

end of 26 weeks. Only 20 per cent of the group
could be checked at that time but 79 per cent of

those had lost weight, and the average loss per

person was 11 pounds.

About 200 overweight persons were observed
over a period of time in an attempt to evaluate

their response to a group environment set up to

help them adhere to the limitations of a reduction

diet at Herrick Memorial Hospital, in Berkeley,

California. This study showed that application of

group methods to the problem of weight reduction

is effective in bringing about satisfactory weight
loss for a majority of participants.

Other studies have also shown that overweight
people achieve a more significant weight loss when
they meet as a group, than when they attempt
weight reduction by themselves.

There is interest in the group approach to

weight control in Iowa. The Nutrition Service of

the State Department of Health will give assist-

ance in organizing groups after certain standards

are met. The project must be approved by the

local county medical society. Each participant

must obtain a certificate of approval from his

physician. The leader is required to have formal
training in foods and nutrition and so may be a

a doctor, nurse, dietitian, or home-economics grad-

uate. An outline is available to such a leader to

use as a guide for a series of classes to give nutri-

tion information, rather than help people to meet
emotional needs.

The objectives in such a community program
on weight control are as follows: to convince men
and women that overweight is a health problem
which affects life expectancy as well as personal

well being, to urge those whose weight is above

normal to see a physician before embarking on a

reducing program, to point out the many advan-

tages of reaching and maintaining normal weight,

to emphasize that reducing safely takes time and

requires the establishment of permanent new eat-

ing habits so that weight will remain normal, to

remind people that every diet should include ade-

quate amounts of essential foods, and to encourage

those whose weight is normal to watch it and keep

it so.

Medical doctors have assisted with organizing

and teaching these classes. Some have referred

patients to the classes.

Write to the Nutrition Service, Iowa State De-
partment of Health, State Office Building, Des
Moines, Iowa, for further information about a

weight control project.

CANCER SOCIETY GRANTS FUNDS TO S.U.I.

The State University of Iowa received a $15,000

institutional grant for the year beginning Sep-

tember 1, 1954, from the American Cancer Soci-

ety. The allocation for the previous year was
$10,000. The sum will finance various studies,

including research concerning “an enzyme in

fluids from the male sex glands which is be-

lieved responsible for spreading of cancer from its

original site,” concerning the chemical nature of

other enzymes, and concerning chemical systems

involved in tissue grown in laboratory cultures.

P. J. Leinfelder, M.D., professor of ophthal-

mology at the university, was given $6,500 for a

ten-month period beginning September 1, to study

the effects of altered metabolism on the growth
and function of cells in culture.

These two new allocations raise to $42,500 the

amount of aid given to cancer research at S.U.I.

and Iowa State College thus far this year by the

national organization. In addition, the Iowa Divi-

sion has made $51,566 available during the same
period.

TENTATIVE APPROVAL FOR BLOOD
FOUNDATION

Both the American Association of Blood Banks

and the American Society of Clinical Pathologists

have given “approval in principle" to a plan to

establish a nationwide blood-collecting, storing,

and distributing system, based on the clearing-

house plan used by banks to exchange money and

credit. Both groups acted at their meetings in

Washington, D. C., and the AMA has also given

its approval.

Under the system, a blood “deposit” could be

made anywhere in the country and credited to an

individual in another locality.



SOCIETY PROCEEDINGS

MEETINGS

Black Hawk

Dr. Hamlin Mattson, associate professor of sur-

gery at the University of Minnesota, was guest

speaker at the September 21 meeting of the Black
Hawk County Medical Society. His topic was
“Hernia.”

Linn

A clinical professor of surgery at Western Re-
serve University, Cleveland, Dr. Donald M.
Glover, spoke on “Urgent Surgery of Infancy and
Childhood” at the September 5 meeting of the

Linn County Medical Society. Drs. Morgan J.

Foster and Clyde B. Meffert, of Cedar Rapids,

were the discussants.

Polk

On September 24, the Polk County Medical

Society held its fall party. At the first scientific

session of the season, to be held on October 20

at the Savery Hotel, Dr. John S. DeTar, of Milan,

Michigan, speaker of the Congress of Delegates

of the American Academy of General Practice,

will speak on “Problems Facing Family Physi-

cians.”

Scott

Dr. Tague C. Chisholm, of Minneapolis, ad-

dressed the September 7 meeting of the Scott

County Medical Society on “Emergency Surgery
in Infants.” Dr. Chisholm is a clinical assistant

professor at the University of Minnesota and lim-

its his practice to pediatric surgery.

Webster

Torrential downpours failed to spoil the second

annual picnic of the Webster County Medical

Society and its Auxiliary on August 21, at Dr.

Emerson Dawson’s river cabin.

Woodbury

At the September 16 meeting of the Woodbury
County Medical Society, at the Mayfair Hotel in

Sioux City, Dr. Charles Read, assistant professor

of pediatrics at the S.U.I. College of Medicine,

spoke on “Babies of Diabetic Mothers.”

DEATHS

Dr. Frank W. Cowgill, 72, who practiced med-
icine for many years in Zearing and Nevada, died,

during the last week in August, at Altadena, Cal-

ifornia. He had been in ill health since suffering

a stroke in 1947.

Dr. Arthur Alphonse Garsule, 58, Davenport
physician and surgeon, died on August 26, of

myocardial infarction. He was a founder of the

Central Clinic, and was president of the Scott

County Medical Society in 1945.

Dr. Dennis F. Fitzpatrick, 78, a Life Member
of the Iowa State Medical Society, died in his

office in Iowa City, on August 26, following a

heart attack.

Dr, Edward Burrson Williams, 85, a physician at

Montezuma since 1899, died on August 15 at his

home there. He was a Life Member of the Iowa
State Medical Society.

Dr. Frank H. Creamer, 68, of Boone, a Life

Member of the Iowa State Medical Society, died

at the Veterans Administration Hospital in Iowa
City on August 14, after a lingering illness. He
practiced 42 years in Dupree, South Dakota, and

had been in retirement since his return to Iowa.

Dr. Otis Rudolph Wolfe, 69, of Marshalltown, a

specialist in the surgery of cataracts in children,

died on September 11 at Rochester, Minnesota.

WEBSTER COUNTY POSTGRADUATE COURSE

Sessions of the Webster County Medical Soci-

ety’s postgraduate course will be held on October

6 and 20, at the Warden Hotel, in Ft. Dodge.

On the first of those dates, Drs. J. W. Culbert-

son, J. W. Eckstein and J. E. Odell, of the S.U.I.

College of Medicine, will compose a panel for the

discussion of Rheumatic Fever in Children.

On the second date, Dr. S. C. Cullen, of the

S.U.I. College of Medicine, will speak on Anes-

thesia Emergencies.
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Roentgenographic pattern of colon

(1) Ascending colon filled.

(2) Unsegmented mass propelled through
transverse colon.

(3) Propulsive force follows mass through
descending colon.

(4) Pelvic colon reservoir filled.

mass propulsion .
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Reestablishing Bowel Reflexes with Metamucil®

Nervous fatigue, tension, injudicious diet, failure to

establish regularity, too little exercise, excessive use of

cathartics—all factors which contribute to constipation .

2

Oufficient hulk and sufficient fluid form the

basic rationale of treatment of constipation with

Metamucil.

Metamucil (the mucilloid of Plantago ovata)

produces a bland, smooth bulk when mixed

with the intestinal contents. This bulk, through

its mass alone, stimulates the peristaltic reflex

and thus initiates the desire to evacuate, even in

patients in whom postoperative hesitancy exists.

Factors Contributing to Chronic Constipation

Such gentle stimulation is of distinct advantage

in reeducating and reestablishing those reflexes

which control bowel evacuation. Many factors

may pervert the normal reflexes, causing finally

chronic constipation. Among them are : nervous

fatigue and tension, improper intake of fluid,

improper dietary habits, failure to respond to

the call to stool, lack of physical exercise and
abuse of the intestinal tract through excessive

use of laxatives. 2

Correction of constipation logically, there-

fore, lies in the suitable adjustment of these fac-

tors. The characteristics of Metamucil permit

the correction of most of these factors : it pro-

vides bulk
;
it demands adequate intake of fluids

(one glass with Metamucil powder, one glass

after each dose) ; it increases the physiologic de-

mand to evacuate; and it does not establish a

laxative “habit.” Metamucil, in addition, is in-

ert, and also nonirritating and nonallergenic.

Dosage Considerations

The average adult dose is one rounded tea-

spoonful of Metamucil powder in a glass of

cool water, milk or fruit juice, followed by an

additional glass of fluid if indicated.

Metamucil is the highly refined mucilloid of

Plantago ovata (50%), a seed of the psyllium

group, combined with dextrose (50%) as a dis-

persing agent. It is supplied in containers of 4,

8 and 16 ounces. Metamucil is accepted by the

Council on Pharmacy and Chemistry of the

American Medical Association. G. D. Searle

& Co., Research in the Service of Medicine.

1. Best, C. H., and Taylor, N. B. : The Physiolog-

ical Basis of Medical Practice: A Text in Applied

Physiology, ed. 5, Baltimore, The Williams & Wil-

kins Company, 1950, pp. 579-583.

2. Bargen, J. A. : A Method of Improving Func-
tion of the Bowel, Gastroenterology 13 :275 (Oct.)

1949.
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Something NEW

is Cooking
The Month in Washington

MORE INSURANCE NOW AVAILABLE

HOW THESE AMOUNTS

WOULD HELP IN PAYING ESTATE TAXES IN

CASE YOU ARE ACCIDENTALLY KILLED . .

.
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included
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SPECIFIC BENEFITS also for loss of sight.

LIMB OR LIMBS FROM ACCIDENTAL INJURY

HOSPITAL INSURANCE also for our members
and their families

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years Old

Physician» Casualty & Health Ass’ns.

Omaha 2, Nebraska

Washington, D. C.—When the 84th Congress
convenes in January, the Eisenhower Administra-
tion will press for passage of at least two bills

that failed to get through last session, reinsurance
and a new program of medical care for military

dependents. The former was decisively defeated

in the House. The latter did not reach a vote in

either chamber.

In a radio address summing up his Administra-
tion’s legislative achievements, Mr. Eisenhower
confirmed that he was prepared to renew the fight

next session to have the federal government set

up a system for reinsuring health insurance pro-

grams. He declared: “Health reinsurance we are

going to put before Congress again because we
must have a means open to every American fam-

ily so that they can insure themselves cheaply
against the possibility of catastrophe in the med-
ical line.”

There have been no indications how far the

Administration would go in amending the rein-

surance bill to satisfy its critics. It is possible also

that if all objectionable features were removed
there would be little left of the bill.

At Senate and House hearings, reinsurance was
roundly denounced by most witnesses, for a vari-

ety of reasons. AMA’s position was that reinsur-

ance wasn’t needed because private funds are

available for the limited amount of reinsurance

that could be used, and that in addition the pro-

gram projected the federal government too far

in the direction of control of medical care.

Later in the session, Mr. Eisenhower himself

and Mrs. Hobby made every effort to win over

critics of reinsurance, and to force the bill through

Congress. In the light of these efforts—including

a nationwide radio appeal by Mrs. Hobby—the

defeat of the bill in the House of Representatives

was regarded as one of the most surprising suf-

fered by the Administration on any domestic

legislation.

Currently Secretary Hobby and Chairman
Charles Wolverton of the House Interstate and
Foreign Commerce Committee are attempting to

bring together all parties interested in health leg-

islation to see if a compromise can be worked out

on reinsurance.

Although the dependent medical care bill wasn’t

passed, this fact was not in any way regarded as

a defeat for Mr. Eisenhower. The bill was offered

in the Senate in plenty of time for action, but

the introduction of the House bill was held up
until Defense Department could estimate the first

year’s cost, eventually set at $67 million. At any

rate, neither Senate nor House Armed Services

Committee held hearings on the measure.

In another statement, Mr. Eisenhower made it

clear that he expects the next Congress to do
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<V
. . . the gastric secretion is the immediate agent of mucosal

tissue digestion . . . . Opposed to this stands the defensive factor

. . . the two-component mucous harrier
?1

[the protecting layer

of mucus and the mucosal epithelium].

Rotational gastroscopic views showing coating effect V/2 hours

after administration of Amphojel.
2

Causation — key to treatment in peptic ulcer

Through topical action alone, Amphojel

contends with the local causes of ulcer

—

aggressive acidity coupled with impairment

of the wall defenses. Providing a dual ap-

proach, Amphojel combines two aluminum

hydroxide gels, one reactive, one demul-

cent. The reactive gel combats the attack-

ing factor in ulcer by promptly buffering

gastric acid. The demulcent gel promotes

healing of the denuded mucosa by forming

a viscous, protective coagulum.

Amphojel—nonsystemic, nontoxic— pro-

vides time-proved fundamental therapy in

peptic ulcer.

AMPHOJEL!
ALUMINUM HYDROXIDE GEL

Supplied: Liquid, bottles of 12 fluidounces

Tablets, 5 grain, boxes of 30, bottles of

100; and 10 grain, boxes of 60 and 1000

References: 1. Hollander, F. : Arch. Int. Med. 93:107 (Jan.) 1954

2. Deutsch, E.: Scientific Exhibit, Gastroscopy,
Interim Session A.M.A., St. Louis, December, 1953

®
Philadelphia 2, Pa.
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Cook County Graduate School of Medicine

Intensive Postgraduate Courses

SURGERY—Surgical Technic, Two Weeks, October 11,
November 8

Surgical Technic. Surgical Anatomy & Clinical Sur-
gery, Four Weeks, October 11

Surgical Anatomy & Clinical Surgery, Two Weeks,
October 25

Surgery of Colon & Rectum. One Week, October 25
Breast & Thyroid Surgery. One Week, October 25
Thoracic Surgery, One Week, October 11
Esophageal Surgery, One Week, October 4

General Surgery, One Week or Two Weeks, October 4
Gallbladder Surgery, Ten Hours, October 25
Fractures & Traumatic Surgery, Two Weeks, October

25
GYNECOLOGY—Office & Operative Gynecology. Two

Weeks, October 18
Vaginal Approach to Pelvic Surgery, One Week,
November 1

OBSTETRICS—General & Surgical Obstetrics, Two
Weeks, November 1

MEDICINE—Electrocardiography & Heart Disease, Two
Weeks, October 11

Gastroenterology, Two Weeks. October 25
Gastroscopy, Two Weeks. November 8

RADIOLOGY—Diagnostic Course. Two Wfeeks, Oc-
tober 4

Clinical Uses of Radio Isotopes, Two Weeks, Octo-
ber 4

PEDIATRICS—Clinical Course, Two Weeks, by ap-
pointment

Congenital & Rheumatic Heart Disease in Infants &
Children, One Week, October 11 and October 18
Two Weeks, October 11

DERMATOLOGY—Intensive Course, Two Weeks, Oc-
tober 18

CYSTOSCOPY—Ten-Day Practical Course, every two
weeks

Teaching Faculty—Attending Staff of Cook Co. Hospital

Address: Registrar, 707 South Wood St„ Chicago 12, III.

POSTGRADUATE COURSES
INDUSTRIAL & OCCUPATIONAL

MEDICINE

December 6, 7 & 8, 1954

Sponsored by the

JOINT COMMITTEE ON INDUSTRIAL HEALTH of the
AMERICAN MEDICAL ASSOCIATION

AMERICAN ACADEMY OF GENERAL PRACTICE
INDUSTRIAL MEDICAL ASSOCIATION

Presenting Fifteen Outstanding Guest Instructors,
Including the Medical Directors of Several of the Large
Industrial Organizations of the Nation.

CLINICAL NEUROLOGY

January 24, 25, 26 & 27, 1955

Guest Instructors:

ADOLPH L. SAHS. M.D., State University of Iowa.

D. BERNARD FOSTER, M.D., The Menninger Founda-
tion.

In addition to Six Members of the University Faculty.

Primarily a Bedside Teaching Program.

For program announcement and information, write:

Extension Program in Medicine

UNIVERSITY OF KANSAS SCHOOL OF MEDICINE

Kansas City 12, Kansas

something about improving and making more uni-

form the system of medical care for servicemen’s

families. Congress, he said, “must eventually meet
certain imperative needs of the members of the

armed forces.” He explained that servicemen now
“lack adequate medical care for dependents. . . .

It is most important that these needs of the armed
forces personnel serving their country often in

remote corners of the world engage our serious

consideration.”

Although the American Medical Association has

not had an opportunity to testify on the dependent
care plan before Congressional committees, it has

made its views known to the Defense Department.

In general the AMA is not opposed to Defense

Department proposals that a more uniform system

be worked out, and that the federal government
bear most of the cost. On one important point,

however, the recommendations of the Department
and of the Association are in direct conflict: The
Department would have the military medical de-

partments themselves furnish dependent medical

care wherever they could, with service families

going to private physicians and private hospitals

only where the uniformed physician couldn’t

handle them. The Association, on the other hand,

proposes that dependents be cared for by the

military medical departments only where civilian

medical facilities are inadequate to furnish proper

care.

Federal officials, meanwhile, are busy prepar-

ing to put into effect the new health bills passed

by Congress. Basic state allotment percentages

have been worked out for the new Hill-Burton

program (for facilities other than complete hos-

pitals) and for the expanded vocational rehabili-

tation program. The Internal Revenue Bureau is

about to issue detailed instructions to taxpayers

regarding changes in medical-expense deductions

and other benefits in the new tax law.

ARTHRITIS RESEARCH FELLOWSHIPS

The Arthritis and Rheumatism Foundation, 23

West 45th Street, New York City 36, is offering

postdoctoral fellowships ranging from $4,000 to

$6,000 per year and senior fellowships for experi-

enced investigators paying from $6,000 to $7,500

per year, in the basic sciences related to arthritis.

The deadline for applications is October 15, and

awards will be made in January.

UROLOGY PRIZE

The American Urological Association, 1120

North Charles Street, Baltimore 1, offers prizes

of $500, $300 and $200 for essays on the result of

clinical or laboratory research in urology. Com-
petition is limited to urologists who have been

graduated no more than ten years and to men in

training to become urologists. The deadline is

January 1.
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St. Joseph Sanitarium
Supervision Sisters of Mercy

P. O. Box 236
DUBUQUE, IOWA

or phone 3-8291 for information

Mild Mental and Nervous Cases
also

Convalescent and Rest Patients
Shock Therapy Hydrotherapy

Occupational Therapy

COMPETENT STAFF

ANNUAL CLINICAL CONFERENCE
CHICAGO MEDICAL SOCIETY

March 1, 2, 3. 4, 1955 Palmer House, Chicago

Lectures—Daily Teaching Demonstrations—Color Telecasts

The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should be a MUST
on the calendar of every physician. Plan now to attend and make your reservation at

the Palmer House.

SAINT BERNARD’S HOSPITAL
Council Bluffs, Iowa

Established 1887 Capacity 200 beds

Under the Supervision of the Sisters of Mercy

An Institution for the Study and Treatment

of Nervous and Mental Disorders.

Conditioned Reflex and Antabuse Therapy

for Alcoholism

Affiliated With Creighton University

WILLIAM E. ASH, M.D., Medical Director

JAMES D. MAHONEY, M.D., Associate Director RICHARD B. LEANDER, M.D.



PERSONALS

Dr. H. N. Boden, who has practiced for eight

years or more at Osceola, left, early in August,

for Santa Ana, California. His principal reason

for moving was his wife’s ill health.

Dr. Cyi'il J. Ryan moved his practice from
Creston to Clinton early in August.

On August 16, Dr. Richard A. Hastings, Ottum-
wa radiologist, reported for Navy servipe at Great
Lakes Naval Training Station. He has been an
associate of Dr. S. F. Singer.

After 35 years of practice in Centerville, Dr.

W. E. West, an EENT specialist, closed his office

on August 1.

Dr. Dexter H. Hake, a 1953 graduate of the

College of Medicine at S.U.I., has joined the

Mater Clinic, at Knoxville. He interned, this past

year, at Keifer Maternity Hospital, in Detroit.

Dr. G. M. Edvenson has associated himself with

Dr. A. W. Burgess at Iowa Falls. He is a graduate

of the College of Medicine at S.U.I., and recently

completed a three-year surgical residency at

Augustana Hospital, in Chicago.

Dr. Dale Undem has joined Drs. D. F. Rodawig
and P. A. Scott in practice at Spirit Lake. Since

his graduation from the S.U.I. College of Medi-

cine, in 1953, Dr. Undem has interned at the Good
Samaritan Hospital, Portland, Oregon.

Dr. Lowell J. Peck, a graduate of the College of

Medicine at S.U.I. who interned at Tripler Gen-
eral Hospital, in Honolulu, has joined Dr. W. K.

Kierrzle in practice at Wellsburg.

Dr. E. R. Leonard began practice in Fontanelle

on September 1. He is a graduate of the medical

school at the University of Nebraska and prac-

ticed in northwest Iowa until six years ago, when
he began work for the Veterans Administration.

In government employment he has been stationed

at Boise, Idaho, and Medford, Oregon.

After a short time in Marengo, Dr. Edmund A.

Conoan has begun practice at Dow City. A 1953

graduate of the medical school at Creighton Uni-

versity, he interned at St. Catherine’s Hospital, in

Omaha.

Dr. William D. Paul, professor of internal med
icine at S.U.I., read a paper on “Temperature and
Blood Flow Studies After Ultrasonic Irradiation”

at the American Institute on Ultrasonics in Med-
icine, September 4.

Dr. Wm. J. Morrissey is vice-president and
secretary of a corporation that is to build a clinic

that will house 16 or more physicians and dentists

at 39th and Ingersoll, in Des Moines. Construction

was scheduled to start on October 1.

Dr. C. C. Moore, of Emmetsburg, began solo

practice there on September 1.

Early in September, Drs. Everett and Eunice
Christensen, of Spencer, moved into a new office

building that had been constructed for them.

Dr. Curtis W. Rainy, who has served a general-

practice residency at St. Luke’s Hospital, in Cedar
Rapids, during the past year, has announced his

intention of setting up practice in Elma. He re-

ceived his M.D. degree at Vanderbilt University,

interned at Fitzsimons General Hospital, in Den-

ver, and, subsequently, served a tour of duty in

the Army, part of the time in Korea.

On September 6, Dr. Bernard R. Goldman
joined Dr. Cecil M. Zukerman in the practice

of internal medicine at Davenport. He is a gradu
ate of the medical school of the University of

Illinois, and did his internship and a residency in

his specialty at Cook County Hospital, Chicago.

Since 1952, he has served in the Air Force.

Drs. John Eisenach and Richard Bunting, gradu-

ates of the medical school at the University of

Nebraska, have opened offices in Shenandoah.

On September 23, Dr. Richard T. Day closed his

office in Hampton to enter upon a two-year term

xxn
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985 doctors who have

»roy exhibits at medical

s . . . and to those who

recommend Viceroy . • •

mmmm.
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NEW VICEROY GIVES SMOKERS

20,000 FILTERS
in every Viceroy Tip

Only Viceroy has this new-type

filter. Made of a non-mineral

cellulose acetate— it gives the

greatest filtering action possible

without impairing flavor or im-

peding the flow of smoke.

Smoke is also filtered through

Viceroy’s king-size length of rich

costly tobaccos. Thus, Viceroy

smokers get double the filtering

action . . . for only a penny or two

more than brands without filters.

WORLD’S LARGEST-SELLING FILTER TIP CIGARETTE

New King-Size

Filter Tip Viceroy
Viceroy

filter V'l'p

CIGARETTES
KING-SIZE

ONLY A PENNY OR TWO MORE THAN CIGARETTES WITHOUT FILTERS
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of service with the Air Force. He will report to

the school of aviation medicine at Randolph Air

Base, San Antonio, Texas. Dr. Anthony P. Smith
is moving from Waucoma to Hampton to replace

Dr. Day.

Drs. F. O. VV. Voigt and Joseph Lederman, of

Oskaloosa, have terminated their association and
henceforth will practice independently.

Dr. Arthur Steindler, of Iowa City, was elected

one of nine vice-presidents of the U. S. section

of the International College of Surgeons, in Chi-

cago on September 6.

Three papers developed by Dr. Wm. D. Paul,

Dr. Carrol Larson, Dr. Michael Ronfiglio, Dr.

C. E. Radcliffe and other members of the staff

at University Hospitals were parts of the program
at the meeting of the American Congress of Phys-
ical Medicine, in Washington, D. C., early in

September. In addition, the program included an
exhibit on “Physical Therapy in Dermatology”
prepared by Drs. Radcliffe and Paul, and Dr.

Paul, who has been president-elect of the organi-

zation during the past year, was installed as pres-

ident.

Dr. Donald Taylor, of Lincoln, Nebraska, opened
an office for the practice of medicine in Stuart,

on September 15. He is a graduate of the Univer-

sity of Nebraska and completed his internship at

Seaside Memorial Hospital, in Long Beach, Cal-

ifornia.

Dr. Lester R. Hegg was named Man of the Year
at Rock Valley’s Pioneer Day festival on August
19. He was the first man ever to receive such an

honor there.

Following his separation from active duty as a

lieutenant in the naval reserve, Dr. W. G. Kuehn
has announced the reopening of his practice in

Clarinda.

In September, Dr. Sidney Smith became associ-

ated with Dr. Robert M. Cullison, in Oskaloosa.

Dr. Smith graduated from the S.U.I. College of

Medicine in 1953 and served his internship at the

Sacramento County Hospital, in Sacramento,
California.

Dr. R. C. Larimer has returned to Sioux City

following his service as a captain in the Army
Medical Corps in Trieste and Austria. He plans

shortly to enter practice with his father, Dr. R. N.

Larimer, there.

ARISTOCRAT IN ITS FIELD
Audivox, successor to Western Electric Hearing Aid

Division, brings the boon ol better hearing to thou-

sands.

Th ese are the Audivox Hearing Aid Dealers who serve

you in IOWA. Audivox dealers are chosen lor their

competence and their interest in your patients' hear-

ing problems.

DAVENPORT
Ed. A. McClenahan Hearing Aid Service

404 Union Arcade
Tel: 6-3033

DES MOINES
Audivox Hearing Service

423 West 5th St.

Tel: 3-1471

DUBUQUE
Hartig Drug Company
730 Main Street

MASON CITY
Dr. John H. Lepper

513 No. Washington Ave.

McGregor
Perkins Hearing Service

SIOUX CITY
Reed Audiphone Company
250 Orpheum Electric Building

Tel: 56412

OMAHA, NEBRASKA
Professional Hearing Service

420 Barker Building

Tel: HA-7849

SIOUX FALLS, SOUTH DAKOTA
Roland Optical Dispensary
510 National Bank of S. D. Building

Tel: 2-5721

SUCCESSOR TO

Western E/ecrric
HEARING AID DIVISION
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YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE telephone victor 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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BLOOD DIAGNOSTIC REAGENTS
30-102

—

Blood Grouping Serum (Set Anti-A and Anti-B),
2 cc. of each Set $2.00

30-105

—

Blood Grouping Serum (Set Anti-A and Anti-B),
5 cc. of each Set 4.50

35-605—Anti-A, B (Group O) Blood Grouping Serum,
5 cc Each 2.50

32-102

—

Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 2 cc Each 3.25

32-105

—

Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100

—

Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050

—

Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with materials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City. Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

Dr. John R. Walker, back from two years’ serv-

ice with the Navy, has rejoined Drs. James R.

Thompson, Edward L. Rohlf, Jr., William C.

Drier and Robert A. Weybrauch, at Waterloo. The
group has been further enlarged by the associa-

tion of Dr. Edward Johnston, who has just com-
pleted a four-year fellowship in general surgery
at the Mayo Clinic. Dr. Johnston is a graduate of

the medical school at Northwestern University,

and following two years as a naval flight surgeon,

he returned there to earn an M.S. degree in sur-

gical anatomy.

Dr. C. L. Updegraff began his 42nd year of

practice as an EENT specialist in Boone, on
August 15.

Dr. John J. Gleeson, of Vail, reported to the

Great Lakes Naval Training Center on August
30, for a term of active duty.

Dr. Franklin H. Top, head of the Department
of Hygiene and Preventive Medicine at S.U.I.,

spoke on “Poliomyelitis,” Dr. Carrol B. Larson,

head of the Department of Orthopedics there,

spoke on “Hip Arthroplasty,” and Dr. A. L. Sahs.

head of the University Hospitals Department of

Neurology, spoke on “Diagnosis and Treatment
of Meningitis,” at the summer meeting of the

Upper Des Moines Valley Medical Society, on
August 5. About seventy people, including the

wives of doctors, attended the gathering. Dr.

E. K. Vaubel, of Estherville, is president of the

organization; Dr. Thomas L. Ward, of Arnolds

Park, is vice-president; and Dr. Ruth F. Wolcott,

of Spirit Lake, is secretary-treasurer.

In reporting that Dr. Marvin H. Dubansky had
opened an orthopedic practice in Des Moines,

the journal omitted mention of the fact that he

recently completed a three-year residency in his

specialty at S.U.I. and has completed Part I of

his boards.

SECLUSION MATERNITY

Write lor information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

FAIRMOllNT

HOSPITAL
For unmarried, girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

Drs. Arthur S. Perley and Maurice Wicklund.

Waterloo radiologists, have opened a new office

in the Medical Arts Building there. They intend

to continue practicing in the Black Building, as

well.

Dr. Erling Larson, Jr., formerly a resident in

medicine at Veterans Hospital, Des Moines, and

soon to be released from active duty as a lieu-

tenant (M.C.), U.S.N.R., plans to enter the private

practice of internal medicine in Davenport, in

association with Drs. H. M. Hurevitz and Edward
Motto.
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NOT ARTHRITIS BUT ARTHRALGIA

If the patient complaining of aching joints is a woman between 37 and 54 years of age, it

is highly possible that she is suifering from arthralgia rather than arthritis.
3

It has been esti-

mated that arthralgia occurs in about 40 per cent of women with estrogen deficiency, and is

exceeded in frequency only by symptoms of emotional or vasomotor origin. 2 In fact, arthralgia

may be as indicative of declining ovarian function as the classic menopausal hot flushes.

Arthralgia, however, is just one of a vast number of distressing but ill-defined symptoms

that may be precipitated by the loss of estrogen as a “metabolic regulator.” Other good examples

are insomnia, headache, easy fatigability, and tachypnea.

Because these symptoms sometimes occur years before or even long after cessation of

menstruation, they are not always readily associated with estrogen deficiency, and the tendency

may be to treat them with medications other than estrogen. Obviously, sedatives and other pallia-

tives cannot be expected to produce a satisfactory response if an estrogen deficiency exists. Only

estrogen replacement therapy will correct the basic cause of the disorder.

“Premarin” is an excellent preparation for the replacement of body estrogen. In “Prem-

arin” all components of the complete equine estrogen-complex are meticulously preserved

in their natural form. “Premarin” produces not only prompt symptomatic relief but a distinctive

“sense of well-being” which is most gratifying to the patient.

1. Greenblatt. R. B., and Kupperman, H. S. : M. Clin. North America 30 : 576 (May) 1946. 2. McGavack, T. H., in Goldzieher, M. A., and
Goldzieher. J. W. : Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 225.

mPREMARIN n ini

Estrogenic substances (water-soluble) also known as conjugated estrogens (equine)

A vailable in tablet and liquid form

has no odor . . . imparts no odor

an;
NEW YORK, N. Y. MONTREAL, CANADA
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F.ortWa-ynb;Inpxaman,

PROFESSIONAL PROTECTION
EXCLUSIVELY
SINCE 1899

DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

THE NORBURY
SANATORIUM
Established 1 901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician
HENRY A. DOLLEAR. M.D.. Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

Dr. Everett A. Nit/.ke, a 1950 graduate of the

College of Medicine at S.U.I., has recently moved
to Des Moines from Detroit, Michigan, and is

preparing to open an office for the practice of

pediatrics near 37th and Ingersoll.

Dr. Edward A. Hanske, formerly a resident in

pathology at Mercy Hospital, Des Moines, and
more recently chief of the Laboratory Service at

the U. S. Army Hospital at Camp Gordon, will

relieve Dr. F. D. Winter, of Burlington, who is

scheduled shortly to enter military service.

Dr. Abraham G. Fleischman, of Des Moines,

left for Israel on July 29, to lecture on “Urinary
Lithiasis—Medical and Surgical Management”
before the Israel Urological Society, at Tel Aviv,

and at the Hadassah Hebrew Medical School, in

Jerusalem.

On September 1, Dr. Arnold Rustin opened an
office for the practice of urology in Portland, Ore-

gon. Dr. Rustin, a 1950 graduate of the S.U.I.

College of Medicine, just completed a three-year

residency in his specialty at Iowa City.

Dr. Jose Romero Ruiz, a 1950 graduate of the

medical school at the University of Havana, has

entered general practice in Des Moines with Dr.

James Skultety. He interned at Mercy Hospital.

Des Moines, and subsequently served as a resi-

dent there.

SMOKE GETS IN YOUR NEWS

Cigarette smokers needn’t renounce their favor-

ite weed because of the controversy over lung

cancer. Dr. Ralph Gancher, of Oakland, Califor-

nia, says he has a better idea
—

“a plan that will

enable us to solve our problem as we go on smok-
ing.”

In an article appropriately called “Cancer,

Schmancer,” he proposes that cigarette buyers

be given premium coupons with each purchase.

The coupons would entitle the happy smoker to

diagnostic tests and treatment ranging all the way
from a minifilm of the chest (with each pack) to a

“lobectomy or pneumonectomy and three glorious

weeks in a hospital” (with every hundred car-

tons) .

But what of the smokers “who don’t get cancer

but just cancerophobia”? Well, says Dr. Gancher,

in his county medical association bulletin, such

persons should be entitled to “the grand prize of

twenty-four months of psychoanalysis on a genu-

ine Simmons Beautyrest Mattress.”

medical economics, August, 1954, pp. 213-4
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ROSTER OF IOWA PHYSICIANS IN MILITARY
SERVICE

As of September 10, 1954

Ackerman, J. H., Clarksville
(Baltimore, Maryland), Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames
Bogle, W. C., Marion

(Minneapolis, Minnesota) Lt., U.S.N.R.
Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Cline, H. L., Iowa City
(Riverside, Calif.) A.U.S.

Daut, R. V., Davenport
(Westover Field, Massachusetts) Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City
(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(Manhattan, Kans.) Capt., A.U.S.

Frys, Russell N., Iowa City
Garred, J. L., Whiting

(San Francisco, Calif.) Lt., U.S.N.R.
Garred, W. P., Dow City

(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.
Geist, James H., Iowa City
Giles, Francis E., Cresco

(Fort Bragg, North Carolina) A.U.S.
Gleeson, J. J., Vail

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Goose Bay, Labrador) 1st. Lt., U.S.A.F.

Hanske, Edward A., Des Moines
(Camp Gordon, Georgia) Capt. U.S.A.H.

Haskell, J. G., Reinbeck
(U.S.A.H., Ft. Riley, Kansas)

Hastings, R. A., Ottumwa
(Great Lakes Naval Training Sta., 111.)

Hickman, D. M., Indianola
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Isham, R. B., Osage U.S.N.R.

Iwen, G. W., Iowa City
(Wabeno, Wise.)

Jenkins, H. F., Ogden
(Randolph A.F.B., Texas) U.S.A.F.

Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.

Johnson, M. H., Iowa City
(Manchester, Iowa) Maj., A.U.S.

Johnson, W. A., Emmetsburg
(Corona, California) Lt., U.S.N.R.

Judiesch, K. J., Iowa City
(Ft Sam Houston, Tex.) 1st Lt., A.U.S.

Kenney, B. E., Woodbine
(Kelly A.F.B., San Antonio, Texas) Capt., U.S.A.F.

Knouf, Clare E., Lake City

(519 SW 3rd Ave., Portland, Ore.) ....Lt., U.S.N.R.
Koptik, George Jr., Garwin
Kruse, R. H., Conrad

(Pearl Harbor, T. H.) Lt„ U.S.N.R.

Kuehnle, G. R., Dubuque
(Baton Rouge, La.)

Kurth, R. J., Waterloo
(Minneapolis, Minn.) Capt., U.S.A.F.
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Lawler, Matthew P., Des Moines
(Corona, California) U.S.N.

Lee, R. W., Burlington
Martins, J. K., Waterloo

(Bayonne, N. J.) Lt., U.S.N.R.
Maxwell, J. R., Iowa City
(Camp Stoneman. California) 1st. Lt., A.U.S.

Middleton, W. H.. Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville. Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(APO Seattle, Washington) Lt. Col., A.U.S.

Olsen, Max, Minden
(Great Lakes Naval Training Sta., 111.)

Perman, Harvey H., Forest City

(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Powers, George H., Shenandoah
(FPO San Francisco, Calif.) .Lt., U.S.N.R.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm., Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Reading, Donald, Iowa City
(U.S. Army Examining Station, Des Moines)

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,

Seattle)

Saunders, R. J., Colfax
(Detroit, Michigan) 1st. Lt., U.S.A.F.

Sears, Richard H., Iowa City

(Jamaica, New York) Lt., U.S.N.R.
Shaffer, F. J., Iowa City Col., U.S.A.F.

Shuldberg, Arthur, Des Moines
(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.

Sinton. D. W., Iowa City
(Colorado Springs, Colorado) A.U.S.

Smith, C. B., Iowa City

(Bowling Green, Ky.) Capt., A.U.S.

Spohnheimer, L. N., Donnellson
(Mountain Home AFB, Idaho) 1st Lt., USAF

Stivers, T. W., Des Moines
(Hutchinson, Kansas) Lt. (jg) U.S.N.R.

Sugioka, Kenneth, Iowa City

(Long Island, N. Y.) A.U.S.
Theilen. E. O., Iowa City

(Washington, D. C.) Capt. A.U.S.
Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) .... Capt., A.U.S.

Thornton, F. E.. Des Moines
(Portsmouth. Va.) Lt. Cmdr., U.S.N.R.

Uchiyama, ,T. K., Des Moines
(Wichita Falls, Texas) Capt., U.S.A.F.

von Lackum. L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M., Boone
(Bryan A.F.B., Texas) 1st Lt, U.S.A.F.

Walston, J. H, Graettinger
(Lackland A.F.B, Texas) 1st Lt, U.S.A.F.

Wilson, Robert G, Missouri Valley
(Clovis AFB, New Mexico) Flight Surgeon

Witte, H. J, Marathon
(San Francisco, Calif.) Lt. Col, A.U.S.

Zeilenga, R. H, Orange City

(Madison. Wise.) 1st. Lt, U.S.A.F

Zoeckler, Samuel J, Des Moines
(Ft. Sam Houston, Texas) Capt, A.U.S.

PSYCHOSOMATIC MEDICINE

The program of the first annual meeting of the

Academy of Psychosomatic Medicine, to be held

at the Plaza Hotel in New York City on October

8-9, 1954, will be devoted to the psychosomatic

aspects of surgery. Papers will deal with topics

such as psychosomatic aspects of anesthesia, gen-

eral surgery, gynecologic surgery, plastic sur-

gery, otolaryngological and oral surgery, mutilat-

ing operations, endoscopic surgery, orthopedic

surgery, eye surgery, pediatric and geriatric sur-

gery and neurological surgery.

POSTGRADUATE COURSE ON CHEST DISEASES

The American College of Chest Physicians will

conduct its Ninth Annual Postgraduate Course at

the Hotel Knickerbocker, Chicago, on October

18-22, 1954. Further information can be had from

the offices of the College, 112 East Chestnut Street,

Chicago 11. Tuition is $75.

POSTGRADUATE GASTROENTEROLOGY

The Sixth Annual Postgraduate Course spon-

sored by the National Gastroenterological Asso-

ciation will be given at the Shoreham, in Wash-
ington, D. C, October 28-30, 1954. Dr. O. H. Wan-
gensteen, of the University of Minnesota, and Dr.

I. Snapper, of Brooklyn, the co-chairmen, will be

assisted by a distinguished faculty selected from

medical schools and from Walter Reed Army Hos-

pital. For further information, address the Asso-

ciation, Department GSJ, 33 West 60th Street,

New York City 23.

INSURANCE UTILIZATION IS HIGH

The Iowa Medical Service (Blue Shield) re-

port for the first six months of 1954 reveals that

81.82 per cent of doctors’ charges for the year

had been paid to date, and that total underwriting

expenses were running at 13.18 per cent of

earned income. It is noteworthy, however, that

whereas 10 per cent of the subscriber’s dollar was

being paid to Hospital Service, Inc., of Iowa (Des

Moines), 11 per cent was being paid to Associ-

ated Hospital Service, Inc. (Sioux City), though

the enrollment in the two areas as of July 1 was

390,388 for Des Moines and 57,654 for Sioux City.

The Blue Cross financial report for June again

called attention to the fact that the admission

rate in hospitals served by the Des Moines Plan

is still running quite a bit higher than is the

experience for all Plans.
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Recent Advances in Internal Medicine

A review of 5 years' progress in the Department of

Medicine of the S.U.I. College of Medicine

WILLIAM B. BEAN, M.D.

IOWA CITY

BLOOD SURVIVAL STUDIES

Remarkable new insight into the mechanisms of

anemia and into factors leading to hemolysis and
to the influencing of the life span of red cells has

developed out of the basic investigations of Drs.

E. L. DeGowin, H. E. Hamilton and R. F. Sheets.

They have perfected the biological tagging of

transfused cells, the Ashby technique, so that

cells of abnormal persons can be followed in

normal recipients and the survival of normal
blood in patients can be followed in precise de-

tail. If a normal donor’s cells are destroyed at an
accelerated rate in any patient, one has reason to

suppose that the patient’s plasma or body mecha-
nisms contain the source of the difficulty. The
indication is verified if the patient’s cells survive

normally in a normal recipient. If, however, the

patient’s cells, when transfused into a normal re-

cipient, have a randomly increased rate of disap-

pearance, it appears that the erythrocyte is made
badly or of poor material. When these methods
have been employed, comprehensive studies on
Cooley’s anemia and various hemolytic anemias,

and the conclusive demonstration of a hemolytic

component in pernicious anemia have provided a

clearer understanding of very difficult clinical

problems. Studies on blood preservation and trans-

fusion, which have been continued steadily for

several years, are casting light on important
practical problems.

CARDIOVASCULAR LABORATORY

In the fall of 1949, Dr. J. W. Culbertson was
appointed director of the newly established Car-
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In small compass, the high points of the recent

developments in the Department of Internal Med-
icine at your State University, at Iowa City, re-

flect changes throughout the country and the

world. A review of the period since my arrival

finds sound growth in many places and a few

where it has been small. When we look up from

the annoying frustrations of the day-by-day rou-

tines, we may be discouraged by our own short-

comings or elated by our accomplishments, but I

am proud of what has been done, and though I am
aware of deficiencies, I am optimistic about the

future. I shall spread before you the panorama
of our activity more or less in alphabetical order.

The space allotted to each section is not indicative

of emphasis or importance.

ALLERGY

In the summer of 1949, Dr. Paul M. Seebohm
came to establish the Allergy Section. I need not

tell you of the extensive clinical material avail-

able here in the center of the pollen belt, our

increasing interest in collagen diseases, the many
problems of sensitivity and the revolutionary
developments in steroid and pituitary hormones.
Along with maintaining great clinical emphasis,
Dr. Seebohm, in association with members of the

Departments of Bacteriology and Radiology, has
been able to undertake and complete basic studies
on the mechanisms of sensitization. This program
has been particularly helpful in teaching under-
graduate students and residents.
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diovascular Laboratory. In spite of the usual

delays in organizing', equipping and arranging

the laboratory in very small and cramped quar-

ters, the program got off to an early start because

of the close association between Dr. Culbertson

and Dr. S. M. Horvath, in the Department of

Physiology. The technical staff was trained, and
a program of animal work progressed for many
months before the Laboratory unit in the east

wing of University Hospitals was opened. Begin-

ning at a time when many operations for congen-

ital heart disease had been perfected and when
operations for rheumatic heart disease with mitral

stenosis were beginning to flourish, we had a long

backlog of patients whose eligibility for operation

was to be determined largely through the efforts

of the members of the Laboratory in conjunction

with the members of the Departments of Surgery,

Radiology, Physiology and Pediatrics. The diag-

nostic-therapeutic team has worked as a unit.

Detailed studies of hemodynamics, studies of

cardiorespiratory physiology, and gas and chemi-

cal analyses have permitted a happy blending of

dramatic therapy with the advance of knowledge
and understanding regarding many of the clinical

problems. Basic studies on circulation in various

internal compartments of the body, such as the

liver, the kidney, the heart itself, and the lungs,

have reached a level of perfection which is lim-

ited only by the multiple duties and numerous
activities of the members of the Department. The
subsection on renal physiology under Dr. Walter
Kirkendall’s able guidance has made valuable

contributions to our understanding of kidney
mechanisms, the most recent of which is the

detailed study of the disturbed renal function of

patients with Wilson’s disease. Activity in the

field of peripheral vascular diseases was greatly

advanced under the guidance of Dr. R. S. Duff,

who made some basic observations on the rela-

tionship of peripheral vascular reactions of blood

flow in the sympathetic nervous system which
have necessitated the revision of some of the basic

formulations laid down by Cannon and other

earlier workers.

Additional work in the Cardiovascular Labora-

tory includes a detailed study of the effects on
the pulmonary circulation which are produced
by obstructing blood flow through segments of

the lung. Extensive studies on renal physiology

in relation to hypertension are in progress. A
comprehensive examination of circulatory dynam-
ics in constrictive calcarious pericardial disease

has been made both before and after surgical

correction.

In the field of cardiopulmonary physiology, a

team from the Departments of Surgery, Anes-
thesia and Medicine is concentrating upon the

problem of emphysema. Dr. G. N. Bedell hopes
to learn important new technical methods by
studying the complex interrelationships of respir-

atory and circulatory physiology in Dr. Comroe’s

laboratory, where he is spending this year. The

practical outcome of these several interdepart-

mental collaborations has been handled in a very

active Chest Clinic. Its main function is to review

each patient for possible eligibility for cardiac or

thoracic operation and to restudy those patients

who have had curative or restorative operations.

DIABETIC SERVICE

Under the direction of Dr. T. L. Carr, and now
of Dr. R. C. Hardin, one of the vexing and

unsolved problems of diabetes, namely, the asso-

ciation of vascular disease, cataracts and other

degenerations, has been investigated, with empha-

sis on evaluating the part played by duration of

the disease, the severity of the disease, and the

adequacy of control. Because of the stability of

the population and because of the great number
of patients whose diabetic history Dr. R. L. Jack-

son, in the Pediatrics Department, was able to

document in detail, we have more extensive and

minute long-term studies than are available else-

where. Very briefly, it has been found that all

three factors have importance. As far as the evi-

dence goes, a respectably close correlation has

been found between these factors and the final

ravages of the disease. Since the diabetic meta-

bolic fault is the only one that we can influence

favorably, it behooves us to control our patients

with care. This information is particularly helpful

when one is trying to arrive at a sensible philos-

ophy about the management of diabetes, a field

in which the radically different schools of belief

have demonstrated far more enthusiasm and rabid

support of doctrine than they have demonstrated

proof for the validity of their ideas.

A number of metabolic studies have been done,

including the clinical evaluation of insulin com-

binations and the study of fructose as a source of

energy for diabetics.

GASTROENTEROLOGY

One of the main functions of the Division of

Gastroenterology is the training of students and

residents in the evaluation of the various diag-

nostic methods, especially of gastroscopic exam-

inations and in the evaluation of oral prepara-

tions used in various gastroenterological diseases.

Since Dr. J. A. Clifton’s arrival, last year, this has

continued. We now have in progress a study of

peritoneoscopy and its diagnostic and therapeutic

implications—a combined study of portal pressure

as determined by inserting an intravascular cath-

eter into the hepatic vein and comparing the

results with those obtained at operation, where
the portal pressure can be determined directly.

The evaluation of combined Aureomycin, ACTH,
glucose, fluids, electrolytes, sodium glutamate and
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B-complex vitamin therapy in hepatic coma is in

progress.

HEART STATION AND ELECTROCARDIOGRAPHY

Under the supervision of Dr. L. E. January, the

Heart Station has expanded greatly. It com-
bines teaching and research in this increasingly

complex branch of general medicine. Dr. January
has emphasized particularly the resident training

program. Electrocardiology is presented along the

lines of conservative general principles, rather

than as a rule of thumb. We have investigated the

therapy of bacterial endocarditis, the use of

quinidine in paroxysmal arrhythmias, the effect

of poliomyelitis on the heart, and the electrocar-

diogram. Close personal collaboration with mem-
bers of the Cardiovascular Laboratory is mutually
helpful. A concerted study of ballistocardiography

and vectorcardiography is under way.

HEMATOLOGY

Under the direction of Dr. W. M. Fowler and
Dr. Hamilton and with the collaboration of Dr.

C. D. May, in Pediatrics, the Hematology Sec-

tion has studied a large and remarkable collection

of people with blood dyscrasias and neoplastic

disorders. Bone-marrow aspiration or biopsy is

emphasized. Its useful role in the diagnosis of

carcinoma and melanoma has been established.

The first demonstration of the L.E. cell without

anticoagulants was achieved. Dr. Fowler has con-

tinued his long-term studies of iron metabolism
and the therapeutic effects of the newer chemical

agents in leukemia and Hodgkin’s disease. The
development of an effective test for heparin has

had many clinical applications.

METABOLISM UNIT

For three years the Metabolism Unit has been
going full blast. Its facilities for housing seven
patients have been taxed. We have studied the

effect of antagonists against some of the members
of the vitamin-B complex; the relationship of

chronic liver disease to steroid hormone excre-

tions; and the evaluation and determination of

new methods in the identification and isolation of

various steroid hormones. In conjunction with
Drs. Cartwright and Wintrobe, of the University

of Utah, we have studied many patients with
Wilson’s disease in an effort to localize the meta-
bolic flaw in which copper seems to be absorbed
out of all proportion to its need, a condition per-

haps analogous to the overabsorption of iron in

hemochromatosis. The role of amino acids and
copper in chelating mechanisms is under investi-

gation. We have studied absorption in a number
of people with idiopathic steatorrhea, and have
investigated the apparently well members of their

families to see whether we could establish a

familial tendency to malabsorption. The role of

vitamin deficiency and, recently, the possible

role of wheat gluten have been studied. Therapy

with ACTH and cortisone has been investigated

by means of detailed metabolic balance studies.

The deficiencies which ensue in people who have
undergone short-circuiting operations of the ali-

mentary canal have been studied in conjunction

with members of the Department of Surgery.

Additional studies include observations on scurvy,

protein and potassium metabolism in muscular

distrophies, thyroid metabolic studies, observa-

tions of nitrogen mustard in the treatment of

arthritis, calcium metabolism tests, fructose
metabolism tests and erythrocyte survival studies.

Under the careful direction of Dr. Kate Daum,
in the Division of Nutrition, an enterprising re-

search unit in the Department of Medicine works
in close conjunction with the Metabolic Unit.

Not only is this cooperation fruitful in research,

but its accomplishments extend into the fields of

teaching and patient care. Balance studies, obser-

vations of excretion of B-complex vitamins in

urine, evaluation of the composition and size of

meals in relation to activity, and the problem of

postoperative nutrition in surgical patients have

had detailed consideration.

I shall include a description of work we have
had in progress in many other fields. For instance,

Dr. Daum has completed very extensive studies of

the thiamine requirement, of the physiological

effects when thiamine is abundant and when it is

at low levels, and the effect of breakfast and the

size of breakfast on performance during the day.

In spite of the fact that deficiency diseases are

rather uncommon, we have made basic observa-

tions on pellagrous glossitis and have set up a

rough scheme for therapeutic agents, demonstrat-

ing that coenzyme or cozymase induces the quick-

est effect, followed in turn by nicotinic acid or

nicotinic acid amide, then tryptophane, liver ex-

tract, yeast and, finally, a good diet. In addition,

the observation has been made that rather dra-

matic improvement has followed the employment
of ACTH. The nature of this improvement is not

known, nor has it been thoroughly studied. Em-
phasis on the tongue in pellagrous glossitis has

demonstrated B-complex deficiency diseases in a

region where obesity is the main symptom of mal-

nutrition. The first published observations on the

effect of vitamin B-12 on peripheral neuropathy
came from us. We now have in progress some
extensive studies on sprue, particularly an effort

to evaluate the reported improvement in celiac

diseases when gluten is removed from the diet.

We have done a number of clinical studies in

cirrhosis. These include detailed evaluation of

electrophoretic patterns in cirrhosis and in other

diseases of the liver, with a comparison of the

changes seen in serum and plasma. Clinical re-

ports of several patients who developed cirrhosis

after the long-term use of arsenic in the form of
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Fowler’s solution called attention to this some-
times overlooked clinical relationship. Detailed

metabolic studies, in which we have used a portal

anastomatic vein and a test meal of known con-

stituents, have enabled us to evaluate the speed
and qualitative variations in absorption. We hope
to extend this observation further and to repeat

the study in patients from whom we can simul-

taneously obtain blood from the hepatic vein

through a cardiac catheter.

Dr. R. D. Eckhardt, from our Department, con-

ducted an extensive study for the Army on in-

fectious hepatitis in Korean soldiers who had been
evacuated to Japan. A rather surprising observa-

tion that he made was that there was no differ-

ence in duration or severity of illness in those

kept at constant rest and those permitted to be up
and about as much as they wished. There was no
gain in improvement following the addition of

vitamins or proteins to the ample routine diet.

The problem of bleeding from esophageal
varices has been studied, particularly by Dr.

Kirkendall and Dr. Clifton, who have devised a

program for the management of emergency bleed-

ing from the upper alimentary canal. We have had
several patients with Sheehan’s syndrome from
infarction of the anterior pituitary. We demon-
strated for the first time the important role of

cortisone in managing such a patient, in addition

to the employment of thyroid substance and
desoxycorticosterone acetate.

In our extensive studies on rheumatoid arthritis,

we have followed standard lines, employing
steroid hormones after a period of control. We
have studied the permeability of synovial mem-
branes before and after the systemic or local

application of steroid hormones, and the role of

salicylate in the treatment of arthritis. We have
noted that nitrogen mustard produces a surpris-

ingly effective method of controlling rheumatoid
arthritis in a selected group of patients. Along
these lines, studies are continuing on the excre-

tion of 17-ketosteroids and corticoid hormones in

persons with various liver diseases. Basic observa-
tions on methodology have demonstrated that

caffeine interferes surprisingly in the detection

of steroid hormones in the ketonic fraction.

PHYSICAL MEDICINE AND REHABILITATION

Under the direction of Dr. W. D. Paul, basic

studies have been made on the physiological

effects of increase in deep temperature and blood
flow. The large, recurring epidemics of polio-

myelitis have provided an enormous wealth of

material in the field of rehabilitation. In conse-

quence, physical medicine has been established

as an independent unit, the medical director of

which is Dr. Paul.

PSYCHOSOMATIC STUDIES

Since the arrival of Dr. B. I. Lewis, in 1950,

formal recognition has been given to the impor-

tance of psychological and emotional factors in

disease. At the same time we have avoided the

development of a new subspecialty or a separate

specialty away from the broad central current in

medicine. Attack on this problem has been em-
phasized in the psychosomatic teaching conference,

in many group discussions and in a number of

investigations in which the interrelationships of

organic disease and emotional stresses and strains

have been studied in detail. Some of the results

of work in these lines include the uncovering of

a large group of patients suffering from variations

on the general theme of hyperventilation, in which
atypical manifestations and bizarre symptoms
obscured the nature of the illness. Recent studies

have demonstrated unequivocally that the major-

ity of people with so-called “collagen diseases”

have objectively detectable lesions or disturbances

in central nervous system function. We have em-
phasized the focus on general medicine, rather

than on psychiatry, in orienting future practi-

tioners in this one of the most difficult and con-

troversial areas of current medicine. In doing so,

however, we have had very close collaboration

and advice from members of the Department of

Psychiatry.

THYROID CLINIC

The opening of the radiation laboratory, with

the availability of technics for measuring radio-

iodine uptake, and the introduction by Dr. M. H.

Soley and Dr. S. B. Barker of methods for meas-
uring protein-bound iodine in the blood have
added to the basal metabolic rate an additional

means for evaluating thyroid function. The pro-

gram has been handled by a team from the Radia-

tion Laboratories and the Departments of Radi-

ology, Internal Medicine, Surgery and Pediatrics.

The evaluation of patients by new diagnostic and
therapeutic means and the extensive follow-up

permit decision on the various forms of therapy

which are now recommended. The disappearance

of traditional departmental lines in this group
enterprise is a very healthy sign. This story has

been told you before.68

MISCELLANEOUS STUDIES AND CASE REPORTS

Dr. R. C. Hardin has written several critical

reviews on the pathogenesis and on the appropri-

ate treatment of shock. Workers in cardiovascular

disease have reported rare and unusual congenital

anomalies of the heart. Basic investigation of the

clinical effects of pyrogens has shown that fever

produced by such a means has an effect in many
ways analagous to that of ACTH. The rare con-

currence of pregnancy and myxedema has been
described in detail in a remarkable mother who
had given birth to several healthy children,

despite having an untreated case of that malady.

Studies of the effect of intraperitoneal transfu-
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sion have revealed that technic to be a very in-

effectual way of getting blood into the circulation.

Clinical experience with amebiasis suggests that

it is a major and frequently unrecognized problem
in Iowa. Dr. Hamilton’s extensive investigations

have revealed that there are numerous cases,

some of them exhibiting atypical and bizarre symp-
toms. In the Gastric Laboratory, G.H.M. Dr. Thorn-

ton is making basic observations on newer meth-

ods for determining gastric acidity, experimental

development of new test meals, and a critical

analysis of the tests for occult blood. Along the

strictly clinical lines of observation and natural

history, I have accumulated a rather surprising

set of experiences with rupture of the aortic

valve, four instances of which have been diag-

nosed during life and verified at autopsy. Two of

these have been reported. Strange precordial

noises that can be heard at a distance from the

chest, I have written about on the basis of per-

sonal experience and of a wide reading of med-
ical reports. My additional observations have in-

cluded data on a rather interesting decline in the

rate of fingernail growth that I observed in myself
over a period of ten years. Another study reported

at a meeting of the Iowa State Medical Society

concerned several kinds of sudden death and
their different clinical backgrounds. People who
have had myocardial infarction and have had,

previous to it, a tendency to syncopal attacks have
a much increased risk of sudden death. On the

other hand, among cases of aortic stenosis, al-

though sudden death is rather common, the fatali-

ties haven’t at all regularly had histories of faint-

ing. The explanation, in all likelihood, is that

the mechanisms of sudden death are different in

the two diseases. In aortic stenosis, though the

respiratory center may keep going for a number
of minutes, the cardiac activity stops.

In Cincinnati before the war, and elsewhere
since that time, I have continued studies on arte-

rial spiders in connection with liver disease. As
an extension of that work, I have made observa-
tions on the related and sometimes confused

lesions called the venous star, the angiomatous

change in Osier’s disease, the cherry angioma

(the so-called senile angioma), the caviar lesion

under the tongue, and the venous lakes often

found just below the skin of the ears and face.

The important thing about all of these lesions,

with the exception of spiders and the telangi-

ectases of Osier’s disease, is the striking and con-

sistent increase with aging. As befits a department

head, I also have dipped my pen into the ink of

philosophy and have taken my stand on questions

of morals and ethics in medicine.

CONCLUSIONS

You have followed me in a brief review of our

Department’s progress during the last five years.

To those who know us well, individually and col-

lectively, it is no news that we have stressed

excellence of quality in selecting new faculty

members. This carefulness is reflected in our

work, in which the triple responsibility of teach-

ing, research and consultation makes a travesty

of the illusion of academic leisure. I might have
told you about our teaching and about our resi-

dency training program, but they have been
related somewhere else.

01

Of the 36 residents who
have been trained, 13 are in practice, 10 are in

military activity, 7 are in full-time academic med-
icine and 5 are in combined private practice and
part-time academic work. One has metamorphosed
into a surgeon.

It was the custom in ancient Rome to celebrate

completion of the quinquennial census by cere-

monial bathing—the lustrum. As a representative

of your College of Medicine, it has been my
pleasure to tell you of my stewardship. The
accomplishments of the Department of Internal

Medicine, though substantial, are not unique. Our
pride in what we have done is tempered by our
realization of what we have still to do. Our aim
and hope is to serve you and our community,
state and country in sustaining high ideals and
high performance in medical teaching, research

and service.
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A Mental Health Column for the Journal

It has been stated so often that the laity is more deeply interested in mental health than is the

family doctor that the Subcommittee on Mental Health of the Iowa State Medical Society has

found it advisable to keep the subject constantly before the physicians of the state.

People are learning that there is something that can be done for the mentally sick.

The family doctor, aware that more than 50 per cent of his patients are victims of emotion-

al disturbance, will always be looking for a means of treating it that does not involve surgery

or the administration of drugs.

To assist the general practitioner in that search, the Subcommittee will present a series of

brief articles in the journal dealing with the recognition and treatment of mental diseases and

personality disorders.

The Subcommittee hopes that every reader will find something useful in each of these pres-

entations.

Subcommittee on Mental Health

J. I. Marker, M.D., Chairman



Problems and Prospects in

Virus Immunization

FLOYD S. MARKHAM, Ph.D *

PEARL RIVER,

In view of the current widespread interest—and

not a little confusion—concerning the mass polio

vaccination program, it seems worthwhile to re-

view briefly some of the pertinent facts about

virus vaccines. A survey of the technical literature

of 20 years ago shows that a number of the leaders

in the virus field were expressing doubt and skep-

ticism regarding the utility of killed viruses as

antigens. Their convictions were such that, in

commenting on the occasional report of successful

antibody stimulation by killed vaccines, some of

these leaders wondered out loud if all of the virus

in these successful vaccines had actually been

killed. In the intervening years, much has been

learned about viruses and the methods of propa-

gating them, and many new viruses have been

discovered, but during this time not much has

happened to arouse enthusiasm for killed-virus

vaccines. Preparations of this type have been made
and used, but almost without exception, they

have represented one kind or another of com-
promise with necessity. Few individuals were de-

luded into the belief that killed-virus vaccines

give rise to a quality of immunity comparable to

that which follows natural infection. Misleading

as most generalizations are, it is not unreasonable

to state that most of the problems and defects of

killed-virus vaccines arise out of two fundamental

properties of viruses—their small size and the

necessity of propagating them in the presence of

living host tissues.

Viruses are measured in terms of millimicrons

—a unit of measure which conveys about as much
to most of us as does the light year of the astro-

physicist. It is difficult to appreciate just how
small viruses really are, and we need a familiar

reference point. Everyone has seen the typhoid

bacillus—even though it was but through a glass,

and darkly. In physical bulk, the typhoid bacillus

is more than 100,000 times as large as the virus of

poliomyelitis. The standard typhoid vaccine con-

tains about 2 billion cells per cubic centimeter,

but in spite of the fact that approximately 99.8 per

cent of such a vaccine is only suspending fluid, it

contains in the neighborhood of a million times as

much effective antigen as will be found in an
equal volume of polio vaccine, living or dead. Few
would seriously contemplate diluting a typhoid

* From Viral and Rickettsial Research, Lederle Laboratories
Division, American Cyanamid Company.

NEW YORK

vaccine one to a million and expect it to provoke

a substantial degree of immunity; yet this is es-

sentially what we are asking of a killed-virus

polio vaccine. The wonder, then, is not that killed

vaccines in the past have been disappointing, but
rather that some of them induced even a transient

immunity.

There are a few killed vaccines, like those for

influenza and mumps, which are relatively rich in

virus antigen. They are rich because, by means of

high speed centrifugation or precipitation methods,
these viruses can be recovered from the allantoic

fluids of the chick embryo comparatively free of

extraneous host tissue. These two viruses attain

high titers in the allantoic fluid of the chick em-
bryo, and they also are large when compared with
polio virus. Thus they lend themselves to prac-

tical methods of concentration. But they are ex-

ceptions.

By and large, then, it is because killed-virus

vaccines suffer from the defect of antigenic in-

sufficiency that they provide the defense mecha-
nism with an inadequate stimulus. As a conse-

quence, in order to obtain even minimal responses

one must give large or repeated doses. This brings

us to the second major source of difficulty: the

necessity of growing viruses in living host tissues.

Unlike the mumps and influenza viruses, which
can readily be recovered from clear embryonic
fluids, most viruses are intimately associated with
host tissues from which it is either physically im-

possible or economically impractical to separate

them. The result is that our virus vaccines in

general consist largely of host tissues and contain
only a very small admixture of the virus protein
which is, of course, the antigen in which we are

primarily if not solely interested.

These host proteins are the source of problems
which are in no way concerned with the virus

content of the vaccines, however small that may
be. Most familiar and perplexing is the so-called

paralytic accident or post-vaccination paralysis

associated with the Pasteur treatment. In 1949,

Pait and Pearson 1 reported that in Los Angeles,

during the period of 1940-1946, one out of every
600 persons receiving Pasteur treatment developed
post-vaccination paralysis. According to their cal-

culations, the consequent risk was greater than
that of developing rabies from the bite of a known
rabid dog. It is now generally accepted that these
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post-vaccination accidents are the result of aller-

gic sensitization to constituents of the nervous

tissues present in the rabies vaccine. The charac-

teristic lesion in these accidents is acute perivas-

cular demyelination. Rivers and Schwentker
showed several years ago- that both the clinical

and histological features of this disease could be

reproduced in monkeys by repeated injections of

sterile, autolyzed normal nervous tissues. More
recently, our knowledge of allergic encephalomye-
litis has been greatly expanded by the work of

Freund 3 and others, who have used adjuvants and
normal nervous tissues. The allergic character of

the clinical disease is further indicated by the

greater frequency of such accidents in those who
have been forced by repeated exposures to under-
go Pasteur treatment more than once. It was rec-

ognition of a potential hazard of this type which
compelled polio investigators to seek tissues of

non-nervous origin for the preparation of polio

vaccines, for it was anticipated that repeated injec-

tions and revaccinations, perhaps annually, would
be required of a killed-virus polio vaccine.

Considerable interest has been evoked by re-

cent reports from the veterinary field regarding

sensitization following the use of homologous-
tissue vaccines. One of these reports concerns

virus abortion in horses 4 and the other hog chol-

era. 5 In both instances the vaccines contain con-

siderable numbers of red blood cells. In both
horses and hogs, as well as in dogs, there are red-

cell antigens which are comparable to the human
Rh antigens, and they are equally capable of in-

ducing fatal hemolytic crises in the newborn. The
work of Doll and his coworkers at the University

of Kentucky indicated sensitization to these red-

cell antigens as the cause of fatalities in the new-
born of both horses and swine which had been
treated with red-cell-containing killed-virus vac-

cines. While it seems unlikely that complications

of this type might arise from the use of polio vac-

cine made from virus grown in tissue cultures of

Rhesus monkey kidney, it is true that one or more
of the human Rh antigens occurs in the red cells

of the Rhesus monkey, and questions concerning
this type of sensitization, as well as concerning the

development of nephrotoxic antibodies, 0 have been
raised by at least one expert in the polio field. 7 In

answer to the latter question, it has been said that

the manner of preparation of the polio vaccines re-

sults in a finished product containing only very
small quantities of monkey kidney protein. Quan-
titatively this is undoubtedly true, but there is an
equally small amount of the polio virus in the

vaccine, and certainly that is expected to provoke
antibodies.

Brief mention may also be made of another
question which arises in connection with killed-

virus vaccines. It is known that certain viruses

contain more than one type of antigen and that

some of these antigens are destroyed by chemical

and physical inactivating agents. For example,
Craigie 8 showed that vaccinia virus contains sep-

arable antigens, one of which is very labile. Bed-
son" found that psittacosis virus possesses an anti-

gen which is unstable when acted upon by phenol
and certain other inactivating agents. It has been
demonstrated in our laboratory that the mouse
toxin of Newcastle disease virus is destroyed by
simple freezing. 10 There is suggestive evidence
also that polio virus, small as it is, may contain

more than one kind of antigen. This is indicated

by the difference in the persistence of complement-
fixing and neutralizing antibodies. Goldblum and
Melnick 11 found that complement-fixing antibodies

are typical of recent infection and that they disap-

pear long before the neutralizing antibodies begin

to decline. Nothing is known about the stability of

these complement-fixing antigens or their impor-

tance in stimulating the defense against polio in-

fection.

From what has been said up to this point, it can

be understood that there is reason for the exist-

ence of more than one school of thought about
polio vaccine. Speaking as a representative of a

group which ultimately will be expected to pro-

duce polio vaccine without heavy subsidies from
either the National Foundation or the National

Government, I can say that we take a dim view of

tissue culture and monkey kidney as a method of

manufacture. As a production technique, it is very
difficult and expensive. The noticeable and pro-

gressive decrease in the size of the present field

trial which started at one million children is not

entirely without relationship to the availability of

adequate quantities of finished vaccine. It may
also be noted that we obtain our supply of Rhesus
monkeys at the pleasure of the Indian Govern-

ment, which might see fit to cut off supplies at any
time.

The supply of Rhesus monkeys is not unlimited,

and experimental work all over the country this

year has been hampered because of the large

numbers of monkeys which have been diverted

for the preparation of roughly half a million doses

of vaccine. In view of the fact that in the U. S.

alone there are 30 million children under 10 years

of age who are potential candidates for vaccina-

tion, it is not difficult to see that this method of

production is not a solution to the demand for a

practical and effective vaccine.

new vaccine sought

For a variety of reasons, then, other investi-

gators have sought a better way of immunizing

against poliomyelitis. If we survey the current

state of our knowledge about polio as expressed

by the leading investigators in the field, we find

general acceptance of two facts: that the gastro-

intestinal route is the primary portal of infection

and that most attacks, though subclinical, give rise

to immunity. These two key observations have
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been the starting point for much experimental

work. The chimpanzee, which most nearly paral-

lels man as regards susceptibility to polio, and the

cynomolgus monkey are readily infected by the

gastrointestinal route. Like man, they may or may
not develop clinical polio, but they become fecal

carriers of the virus. Some develop viremia and
abortive attacks, whereas others come down with

frank paralytic polio. Of particular interest, from
the epidemiological point of view, is the relation-

ship between passive immunity and infection as

shown by studies in chimpanzees. Bodian 12 has

shown that chimpanzees which were passively

immunized with polio immune serum regularly

became infected when fed polio virus. None of

these animals developed clinical manifestations of

the disease or viremia, but they did become virus

carriers and were actively immunized as a result

of oral exposure. Bodian, together with Howell
and Morgan, 13 also showed that five of 32 chim-

panzees which had been actively immunized by
gastrointestinal infection became reinfected three

to six months later when they were again fed the

same type of virus. This was demonstrated by the

fact that they again became fecal carriers of the

virus. The gastrointestinal susceptibility of ac-

tively immune human volunteers has also been
demonstrated. 14 These findings are of great in-

terest and importance both because they are in

accord with observations in human cases and be-

cause of the bearing which they have on the prac-

tical aspects of immunization.

First of all, these findings emphasize the fact

that an immune population is neither a barren
ground for the growth of polio virus nor a barrier

to its spread—the contrary being a comfortable

misconception which we entertain about many in-

fectious diseases. Furthermore, it seems apparent
that we must face the fact that polio virus is here
to stay—that we are not going to eradicate it by
mass immunization, no matter what kind of vac-

cine we use. Yet these facts are not as grim as

they may at first appear to some people. Let us
look at those facts from another angle. We have
outgrown the habit of calling polio “infantile

paralysis,” which was one of the early names ap-

plied to this disease. Today only about 20 per cent

of the clinical cases of polio in the United States

occur in children under five years of age, and
there has been frequent comment about the in-

crease in incidence of polio in the older age groups.

Some have wondered if the virus were undergo-
ing a change and developing a predilection for

older hosts. Epidemiological studies do not suggest
that this is the case. The contrary is dramatically
shown by a survey study in Cairo, Egypt, carried

out by Paul 1
'
1 and others from Yale. In Egypt, as

in many other areas where sanitation and hygiene
are primitive, 70 per cent of the clinical polio is in

children less than two years old, and 98 per cent
of it is in children less than four years old. Out of

468 cases in 1948, only one occurred in an individ-

ual above the age of four. Paul and his collabora-

tors found that by two years of age approximately

80 per cent of the children examined in Cairo had
antibodies to the Lansing type of virus, and that

roughly 75 per cent had antibodies to all three

types of virus by the time they were four years of

age. It should be pointed out that these figures

were not collected in the midst of a devastating

epidemic. The cases were sporadic and had to be
ferreted out while Cairo moved along as it had for

centuries, quite unaware that polio viruses were
something to be concerned about.

It seems evident that in such a community a

tremendous number of children become infected

while they still possess their maternal antibodies.

They develop neither symptoms nor viremia, but
they become temporary fecal carriers and are
actively immunized as a result of their early ex-

posure through contaminated food. Thereafter,

they are frequently re-exposed and periodically

become reinfected carriers, thus contributing their

bit to a natural and perpetual process of commu-
nity immunization.

In contrast to the situation in Egypt and compar-
able places in many parts of the world, such as

Bombay, 16 we in America, by superior hygiene and
sanitation, have broken or delayed the sequence
of infection. Our children only infrequently be-

come exposed to polio during infancy, so that the
vast majority of them have lost their maternal
antibodies by the time they are exposed to infec-

tion. In this way large numbers of susceptibles ac-

cumulate in our communities, and epidemic polio

becomes a national preoccupation. Considerable
numbers of our youth reach adolescence and
young adult life without encountering immunizing
exposures, and the rising age incidence is corre-

lated with this fact. 17 Surveys show that the fre-

quency of infection is greater in the younger age
groups among the underprivileged in our slums
and the poorer communities, than it is among the
children associated with the higher standards of

living.18

To some14 - 10 these various facts about the nat-

ural history of polio suggest what we believe to be
a logical and realistic approach to the problem of

polio vaccination. This involves live, attenuated
polio virus administered by the oral route, with or
without accompanying passive immunization with
gamma globulin, and exposure by feeding at an
early age. Admittedly this is a bold and ambitious
program, but it is not a rash or makeshift com-
promise with sound experience. My colleagues, in

cooperation with responsible medical officials in

New York and California, have already provided
evidence that such a system of polio immunization
is safe and practical, as well as effective. Using an
attenuated strain of the Lansing-type virus, one
group of 20 volunteers in New York 1

4

and a second
of 61 similar subjects in California 20 have been fed
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this rodent-adapted strain of the virus. All of these

children were carefully observed and closely stud-

ied. No untoward reactions or incidents of any sort

occurred, and the immunological response was
eminently satisfactory. The sera of 77 of these 81

subjects were without significant neutralizing

power for the Lansing-type virus prior to the

feeding, and hence this number may be regarded

as fully susceptible to infection with this type of

polio virus. Virus isolations were made from the

stools of 45 of these subjects following infective

feeding, and 69 of the 81 developed antibodies

corresponding to the type of virus fed. Dr. Ko-
prowski, who has been primarily responsible for

this work, and the rest of us at Lederle are highly

gratified and encouraged by these results. It is

our hope ultimately to cultivate all three types of

polio virus in the chick embryo; for this, it seems
to us, is the most practical method for mass pro-

ducing a polio vaccine. A Lansing-ty,pe strain de-

veloped by Moyer21 has already been adapted to

the chick embryo by Cabasso22 and Roca-Garcia, 23

in collaboration with Dr. Cox and others in our
laboratory. Intensive efforts are now under way to

adapt the Brunhilde and Leon strains to growth in

this medium. Obviously much remains to be done,

but we are convinced that the approach is sound
and that, if patience and persistence can win, the

adaptation to the chick embryo of these remaining
strains of virus will be accomplished.

MERITS OF LIVE VIRUS

A live-virus vaccine produced in the chick em-
bryo has many advantages. We have a great back-

log of experience in the use of the chick embryo
for the preparation of vaccines. Since eggs are

readily available and cheap, a vaccine could be

produced at a cost consistent with widespread use.

Nobody wants a vaccine which is so expensive and
scarce that some board or bureau would be obliged

to evaluate the life you wish to protect before you
could get the vaccine. The general freedom of the

chick embryo from naturally occurring viruses or

other infectious agents pathogenic for man is an
outstanding advantage, and one which is offered

by no other medium of mass production. This is

especially important for a live-virus vaccine which
is not going to have the blanket disinfecting action

of formalin or some other inactivating agent. Be-

cause embryonic tissues per se are relatively poor

antigens,24 they are unlikely to induce sensitivities,

and since oral administration is contemplated,

difficulties of this type are minimized even further.

A live-virus, oral polio vaccine will immunize
by virtue of actual infection at the natural portal

of entry. Immunity induced in this manner may
be expected to be more nearly comparable to that

which follows natural infection. Some of Dr. Ko-
prowski’s volunteers have now been followed for

more than three years, and their antibody levels

are still indicative of satisfactory immunity.25

Since all of these volunteers are institutionalized,

it will be possible to make long-term observations
on the duration of immunity.

Field testing of the vaccine of this type must
proceed slowly and expand gradually, since many
legitimate questions will be asked and must be
answered. Many of these can be answered in the
laboratory, but the definitive answers will come
only with field use. We are confident that with the
progress already made and the techniques now
available to us, we can fulfill the rigid criteria for

such a vaccine. The ultimate test, however, is

acceptability. Are the medical profession and the
public ready to accept it?
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Management of

Gas Bacillus Infections and Gas Gangrene
E. J. DREW, M.D.

DES MOINES

The clinical syndrome of gas gangrene and gas

bacillus infections has been known since time im-

memorial. It is mentioned in the essays of Hip-

pocrates and Pliny; Celsus wrote of the entity in

the first century a.d.; and later Dupuytren (1778-

1835) described a “spontaneous emphysema” in

traumatized extremities, with subsequent rapid

decomposition and death.

Jean Larrey, the chief surgeon for Bonaparte’s

armies, encountered so much gangrene with early

death that he became an ardent advocate for ex-

peditious amputation of all mangled extremities.

This phenomenon also engaged the attention of

the venerable Billroth (1829-1894), who felt it was
activated by a ferment and named it “primary
mephitic gangrene.” Through some strange para-

dox, William Keen did not mention a single case

in his chronicle of battle casualties in the Ameri-
can War Between the States, but, in contrast, it

has been said that 100,000 German soldiers died of

gas gangrene in World War I. It is readily apparent

that the incidence is greatest in times of strife,

but the disease occurs sufficiently often in civilian

life to justify an awareness on the part of all

physicians who treat traumatic wounds.

DISTRIBUTION OF ORGANISMS

The Clostridial group of organisms, consisting of

welchii, septique, oedematiens and histolyticum, is

found in dirt, soil, human and animal excreta, and
wool. Cl. septique was discovered by Pasteur, and
Cl. oedematiens by Novy. William Welch, assisted

by Nuttall, isolated the organism that bears his

name while dissecting a cadaver in 1892.

In gas bacillus infections, the responsible organ-

isms in 80 per cent of the cases is Cl. welchii; in

10 per cent, Cl. septique; and in 3 per cent, Cl.

oedematiens. According to Altemeier and Gibbs,

39.4 per cent of all wounds of violence are con-

taminated with Cl. welchii, although clinical gas

bacillus infection developed in only 1.76 per cent

of 187,936 wounds. These findings would indicate

that other factors, such as devitalized muscle or

an impaired blood supply, must be present if the

organisms are to be pathogenic.

CLINICAL ASPECTS

This type of infection occurs in penetrating in-

juries such as lacerations, fractures or puncture
wounds, when they have been closed so that air

has been excluded from them. Circulatory impair-

ment from hematoma, edema, casts, pressure or

arteriosclerosis may impair the circulation to such
an extent that the gas-producing organisms begin

to grow. Once invasion has started, a vicious cycle

begins. The organisms destroy muscle by direct

invasion or endotoxic action. In this process, gas is

produced. The resulting edema in closed fascial

compartments destroys more muscle, and the or-

ganisms have more cultural media. Thus, the in-

fection becomes increasingly widespread. The pres-

ence of organisms does not necessarily predicate

an infection, however, for members of the Clos-

tridia group have been isolated from lung ab-

scesses, from brain abscesses and also from foreign

bodies that have been imbedded in the brain and
lungs. In these cases the organisms were obviously

present for a long period of time without produc-

ing any deleterious consequence per se. It must be
reemphasized that in order for the organisms to be

pathogenic, devitalized tissue must be present.

SYMPTOMS AND OBJECTIVE FINDINGS

The symptoms of gas bacillus infection or gas

gangrene occur early—usually within 36 to 72

hours following the injury. They are:

1. Pain

2. Swelling, resulting frequently in a brawny
edema and a tightness of the extremity

3. The formation of vesicles on the edematous

skin

4. A brown skin discoloration

5. Unhealthiness of the wound and a serous dis-

charge from it

6. A characteristic odor which has been de-

scribed as “mousy” or “deadhouse” (It is said

that many clinicians are able to diagnose a gas

bacillus infection merely from the odor, without

substantiation by bacteriologic study.)

7. The presence of crepitation in the tissues



510 Journal of Iowa State Medical Society November, 1954

(This usually verifies the infection, but it can be

substantiated by Roentgen examination.)

8. High grade fever with disproportionate tachy-

cardia

9. Clouding of sensorium and coma

COURSE OF THE INFECTION

An infection of this type spreads rapidly, and in

the course of a few hours may pervade an entire

arm or leg. Gangrene may occur early from im-

pairment of circulation due to the accumulation

of edematous fluids within closed fascial compart-

ments. The systemic effects are those of rapidly

progressive and overwhelming toxicity, with re-

sultant pyrexia, chills, rapid pulse and falling blood

pressure. The organisms liberate exotoxins, to

which are added the toxic products of massive
tissue destruction. The patients invariably appear
ill, and they are nervous, irritable, apprehensive
and sometimes delirious. A rapid wasting of the

erythrocyte count occurs early. The shock in gas

gangrene is frequently profound, and it does not

respond to fluid and blood replacement. Early in-

terruption of the disease process will rapidly

diminish the concomitant shock.

MORTALITY

Mortality from gas gangrene or gas bacillus in-

fection has been reported as anywhere from 25 to

50 per cent. Death may occur early from toxemia,

shock and circulatory collapse. In the China-
Burma-India theater during World War II, the

mortality from gas gangrene was reported as 31

per cent. Birchall reported 40 cases in the Euro-

pean theater, with 19 deaths, or a mortality of

47.5 per cent. Three of the deaths were from
antitoxin.

PREVENTION

There is no specific means of preventing this

type of infection. The ravages of the disease are

lessened by the application of sound surgical prin-

ciples, early recognition and prompt treatment. It

is also imperative that one recognize the potentiali-

ties in all wounds for the development of this type
of process. There are several general rules which
should be applied in the treatment of all traumatic

injuries:

1. All the rules of surgical cleanliness should be
applied in cleaning the wound.

2. Antiseptics should not be introduced directly

into the wound, for fear of augmenting the already

present tissue destruction.

3. No wound should be closed unless all con-

tamination has been removed.
4. Every wound should probably be explored

and debrided if the patient’s condition will permit
it.

5. The wound should be packed loosely.

6. Compound fractures should probably be con-

verted into open or lacerated ones, with excision

of the skin edges.

7. Dressings and splints should be loose, so that

the wound can be easily examined.
8. A circular cast should never be applied. If it

is necessary to immobilize the wound, an anterior

or posterior splint should be employed.

TREATMENT

The treatment of a gas bacillus infection or gas

gangrene is primarily surgical. If the extremity is

obviously gangrenous, amputation should be em-
ployed. If the circulation is intact, longitudinal in-

cisions, with due regard for ultimate anatomic and
functional considerations, should be made.
Some doctors feel that penicillin helps combat

the associated secondary bacterial invaders. The
value of penicillin in combatting clostridial organ-

isms, however, is questionable.

The use of antitoxin as a prophylactic measure
seems to be valueless. It was used in the C.B.I.

theater without results, and several physicians in

the Western Hemisphere have reported question-

able results, from a prophylactic standpoint. Fur-

thermore, as a therapeutic measure the antitoxin

has no more than questionable utility, and has

been said to have caused many deaths from ana-

phylactic reactions. Reviewing 445 cases treated

in the European theater during World War II,

Odan said he felt that the antitoxin had been of

little value.

The introduction of oxygen into the wound is of

definite value in establishing aerobic conditions

within the lesion. It is well known that these organ-

isms will not live in the presence of oxygen, and
their exposure to an unsympathetic atmosphere
will necessarily make the infection self-limiting.

Hydrogen peroxide, zinc peroxide or potassium

permanganate can be placed directly within the

wound, and recently the piping of oxygen into the

wound has been instituted. Many elaborate types

of apparatus have been devised for the dissemina-

tion of oxygen, but it can be accomplished easily

and simply by merely suturing catheters with

many fenestrae into the depths of the wound and
then connecting the catheter to an ordinary tank

of oxygen.

It is imperative for anyone who elects to treat

this type of disease to distinguish a local infection

with an intact circulation from one in which the

circulation is impaired. The prognosis in a given

case is determined more by the adequacy of the

circulation than by any other single factor. It is

mandatory that one distinguish between gas bacil-

lus infection in which there is devitalized tissue

and gas bacillus infection in which the circulation

to the extremity has been irretrievably lost. A pure

gas bacillus infection is one in which the integrity

of the circulation has not been violated. It is obvi-

ous that if gas bacillus infection is allowed to run

its course, it ultimately will turn into gangrene.

Gangrene will always supervene if a major arterial

pathway has been destroyed. Anerobic bacteria are
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incapable of producing infection by their presence
alone; rather, they must be aided by a failure of

circulation or by extensive cellular damage under
conditions that prevent free access of oxygen to

the wound.

SURGERY

If an extremity is gangrenous, amputation is in-

dicated. Gas gangrene is no different from any
other sort in that regard. No case has ever been
saved without amputation, and the operation should
be done at the level of good blood supply, not at

the level of crepitation or edema.
No attempt should be made to close the stump,

and it should be treated as a localized clostridial

infection.

In localized gas bacillus infections with an intact

circulation, it usually is unnecessary to sacrific the

limb. Extensive incisions should be made through-
out the entire infected area in the extremity. In

addition, all fascial spaces should be incised so

that all areas of infection are adequately exterior-

ized. It is imperative to remember that all forms
of treatment—antitoxin, antibiotics, oxygen and
oxygen-producing drugs—are secondary to prompt
and adequate surgery.

ISOLATION UNNECESSARY

Most hospitals have always insisted that all cases

of gas gangrene be isolated, and most books on sur-

gical technics for nurses have advocated strict

isolation. But in view of the ubiquity of the organ-
isms, it seems superfluous to insist on it. Nursing'

personnel should be reeducated to the reality that

the organisms, intrinsically, are relatively innocu-
ous except in the presence of dirt and damaged
muscle.

CASES OF GAS GANGRENE

1. G. S., a white male, age 6, crawled onto an
electric transformer, and 40,000 volts of electricity

went through his right arm. The wound was
treated as a burn, and compression dressings were
applied in a city hospital. It was examined 48 hours
later, at which time it was completely gangrenous,
and there was an odor present that was character-
istic of a gas bacillus infection. The diagnosis was
substantiated by bacteriologic studies, and mid-arm
amputation was done. No attempt was made to

close the wound, and zinc peroxide powder was
applied to the open stump. The patient was also

given gas gangrene antitoxin and penicillin. He
ultimately recovered, and the extremity was cov-

vered with a split-thickness skin graft.

2. W. S., a white male, age 25, was a foreman in

an implement factory where cornpickers were
manufactured. It was his duty to inspect the

finished product, and in the course of his examina-
tion, his right arm was inadvertently caught in

the revolving mechanism. The result was an ex-

tensive laceration in the axilla, with division of

the entire brachial plexus and brachial artery.

The wound was thoroughly debrided and the vari-

ous trunks of the brachial plexus were sutured.

The ends of the brachial artery were freshened and

an end-to-end anastomosis was done. At first, it

appeared that the anastamosis was sufficient to

maintain circulation to the extremity, but after 48

hours, the forearm and arm became discolored,

and a gas gangrene supervened. A high amputa-

tion of the arm was done, and no attempt was made
to close the wound. The end of the stump was ulti-

mately covered with a split-thickness skin graft.

3. T. J., a white male, age 45, sustained an electric

burn of his right hand and forearm. It ultimately

resulted in a complete thrombosis of the radial

and ulnar arteries, and the entire hand and fore-

arm became gangrenous. A gas gangrene super-

vened, and Cl. welchii were isolated. An amputa-

tion was done just below the elbow; no attempt

was made to close the amputated extremity. It was
ultimately covered with a split-thickness skin graft.

Gas gangrene antitoxin was not given.

4. J. T., a white male, age 50, injured his right

middle finger in a telephone pole accident. It was
sutured by his local physician, but a large amount
of edematous fluid subsequently collected within

the finger. It became gangrenous, and Cl. welchii

were identified. The finger was amputated, no at-

tempt being made at closure, and an uneventful

recovery occurred. Gas gangrene antitoxin was
not administered.

These four cases represent gangrene due to

destruction of circulatory pathways, followed by
gas bacillus infection. In each instance, amputa-
tion of the gangrenous extremity resulted in a

subsidence of the infection and recovery of the

patient. The employment of antitoxin and anti-

biotics was merely an adjunct to the primary sur-

gical treatment, when they were used at all.

GAS BACILLUS CASES WITHOUT GANGRENE

There were five cases of gas bacillus infection

without gangrene:

1. J. B., a white male, age 10, fell from a tree in

a pasture and sustained a compound fracture of his

right radius and ulna. No attempt was made to

close the wound, and in fact the laceration was
enlarged and the wound was irrigated. There did

not appear to be a necrotic muscle present. A pos-

terior plaster-of-paris splint was applied after the

fractures had been reduced. In 48 hours, the pa-

tient’s temperature was 103° F., and there was a

marked amount of swelling and crepitation in the

arm and forearm.

Extensive incisions were made on the anterior

and posterior aspects of the forearm and also on
the lateral and medial aspects of the arm. Cathe-

ters were sutured into the depths of the wound for

the administration of oxygen. Zinc peroxide paste

was also placed in the wound, and the patient was
given antibiotics and antitoxin. Approximately a

week later, another incision was made in the pos-
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Fig. 1. J. B.. Case No. 1, gas bacillus infection without gangrene.

terior aspect of the forearm to drain a localized

abscess. The infection subsided, and the cultures

were negative in approximately two weeks follow-

ing the injury. The defects were covered with split-

thickness skin grafts, and about a year later an
open reduction was done for non-union of the

ulna. Following the application of an internal steel

splint, the bone healed, and the patient was dis-

charged about 21 months following the injury.

2. R. J., a white male, age 50, was in an auto-

mobile accident and received a wound of the ab-

dominal wall that resulted in an eventration of

the small bowel. The intestine was so contused

that 60 cm. of jejunum had to be resected. An
end-to-end anastomosis was done, and the ab-

dominal wall was closed with through-and-through
sutures of No. 25 steel wire. The patient’s con-

valescence was uneventful, as far as his abdomen
was concerned, but, unfortunately, he was an
alcoholic and developed delirium tremens follow-

ing surgery. He was seen by a neurologist, who
recommended paraldehyde intramuscularly for se-

dation, and it was given in his right hip. In a

few days, pain, fever, crepitation and swelling

followed. Incision was made in the right hip, and
routine cultures showed Cl. welchii.

A large segment of his buttocks was excised,

and the wound was treated with zinc peroxide

locally. Gas gangrene antitoxin was not adminis-

tered. The infection subsided, and the defect was
covered with a split-thickness skin graft. This par-

ticular infection is interesting because it developed
following administration of hypodermic medication

in the buttocks.

3. R. C., a white female, age 61, had a diabetic

gangrene of the right lower extremity, and a below-

the-knee amputation was done, with primary clos-

ure. This was followed in 24 hours by pain, fever,

swelling and the development of crepitation in

the amputated stump. Bacteriologic studies showed

Cl. welchii. A supracondylar guillotine was done.

Gas gangrene antitoxin was not given.

In retrospect, it would appear that this patient

could probably have been treated by opening the

wound and treating the stump as a localized gas

bacillus infection. However, in view of the patient’s

age, arteriosclerosis and impaired circulation, it

was felt that a higher amputation was mandatory.
Perhaps it should have been done as a primary
procedure.

4. P. B., a white female, age 25, was involved in

an automobile accident and received a crushing

injury to her left leg. There was a small, incon-

sequential fracture of the left fibula, and a lacera-

tion, about 30 cm. in length, on the lateral aspect

of her leg. There appeared to be only a moderate
amount of tissue injury, and it was felt unneces-

sary at the time to debride any muscular tissue.

The wound was thoroughly cleansed with saline

and white soap, and a primary closure was done.

The following day, the patient’s temperature was
103° F. There was marked swelling and pain in

the leg, and crepitation was present. The original

laceration was opened, and in addition, extensive

excisions were made on the posterior aspect of the

leg, extending from the popliteal space to just

above the ankle. Another incision was made on
the medial aspect of the leg, from the medial

condyle of the femur to just above the ankle. The
muscular compartments were also incised, and
four catheters were sutured into the wounds for

the administration of oxygen. In addition, zinc

peroxide powder was placed in the wounds. The
patient’s convalescence was essentially uneventful,

and the resulting wounds were covered by a split-

thickness skin graft. Large doses of gas gangrene
antitoxin and penicillin were given in this case.

5. J. M., a colored male, age 40, sustained a com-
pound fracture of his right tibia and fibula in an

automobile accident, and developed a gas-bacillus
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Fig. 2. P. B., Case No. 4, gas bacillus infection without gangrene.

infection. It was treated by enlargement of the

wound, application of zinc peroxide paste, and
local debridement. The patient’s infection was un-

der control, but he died from a bilateral renal

injury. Gas gangrene antitoxin was not given.

SUMMARY

Four cases of gas gangrene and five cases of gas

bacillus infection have been presented, with one
mortality (11 per cent) resulting from a bilateral

renal injury. At the time of this fatality, the pa-

tient’s gas bacillus infection was under control.

It should be emphasized that treatment of gas

gangrene and gas bacillus infections should consist

primarily of surgery and secondly of the creation

of an atmosphere that is deleterious to the growth
of anerobic bacteria. It should be reiterated that

antibiotics and antitoxins are essentially valueless

in the treatment of these infections. Further, the

insistence by hospital authorities upon isolation of

all cases of these diseases appears unwarranted.
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SIXTH CONGRESS ON OB. & GYN.

A five-day meeting, December 13-17, 1954, covering

every phase of maternal and newborn care, is to be
held at the Palmer House, in Chicago, under the aus-

pices of the American Committee on Maternal Wel-
fare, Inc., and the American Academy of Obstetrics

and Gynecology. It will bring together the four major
groups concerned in providing improved care for

mothers and babies—medicine, nursing, public health,

and hospital administration.

Information can be obtained from the Sixth Amer-
ican Congress on Obstetrics and Gynecology, 116

South Michigan Avenue, Chicago 3.



Failures of the Cataract Extractions and

Their Pathologic Explanation

FREDERICK C. BLODI*

IOWA CITY

In order to appreciate our mistakes and improve
our technic, we must first diagnose our failures.

The complete failures in ophthalmology, especially

after intraocular surgery, end with enucleation of

the affected eye. Clinically, we all know when our
failure has been complete after surgery. The result

may be intractable pain, irrevocably lost vision or

danger to the other eye. But only the histologic

examination of the enucleated eye can tell us why
the failure occurred. Such a procedure is as im-
portant to the ophthalmologist as an autopsy is to

the general surgeon or to the internist.

The eyes have to be processed and prepared in

special laboratories before such an examination,
and Iowa ophthalmologists are invited to submit
their problem cases to University Hospitals, Iowa
City. We shall be glad to prepare the eyes and
examine them. It is necessary that work of this

sort be done within the state, now that the Armed
Forces Institute of Pathology has more work than
it can take care of.

The failures of cataract surgery could be pre-

sented in either of two ways. (1) I could go through
all of the complications systematically, but nothing
could be gained from such a presentation that

could not be found in a textbook. (2) I could point

out which of the complications occur with relative

frequency and which ones are comparatively rare.

If we can prevent or treat the two or three most
common complications, it will be possible, in the

future, for us to save eyes like those that we have
been losing.

Having chosen the second of those alternatives,

I shall give you a survey of 150 eyes which had to

be enucleated after cataract extraction and which
I have examined in various laboratories during a
period of approximately 12 years. If we assume
that about 0.5 per cent of all eyes which undergo
cataract extraction come to enucleation—and that

would be a conservative estimate, for the percent-

age has been declining—those 150 eyes reflect the

poor results or final failures of at least 30,000

cataract extractions.

Among those 150 eyes, 77 were enucleated after

ar extracapsular extraction, and 68 after an intra-

capsular operation. Three were enucleated after a

linear extraction, and one after discission for con-

genital cataract.

The most frequent cause for postoperative fail-

* From the Department of Ophthalmology, State University
of Iowa, and the Veterans Administration Hospital, Iowa City.

ure was secondary glaucoma. The frequency of this

complication was remarkably similar in the extra-

capsular and intracapsular series. In both, it

amounted to about 35 per cent of the eyes. The
cause for the glaucoma varied greatly, whether the

operation was done within the capsule or extra-

capsularly. Secondary glaucoma after extracapsu-

lar extraction was frequently caused by remnants
of lens fibers or of the lens capsule within the eye
(Fig. 1), and especially in the wound. These
remnants frequently caused adhesion of the iris

to the peripheral cornea, resulting in the obstruc-

tion of the angle of the anterior chamber. After

intracapsular extraction, the most frequent cause
of secondary glaucoma was the adhesion of the

iris to the cornea because of delayed restoration

of the anterior chamber. In other cases of second-

ary glaucoma, the excessive proliferation of scleral

tissue from the wound covered the posterior sur-

face of the cornea and extended into the angle.

Loss of vitreous only rarely accounted for second-

ary glaucoma leading to enucleation. Defective

wound healing or an incorrectly placed incision

(Fig. 2) may lead to anterior synechiae and to

secondary glaucoma.

The next most important reasons for failure after

Fig. 1. The iris has become adherent to remnants of the
lens after an extracapsular extraction. Secondary glaucoma
follows.
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Fig. 2. Corneally placed wound, to which iris and lens
capsule have become adherent.

cataract surgery were chronic uveitis and epithe-

lial downgrowth. Chronic uveitis occurred more
frequently after an extracapsular extraction. Here
it accounted for 26 per cent of all the failures.

Among the eyes enucleated after intracapsular

extraction, only 6 per cent had had to be sacrificed

because of a chronic uveitis. This difference is sta-

tistically significant. We all know that a uveitis

will occur more frequently after extracapsular

extraction. The lens fibers remaining in the eye

are irritating and act like a foreign body. In addi-

tion, they may very well be an excellent medium
for microorganisms. We also know that the protein

of the lens is antigenic and may precipitate an
inflammation. These instances of chronic uveitis

are characterized by a more or less diffuse infiltra-

tion with round cells, especially with lymphocytes
and plasma cells. This is, therefore, not to be con-

fused with a granulomatous infection or with an

acute purulent inflammation.

Epithelial downgrowth along the wound into the

anterior chamber (Fig. 3) has occurred more fre-

quently after intracapsular extraction. Here it ac-

counted for 29 per cent of the postoperative fail-

ures, but only for 14 per cent among extracapsular

extractions. This again is statistically significant.

We can only speculate as to the importance of

these figures. It seems, however, that during the

last decade or so, epithelial downgrowth has been
more prominent among our complications. This

may be merely an apparent increase in frequency

because of a relative decrease of secondary infec-

tions, or it may be an absolute increase because of

some change in our technic. Many people have
supposed that sutures, when placed too deep into

the stroma, may very well precipitate epitheliza-

tion. In other instances it may be the absence of a

conjunctival flap which precipitates the down-

Fig. 3. Downgrowth of surface epithelium along the open
wound into the anterior chamber.

growth of epithelium. In any case, this is a very

serious complication, and we are completely help-

less as regards treating it.

It is interesting to note how rare a purulent in-

fection has become in our era of antibiotics and
chemotherapy. Only 8 per cent of all enucleations

were due to a purulent infection. Among these 12

eyes, 2 cases were instances of late infection. We
are probably justified in predicting that with the

improvement of our operating-room technic and
with the improvement of antibiotic therapy, puru-

lent infections will become rarer and rarer. The
cases of late infections are usually due to poor

Fig. 4. Cystoid scar after defective wound healing. Late
infection may follow.
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healing of the incision, with the formation of a

cystoid scar (Fig. 4).

Ten per cent of all eyes were lost because of a

retinal detachment. Eight eyes had to be enucleated

because of retinal detachment after intracapsular

extraction. These account for 12 per cent of all

the failures. However, since five of these eyes had
had a preceding retinal detachment, the extraction

cannot be held responsible for the final failure in

all of those instances. The extraction was done
only to improve the visualization of the fundus.

The incidence of actual postoperative detachments
is, after this correction, identical, whether the

operation was intracapsular or extracapsular.

These findings therefore do not corroborate the

old myth that an intracapsular extraction may pre-

cipitate a retinal detachment.

Only eight of these eyes were enucleated be-

cause of a sympathetic ophthalmia. This occurred

somewhat more frequently after an extracapsular

extraction. However, the figures here are too small

to be of any statistical significance. This severe

complication is relatively rare and can be ex-

pected in no more than one out of 4,000 extractions.

The modern ways of treating this inflammation

may perhaps somewhat reduce the numbers of

final failures that come to enucleation.

All of the other reasons for postoperative enu-

cleation were much rarer. Twice, the lens nucleus

was luxated into the vitreous. In three cases, the

preexisting primary glaucoma finally led to enu-

r

Fig. 5. Expulsive hemorrhage. Blood is pushing the con-
tents of the eye out through the wound.

cleation, and in a single case each there were
expulsive hemorrhage (Fig. 5), hemophthalmus,
and vitreous adhering to the cornea.

AMA CLINICAL MEETING

The 1954 Clinical Meeting of the AMA, which
is to be held November 29-December 2, in Miami,
Florida, is to include subjects of broad interest

in the fields of medicine, surgery, pediatrics,

neuropsychiatry, obstetrics and gynecology. Out-

standing authorities from all over the country
will be there to present their talks and to answer
questions, and there will be a dozen symposia and
panels. Many of the practical problems of the

physician will be covered.

There are to be 80 scientific exhibits, and they

will be open all day long each day. Demonstra-
tors will be on duty constantly so that the visit-

ing physicians may ask questions and discuss

their problems. Special features will include a

fracture exhibit, where demonstrations will be

conducted by some of the leading surgeons of the

country. Visitors are invited to bring roentgeno-

grams of the cases that they wish discussed. There
will be manikin demonstrations to illustrate ob-

stetric technics.

A special feature will be a film program on
Tuesday night at the McAllister Hotel, where,

among other showings, there will be the premiere

of “Lung Cancer: The Problem of Early Diag-

nosis,” sponsored by the American Cancer Society,

and “Differential Diagnosis of Arthritides (Rheu-

matoid, Osteo, and Gouty),” by Dr. Wm. B. Rawls,

of New York. The authors will introduce each

presentation and will be available afterward to

answer questions.

Color television has become an important part

of all AMA meetings and will again be shown in

Miami. The programs will originate at the Jack-

son Memorial Hospital and will bring the oper-

ating room directly into the lecture hall. The vis-

iting physician will be able to see more of the

operation than he would if he were in the oper-

ating room.

JAMAICA MEDICAL MEETING

Doctors attending the AMA Interim Meeting in

Miami are invited to a postconvention meeting of the

British Medical Association, Jamaica Branch, at King-

ston, Jamaica, on Saturday, December 4.

Jamaica is reached from Miami by airliner in a

pleasant 2%-hour trip over the Gulf Stream, across

Cuba and a comer of the Caribbean Sea. At the close

of the AMA session on Thursday, December 2, doc-

tors and their wives could fly to Jamaica on Friday,

attend the British Medical Association meeting Sat-

urday forenoon, and then enjoy the attractions of

the island as long as they wish, returning to Miami
by any of the several flights scheduled daily.

Further details will be available at Information

Desks at the Miami meeting, from the American Ex-

press Co., and from local travel agents.
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SUMMARY OF CLINICAL FINDINGS

A 34-year-old white male was noted to have
episodes of hyperactivity, followed by periods of

dejection. He consulted the Departments of Neu-
rology and Psychiatry in April, 1947, because of a

loss of ability to converse, fear in expressing him-

self, loss of ability to concentrate, loss of self-

confidence, loss of efficiency, poor memory and a

feeling that he was destroying the people who
loved him. A similar episode of depression had
occurred at the time he was married.

The treatment administered consisted of benze-

drine sulphate, 10 mgm., in the morning and at

noon, and sodium amytal, 3 gr., at bedtime.

He returned to the Department of Psychiatry in

October, 1947, markedly depressed. For several

months after his previous visit he had gradually

improved, but in August, 1947, he made several

bad financial deals and lost considerable sums of

money. In order to cover up the original loss, he
kept cashing checks to cover the preceding bad
checks. Eventually he was unable to escape the

consequences of that sort of procedure, and a

marked depression followed. Psychotherapy was
instituted, and the patient slowly recovered, but

he continued to enter into poorly planned business

ventures. After 17 months he returned to the hos-

pital in a marked depression. Electric-shock ther-

apy produced a remission of the symptoms of

depression.

The next admission was on January 6, 1953,

when he returned to the Department of Psychiatry

complaining of difficulty in swallowing due to

tightening of the throat muscles. A similar episode

had occurred one year prior to admission. The
difficulty in swallowing occurred in episodes last-

ing one to three minutes, preceded by an impres-

sion of stuffiness in the nose and in the front of

the head. On one occasion the episode was fol-

lowed by a numbness of the right side of the body
which lasted for two days. Three days prior to

admission, a similar episode produced numbness in

the right upper extremity and in the right half

of the face. However, by the time of admission it

had completely disappeared. In addition, he noted
the frequent occurrence of headaches. There was
no evidence of psychiatric disease present at that

time, and a consultation with the Neurological

Service was obtained.

The neurological examination failed to reveal

evidence of an intracranial lesion; and since he had
had unexplained and untreated hypertension for
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ten or twelve years, the Urology Department was
asked to make sure that there was no renal cause

for hypertension.

Physical examination revealed a well-developed,

well-nourished white male in no acute distress.

The blood pressure was 280/150 mm. Hg., the pulse

was 76 per minute, and the respirations were 24

per minute. The head and neck were normal.

Fundoscopic examination revealed hypertensive

retinopathy without evidence of specific etiology.

The thyroid gland was slightly enlarged, soft, and
non-tender. The lungs were clear to percussion and
auscultation. There was a harsh, systolic murmur
located over the pulmonic area without transmis-

sion. Examination of the abdomen revealed no
masses or organs palpable. The genitalia were that

of a normal adult male. On rectal examination the

sphincter tone was good, and the prostate was of

normal size, shape and consistency.

On admission, a urinalysis revealed a specific

gravity of 1.014, an acid reaction, negative albumin,

sugar and Meyers, and a negative microscopic

examination. The hemoglobin was 16 grams per

100 ml., and the white blood count was 12,350 per

cu. mm. The blood urea nitrogen was 17 mg. per

cent, and creatinine was 1.4 mg. per cent.

Intravenous urograms revealed prompt excretion

of the radiopaque material from both kidneys,

with normal pelvis and calyces bilaterally. Com-
parison with a film that had been taken while the

patient was a student at the University of Iowa
revealed that there had been a downward change
in the position of the left kidney and that the

upper pole had been tilted laterally. Because of

those findings, a perirenal insufflation of air was
performed on the left side under general anes-

thesia, and the X-ray films then taken were inter-

preted as showing no evidence of a left suprarenal

mass. A benzodioxane test, performed while the

blood pressure was elevated, was negative. A
sodium-amytal test and a provocative test with
hexomethonium were also negative. A repeat ex-

amination by intravenous urography and peri-

renal insufflation of air was performed, and again

the results were interpreted as normal.

In spite of the negative findings, the patient was
considered for exploration of the left retroperi-

toneal space. However, twelve hours following the

second perirenal insufflation of air, the patient

suddenly collapsed while he was stooping to pick

up a package of cigarettes. When found by the

physician, he was lying prone on the floor sweating

profusely. His speech was quite thick, and he com-
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plained of pain in the right parietal region. The
blood pressure was 210/140 mm. Hg.; there was
a left facial paralysis; the left arm and the left

leg were paralyzed; and there was a positive

Babinski on the left side.

The following day, the blood pressure was
200/140 mm. Hg., and the patient was comatose.

Hexomethonium was given subcutaneously with
very little effect on the blood pressure. Respira-

tions were very rapid. The rectal body tempera-
ture was elevated to 105.4 degress F. The next day
the temperature was 101 degrees F., the blood pres-

sure was 190/110 mm. Hg., and no change in his

condition was noted. Oxygen was administered
by nasal catheter, and fluids were given intra-

venously. Later that day, the respirations became
labored, and the Department of Anesthesiology
applied an Emerson respirator. On the third day,

the blood pressure was 110/70 mm. Hg., and the

pulse was very slow and weak. Respiration could

not be sustained without the respirator. Supportive
therapy was continued, but the blood pressure

gradually dropped until it was recorded at 85/55
mm. Hg. on the fifth day after vascular accident.

His course was gradually downhill, and he expired

on February 18, 1953.

CLINICAL DISCUSSION

Dr. Ruben H. Flocks, Urology: This patient was
admitted to the hospital and sent to the urological

service in the first part of 1953 with the findings

which are recorded in the protocol. His first ad-

mission to the hospital here was to the Depart-
ments of Neurology and Psychiatry, and the story

is relevant. I am going to ask Dr. Huston to

emphasize some of the points of the story at that

time and then continue it up to the time of his

admission to the urological service.

Dr. P. E. Huston, Psychiatry: I think that the

material in the protocol with respect to the psychi-

atric aspects of this man’s illness is essentially

correct. I saw him first in 1947 on referral from
Dr. Sahs, and at that time he had complaints which
were typical of depression. I think Dr. Flocks had
seen him earlier because of a history of prostatitis,

which was reported as non-specific. It had been
recommended that he receive penicillin and strep-

tomycin. I placed him on symptomatic treatment

for depression, using benzedrine sulfate and amytal.

He was seen again later in the fall of 1947 by Dr.

Miller of our department. At this time he had
swung over from a depressed state to an excited

one, and then again in November he seemed to

have largely recovered from this excitement. Fol-

lowing this, he cycled between episodes of de-

pression and elation. During his periods of elation

he became involved in business deals in which he
showed poor judgment, spent money excessively,

accepted responsibilities which he could not meet,

and caused great difficulty for his family.

He returned to us in January, 1949, while de-

pressed, and was admitted to the hospital. We
discovered a very difficult problem in his relation-

ship with his father, a very prominent, self-made

man who had tried to impose his will on the pa-

tient. The patient had rebelled, and there was a

marked father-son battle. Attempts were made to

treat him with psychotherapy. After a month of

unsuccessful treatment, he was placed on electro-

therapy. He received six treatments and responded
well. Following his release from the hospital, he
remained well. I saw him again in January, 1953.

At that time he gave a history of tightness of his

throat muscles and difficulty in swallowing which
dated back a year, occurring in very short epi-

sodes lasting two or three days. There had also

been paresthesias around the mouth, unilateral in

character, and also an episode of numbness cover-

ing the right side of the body. This lasted two days

and was sharply demarcated at the midline. Just

before I saw him, he had had another attack of

numbness which had involved the right hand and
arm, and the right side of his face, but this was
improving and nearly gone. He also complained of

occasional transient headaches which he thought

might be connected with emotional tension.

On this examination I found the blood pressure

to be 150/110. This, to my knowledge, is the first

time he showed any evidence of hypertension. I

checked back through our records carefully, and
found that the blood pressure was recorded within

normal limits for all previous occasions. Second,

on this occasion the deep reflexes were somewhat
more active on the left than on the right. There
were no sensory changes. Because he was improv-

ing, I decided to temporize for two weeks. He came
back feeling much better. I was still puzzled by
the picture, and I felt more certain that his trouble

was not fundamentally psychiatric. The hyper-

tension of 150/110 was still present, and the deep
reflexes were more active on the left than on the

right. Because of this finding, I again sent him
back to Dr. Sahs for evaluation.

I should like to emphaize (1) the fact that his

episodes of depression and excitement were un-

related to the subsequent course, and (2) the

importance of adequate re-examination in spite of

previous history. This patient could have been

considered to have psychiatric disease. However,

it was not possible to demonstrate an emotional

etiology, and the physical findings did not fit a

psychiatric syndrome.

Dr. Flocks: Would you like to discuss the find-

ings back in 1947 and then the more recent ones,

Dr. Sahs?

Dr. Adolph L. Sahs, Neurology: In 1947, his

blood pressure was listed as 140/80. I have a list

of the original symptoms recorded by the patient.

He lost his ability to converse with people, and
I believe that that was the predominant feature of

the original referral. There might have been some
question about his having some asphasic difficulty
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at that time. “Voice sounds unnatural, afraid to

express himself, lost capacity to concentrate, wor-
ried about inability to do things, uncomfortable

when people come to visit.” The reason I am list-

ing these is that I am going to tell you later about
his symptomatology as he expressed it to me sev-

eral years later. “Lost confidence in self, slowed
down in thinking and movement, fatigue and loss

of pep, situations looked big to him, poor memory,
thinks he has made a mess of things, smokes con-

stantly because he is so tense.”

Now, compare this symptomatology with that of

1952. In February, 1952, new symptoms began to

make their appearance. The warning consisted of

a peculiar sensation over the bridge of the nose,

as though he had received a blow. This was fol-

lowed by a tight feeling in the throat and chest,

then difficulty in breathing. During this time he
found it difficult to swallow, and he became in-

capable of speech. There was tightness of the throat,

and there was numbness of the lips. Sweating
occurred, but he did not become unconscious. The
attacks were more likely to occur when he missed
sleep. The patient said that he had a total of eight

or nine of them in the past year, the total length

being three to five minutes. Recently, he had had
one in the presence of his employer, and the em-
ployer said that he was pale. Then came the

episode of numbness on the right side of the body,

slight differences in the reflexes, and the observed
pressure here of 180/110. I certainly thought that

this was a situation which called for further diag-

nosis for the possibility of a pheochromocytoma,
and hence the referral to Dr. Hardin and Dr.

Flocks.

Dr. Flocks: This patient, then, had a peculiar

group of symptoms which had changed from 1947

to 1952 and had become a group which occurred in

attacks with a peculiar sensation about the mouth
and throat-—a tightness about the throat and neck,

accompanied by pallor—and at one time was
proved to be associated with hypertension. Because
of the hypertension, we were asked to see the indi-

vidual to discover whether there were anything

that could be demonstrated in the urinary tract

or about it which might prove to be the cause of

the hypertension or be associated with it.

When we saw this patient, we found nothing to

add to the physical findings thus far. Intravenous

pyelograms were made. They showed both kidneys

to be functioning well and to be within normal
limits, but in contrast to the ones made in 1947,

they showed one significant change.

The ones taken in 1947 show that the left kidney
is functioning and is normal. The position of the

upper calyx in relation to the first lumbar vertebra

was evidence of that fact. In 1953, in contrast, the

right side was exactly the same as in 1947, but, as

the picture indicated, the calyx was much farther

away, on the left side, and the kidney seemed to

have been pushed downward. This difference led

us to believe that there might be a tumor of the

left adrenal. Perirenal air injection was carried

out, and the evidence of air coming around the

kidney seemed to indicate that there was a mass

present which could be a tumor. There was some
difference of opinion among several of us as to

whether or not this was an artifact. Because of

the downward shift in the position of the kidney,

many of us felt that it represented a tumor. Studies

repeated several days later again showed this

peculiar distribution of air.

No visualization was made of the right side, and

because the right kidney was not displaced down-

ward, it was felt that a unilateral lesion was pres-

ent. Improvements in technique of the presacral

air injection have made it possible now to obtain

visualization of both sides more easily, actually,

than we have been able to obtain from one side by

the perirenal air injection.

As a result of the intravenous urogram, the left

side’s being displaced downward, and the perirenal

air injection on the left side of this patient, a tenta-

tive diagnosis of a left adrenal tumor was made.

Upon the basis of the hypertension and the inter-

mittency of the symptoms, it was felt that it was
probably a pheochromocytoma. Confirmatory stud-

ies were made, and several findings in the eyes

were found. Dr. Leinfelder will discuss this aspect.

Dr. Placidus J. Leinfelder, Ophthalmology: The
changes in the retina of this patient were those of

hypertensive vascular disease, and as was re-

ported on the consultation slip, these changes were
no different from those seen in any other patient

with hypertensive vascular disease. In other words,

a uniform picture of retinal and vascular changes

occurs whether it is due to adrenal tumors, renal

disease, or a primary hypertension. However, it is

of interest that in a number uf cases of suprarenal

tumors, changes occur in the cornea and con-

junctiva. In the cornea, medullated nerves have
been recognized. These are the normal corneal

nerves that have become opaque because of the

abnormal medullary shield. They should be non-

medulated. Occasionally, it is true, a short medul-
lated fiber can be seen normally at the edge of

the limbus. Yet this never approaches the extent

of medullated nerves that can be observed in

pheochromocytoma patients. The second change

is in the conjunctiva and consists of one or more
tumors of the neuroma variety. They may occur

in the bulbar conjunctiva, at the limbus, or in the

palpebral conjunctiva. In a patient seen here in

about 1939, who had pheochromocytoma of the

adrenal, there was an extensive white plexus of

medullated nerve fibers. On his palpebral conjunc-

tiva he had a number of tumors, which appeared

to be neuromas. Normal corneal nerves could not

possibly show up as they did in his case. In the

uppor portion of the limbus, in that same patient,

there was a small, overhanging mass composed of
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neuromas. These characteristically occur in some
cases of pheochromocytoma.

In the fundus, the typical changes during vas-

cular disease consist of a segmental narrowing of

the arterioles, a cottonwool area of degeneration

and an occasional hemorrhage. This is evidence of

generalized constriction of the blood vessel, due to

a moderate amount of hypertensive retinopathy

with quite advanced arterial changes, but is a

finding not at all incompatible with what would be

seen in pheochromocytoma of the adrenal. In the

more marked cases of vascular disease, there are

edema of the macula and degenerative changes

throughout the fundus. An occasional artery may
have been occluded, and elsewhere there may be

some marked changes in arterioles—so marked, in

fact, that in places it is difficult to see them. I have
seen adrenal tumors with a picture of this variety.

In still more marked cases, the nerve head be-

comes completely obliterated by edema and exuda-

tion. There are hemorrhages, and the blood vessels

are very difficult to see because of the great

amount of edema.
After the removal of the adrenal tumor, if the

condition has not persisted for too long a period

of time, the retina can return to normal, and even
the arterioles can lose their constricted appearance.

Even in advanced retinopathy, one would expect

surgery to result in a disappearance of the degen-

erative and hemorrhagic changes in the retina.

Dr. Flocks: Certain other tests are usually car-

ried out in these cases, and Dr. Kirkendall will

discuss them.

Dr. Walter Kirkendall, Internal Medicine: Most
of us are interested in the curable forms of hyper-

tension, and pheochromocytoma, which represents

one of the curable forms, has received a large

amount of attention as far as pharmacologic tests

are concerned. In general, pharmacologic tests can
be grouped into two large categories. One is the

provocative procedure, where tests are made to

elevate the blood pressure, and the second is a

blocking test, where attempts are made to lower
blood pressure that is already elevated. An ex-

ample of the first type is the histamine test. The
mechanism by which these provocative tests work,
it seems probable, is by causing a transient drop
in blood pressure, which subsequently causes vaso-

dilatation in the region of the tumor, liberation of

pressor amines from the pheochromocytoma, and
subsequent hypertensive overshoots. I think that

is an acceptable idea for the moment. As far as

the blocking agents are concerned, they block the

peripheral action of adrenalin and nor-adrenalin,

in the main. They may block sympathetic nerve
impulses. Benzodioxane and regitine are the prime
examples of the latter group. Other members of

the same group are dibenamine and priscoline.

There are a number of difficulties with these drugs,

and I think that all of us are very much aware of

them. But I might cite just a few examples at this

time.

In the first place, we have a good number of

false positives, particularly with the blocking type
of drug. With regitine and benzodioxane, we have
found that if the individual is uremic, we can get

positive reactions in the absence of pheochro-

mocytoma. Likewise, we find that false positive

reactions are frequently found following barbitu-

rates. Probably due to the blocking of regitine on
sympathetic nerve impulses, we also find that at

times a 5-mgm. dose of that drug, which seems to

be a fairly standard one, may be enough to cause

a certain degree of sympathetic blocking and a

consequent lowering of the blood pressure. Under
such circumstances, a lowering of the blood pres-

sure is not due to neutralization or inactivation of

circulating catechols. That phenomenon is prob-

ably not seen quite so often with benzodioxane,

for it tends to act more specifically on reaction of

adrenalin at the nerve endings.

In these tests, there is another false negative

result that is becoming frequent, I think. Those
of you who are familiar with the problem will

recognize a certain amount of speculation here,

but I think a brief explanation is justifiable. When,
from any cause (for instance unilateral kidney

disease or, we’ll say, circulating catechols) hyper-

tension has been present for a long time, other

mechanisms in the body tend to take over its

maintenance, and the hypertension can persist in

the absence of the original exciting agent or cause.

I think that is what happens in certain cases of

pheochromocytoma. Namely, after the pheochro-

mocytoma has been operating for a good while,

other pressor agents or systems in the body take

over, and the pheochromocytoma is no longer im-

portant in the sustained hypertension which we
see. Therefore, when we use blocking agents to

precipitate a drop in blood pressure, we are un-

successful because the blood pressure is main-

tained by mechanisms other than those on which
the drugs are effective. It is only an episodic rise

that we can block with this material. That prob-

ably isn’t true of all of them; but in certain cases

which have sustained hypertension and in which
we get false-negative results, I consider that the

mechanism may be important.

You should also remember that these pharma-
cologic agents have a certain amount of danger

attached to them. Most of the clinicians in this

group have had experiences with the injection of

histamine in the presence of pheochromocytoma.
The results many times, to say the least, are start-

ling. It is wise, therefore, to have on hand a block-

ing agent to stop these symptoms and signs when
they have reached the diagnostic level. Likewise,

benzodioxane in particular is not an especially good

drug because it produces a large number of side

effects. Tachycardia is prominent. The patients at

times may become confused during the apex of the

drug’s effect. Likewise, at times, in patients who
have hypertension not due to pheochromocytoma,
one may see a rather alarming rise in the blood

pressure.
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The route of administration, I don’t think I’ll go

into at the present time, except to say that regitine

has fewer side effects than either of the other two
agents and can be given intramuscularly with a

fair degree of success. I think it is only fair to say

at this point that most of us who are interested in

pheochromocytoma are looking for a better means
of diagnosing it. Recently there has been consider-

able attention paid to the possibility of measuring

these catechols as they occur in the urine. Certain

tests have been devised which do demonstrate

these catecholamines to be present to a greatly

increased degree in patients with pheochromocyto-

ma, but in my opinion they are as yet impractical.

When the tests have been perfected, these catechol-

amines may provide us a way of distinguishing the

hypertension due to pheochromocytoma from hy-

pertension due to other causes.

Further, we can anticipate trouble even with this

test because we know that the pheochromocytoma
does not send out large amounts of catechols all

of the time. Patients seem to be excreting large

amounts most of the time, but as I have said, it is

probable that in some individuals the inciting

mechanism has been pheochromocytoma, but other

mechanisms are sustaining the hypertension. They
will not have elevated catecholamines in their

urine. Now, if that is the case, we are going to

have false negatives here as well. But so far, there

have been no false negative results in the patients

who have been tested by this means.
Dr. Flocks: So, the pharmacologic tests were

negative most of the time in this particular pa-

tient, but in spite of that fact, it was our feeling

that he did have a left-sided pheochromocytoma,
and exploration of that area was indicated. How-
ever, while he was being prepared for the opera-

tive procedure, he bent over in bed one evening,

putting pressure on his left side as he recovered

his cigarettes from the floor. Suddenly he devel-

oped what appeared to be a cerebral hemorrhage
associated with a tremendous hypertension. He
became unconscious, and a few days later he died,

the terminal diagnosis being cerebral hemorrhage
and a left-sided pheochromocytoma.

Dr. William Bean, Internal Medicine: May I say

a word? Although your hypothesis, that he died

because he massaged his adrenal and gave himself

hypertension and a stroke, is certainly easily ten-

able, I think we should consider the possibility of

an air embolus in someone who has had air put

into his system—an air embolus that goes through
into the brain. I agree that it is much less likely

than your supposition, but we shouldn’t overlook

it, for if such an embolus can be detected clinically,

one can help the patient by putting him in the

Trendelenberg position and aspirating blood from
his right ventricle. Occasionally the heart makes
an awful racket, and you can tell if that is going on.

I presume that didn’t happen here.

Dr. Flocks: I think that Dr. Bean’s comment is a

very good one. There are two points that I wish

to make with regard to its application in this case,

however. One is that we don’t inject air; we inject

oxygen. Second, the vascular accident occurred

long enough afterwards so that the oxygen had

been absorbed. Yet, we thought about the possi-

bility and discussed it.

Dr. Jack Layton, Pathology

:

Even though it is

considered a rarity, pheochromocytoma of the

adrenal is now a well-established and widely

recognized clinical-pathologic entity of dramatic

character and vital importance.

Pheochromocytoma is a neoplasm of the chro-

maffin tissue; and although in about 90 per cent

of the cases it is found in the adrenal medulla, in

the remaining 10 per cent it occurs elsewhere in

the body where chromaffin tissue is situated. In

the latter instances, it may be called paraganglion.

The tumors are usually benign, but about 10 per

cent of them are malignant. Although they are

usually considered to be distributed unilaterally,

our autopsy figures tend to indicate that in perhaps

nearly 20 per cent of instances they are bilateral.

The association with neurofibromatosis, which
Dr. Leinfelder mentioned, is too frequent, we feel,

to be fortuitous. These people quite often have
neurofibromas in other sites than the eye.

In Smithwick’s series of lumbosacral sympa-
thectomies in 1,000 cases of persistent hyperten-

sion, with exploration of the adrenals, the inci-

dence of pheochromocytoma was 0.5 per cent. It

should be emphasized that these tumors can cause

sustained hypertension as well as the paroxysmal
type. Arteriolosclerosis is not a constant accom-
paniment to the hypertension; and it is of interest

to note that the sustained pressure, which may
exist over many years, may not appreciably injure

the arterioles.

The total duration of the untreated disease varies

a great deal, anywhere from a few months to

many years, depending upon the degree of secre-

tory activity of the offending tumor. Death usually

follows failure of the circulation, as evidenced by
a profound state of shock or by massive pulmonary
edema. In the more prolonged cases, particularly

those in which the blood pressure becomes sus-

tained, coronary occlusion or cerebral hemorrhage
(as in this case) is the immediate cause of death.

It is vitally important that pheochromocytoma
be recognized so that a cure may be possible.

Dr. Sahs: Was that one-centimeter tumor found
in the right adrenal on microscopic or on gross

examination?
Dr. Layton: It was found in the gross examina-

tion of this adrenal. It was noted that the adrenal

was enlarged, and on section, the tumor was noted
in the medulla.

Dr. James W. Cidbertson, Internal Medicine:

Can you say whether or not the perirenal fat

showed the characteristic brown coloration de-

scribed by Smithwick? If this observation is con-

sistent, and if one finds brown perirenal fat but
no tumor on the side being examined surgically,
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he should explore the opposite side. Let me remark
further that Howard, of Johns Hopkins, has studied

the occurrence of bilateral pheochromocytoma and
reported on a number of cases. He has shown an
apparent familial tendency. Thus, if one is lucky
enough to prove bilateral pheochromocytoma in

one individual, it seems worth while to investigate

the patient’s relatives.

Dr. Layton: The protocol does not mention
whether or not the fat was brown.

Dr. Culbertson: When I looked at the clinical

photograph, I couldn’t tell whether it was brown
or not, but it didn’t look bright yellow.

SUMMARY OF NECROPSY FINDINGS

At autopsy, pheochromocytomas were found in

both adrenal glands. The 110-gram tumor involv-

ing the left adrenal was a bilobulated, spherical

mass perched above the left kidney, with an
atrophic remnant of adrenal tissue mediad. The
mass was encapsulated and separated from the

kidney by fibroareolar and adipose tissue. The
right adrenal was enlarged to inspection, and a

tan-and-gray 1-cm. tumor was present in the me-
dulla. This neoplasm was clearly demarcated from
the rest of the adrenal tissue. The heart was en-

larged (600 grams) with preponderant hyper-
trophy of the left ventricle. A mural thrombus was
present in the right auricle. Severe atherosclerosis

was present in many arteries, but especially in the

coronary arteries and the abdominal aorta. Passive

congestion of the liver, spleen, and kidneys was
noted. Both lungs were edematous, and patchy
bronchopneumonia was present in the base of the

right lung. The brain was swollen and edematous,
and weighed 1900 grams. A 5-cm. area with hem-
orrhage, necrosis and cavitation was observed in

the right temporal lobe. Scattered areas of ischemic

necrosis were present in the cerebrum, and extra-

vasated blood was found in the ventricular system
and in the tissues of the brain stem. The cerebral

vessels were quite sclerotic. Necrosis and small

areas of hyalinization were noted in the anterior

lobe of the pituitary gland.

NECROPSY DIAGNOSIS

Pheochromocytoma, adrenal, bilateral.

Massive intracerebral hemorrhage and extensive

early encephalomalacia.

Bronchopneumonia with congestion and edema,
bilateral.

Advanced atherosclerosis, aorta and coronary
arteries.

Cardiac dilatation and hypertrophy.

Necrosis, pituitary gland.

Arteriolonephrosclerosis, mild.

Chronic passive congestion of liver, spleen and
kidneys.

Dr. Flocks: Before opening the general discus-

sion, let’s present the real problem of the removal

of the tumor. What happened to this patient when
he leaned over to get the cigarettes can happen in

the operating room when one is manipulating the

patient to get him onto the operating table, into

position, anesthetized, and so on. A team is neces-

sary in the operating room, and the patient has to

be prepared specifically at the time of the opera-

tion.

Dr. Tidrick will discuss the problems connected
with the exposure, especially the necessity for

bilateral exposure.

Dr. Robert Tidrick, Surgery: The exposure needs

to be completely adequate, for it is easy to deceive

oneself about palpating the adrenal. It is small, soft

and hidden in perirenal fat. One needs a long

incision with an adequate number of well-moti-

vated people on the ends of the retractors to give

the surgeon an opportunity to visualize the adrenal

in its entirety. I have no faith at all in blind

methods of approaching the adrenal. It is danger-

ous merely to palpate and thus to deceive one-

self about whether there is an adrenal tumor or

not. But it is especially dangerous to pass the

honor around to all members of the team, for

death has been known to occur from adrenal fail-

ure and from bilateral adrenal hemorrhage follow-

ing such a traumatic episode. So—and I am very

serious—in such instances the surgeon should be
utterly selfish and do the operative procedure, as

regards the palpation and examination itself, with-

out having any undue manipulation. Of course, if

there is a pheochromocytoma present and the

tumor is massaged, one is likely to create a crisis

of the type described in the patient under consid-

eration today, one which Dr. Kirkendall and his

colleagues may not be able to block with the two
agents discussed. As for the anatomic approach,

the side approached first, of course, should be the

one in which one suspects the tumor. In position-

ing the patient for that, one has to consider whether
he will approach both adrenals at the same opera-

tion. If so, the patient may be placed on his face,

and the approach can be made from two different

incisions in the back. To me, this seems more
hazardous, for it doesn’t give as wide an exposure

on either side, and the anesthesiologist and the

internist who are helping have greater difficulty,

since, if the patient does have a crisis, they find it

harder to maintain airway and do the other resusci-

tative measures which are so necessary.

It seems to me that it is safer to operate with

the patient on his back. Then, if a simultaneous

approach is to be made on both sides, one can make
a long and generous incision starting in the inter-

space between the twelfth and eleventh ribs on
the right, intersect the oblique musculature on the

right in muscle-splitting manner as much as pos-

sible, go across both rectus sheaths and muscles,

undertake similar muscle splitting on the left,

and down, ending up on the left side between the

tenth and eleventh ribs. Now, that makes a long
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and laborious incision to close, but if one remem-
bers the adage that in general healing takes place

from the sides and not from the ends, hell realize

that it won’t make much difference. Then, after

one has made the approach, he must, of course, go

through the posterior peritoneal peritoneum on
the right side. The procedure involves the deflec-

tion of the duodenum medially and appropriate

exposure of the right kidney, which is very easy.

Gentle traction of the kidney downward, retraction

of the right lobe of the liver superiorally, and the

adrenal is right there. Now, on the left side there

is a little more difficulty, owing to the fact that

there are several other structures with which one

must deal in that area. One can either go through

the hepato-gastric omentum or go through the

gastrocolic omentum. Personally, I prefer the gas-

trocolic, opening the lesser peritoneal sac and
identifying the left kidney, the body of the pan-

creas, and the splenic artery and vein. These latter

structures are retracted superiorally, i.e., the sur-

geon goes gently up behind the pancreas. Then,

the kidney is drawn inferiorally, and the left

adrenal is approached in that way. Now, that is not

too difficult. If, however, the perirenal air studies

have shown the likelihood of one’s encountering a

large tumor, I think a different exposure is indi-

cated. One should make a unilateral approach, re-

sect the eleventh rib in its entirety, usually open
the pleura of the diaphragm at its inferior posterior

attachments—and I refer particularly to the left

—

and extend the incision to the midline of the abdo-

men. Now, that is a very large incision, but it is

justified in that it provides a means by which one
can adequately expose the entire area and get such

a large tumor as was found in the patient under
discussion, without the grave hazards of difficult

hemorrhage. The approach which I have just de-

scribed is especially desirable in the operative

treatment of patients with Cushing’s syndrome,
because of the mechanical difficulties associated

with obesity.

Dr. Flocks: The important thing that Dr. Tidrick

has emphasized is the advisability of having the pa-

tient in such a position that the team as a whole
can take care of the crises that may occur and of

enabling the surgeon to get the exposure necessary

for the removal of the tumor with as little manipu-
lation as possible. Now Dr. Levy, of the Depart-
ment of Pharmacology, has the results of some
bio-assays of tumors such as this.

Dr. Louis Levy, Pharmacology: Dr. Sehueler ran

these bio-assays, but since at the moment Dr.

Sehueler is in Italy, I am speaking for him. He
analyzed for epinephrine and nor-epinephrine in

the tumor tissue with a bio-assay technic involving

dog blood pressure and reversal by priscoline. He
found essentially normal proportions of epinephrine

and nor-epinephrine. The proportion of epinephrine

to nor-epinephrine was what one would find in

normal medullary tissue, and that is about 75 per

cent epinephrine and about 25 per cent nor-epi-

nephrine. In cases of pheochromocytoma, the re-

verse is usually seen, i.e., there is more nor-epi-

nephrine than epinephrine in the assays of adrenal

medullary tissues.

The methods for analysis of these tissues have

been in quite a bit of dispute, as Dr. Kirkendall

has mentioned. However, in the more recent jour-

nals one finds descriptions of methods for urinary

analysis which are rather specific and show pos-

sibly 50-fold increases of catecholamines in the

urine of patients with pheochromocytoma. Dr.

Goldenberg* has reported on this in the American

journal of medicine, saying that he has found no

false-positive results with the research procedure

that he has used.

Dr. Flocks: The significant points in this discus-

sion seem to me to have concerned the problems

posed by the pharmacologic tests, which thus far

have proved relatively inadequate and uncertain,

and possibly the matter brought up by Dr. Kirken-

dall and Dr. Levy concerning the study of the

urine.

* Goldenberg, M., Serlin, I., Edwards, T., and Rappaport,
M. M. : Chemical Screening Methods for the Diagnosis of

Pheochromocytoma. 1. Nor-epinephrine and Epinephrine in

Human Urine. Am. J. Med., 16:310-327. (March) 1954.

SESSION ON HEART DISEASE ANNOUNCED

Dr. Irvine Page, Cleveland, President-elect of the

American Heart Association, will be a featured

speaker at the Second Annual Joint Scientific Ses-

sions of the Iowa and Nebraska Heart Associations

at the University Hospitals in Iowa City, Saturday,

December 4. Dr. Page will speak on hypertension.

Other speakers and their topics will include Dr.

Richard Varco, Professor of Surgery at the Univer-

sity of Minnesota, “Surgical Aspects of Peripheral

Vascular Disease”; Dr. David I. Abramson, Assistant

Clinical Professor of Medicine, University of Illinois,

“Medical Aspects of Peripheral Vascular Disease”;

and Dr. William Bean, Head of the Department of

Internal Medicine, State University of Iowa, “Clinical

Vagaries of Myocardial Infarction.”

A panel on the current status of cardiac catheter-

ization will be chaired by Dr. Robert Grissom, Omaha,
and Dr. F. Lowell Dunn, Omaha, will moderate a

panel on peripheral vascular problems.

Registration and film showings will begin at 9 a.m.

Physicians desiring to do so may tour the Cardio-

vascular Laboratories at the University Hospitals

immediately following lunch.

Dr. James W. Culbertson, in charge of local arrange-

ments, is also planning a social hour and dinner at

an Iowa City club following the close of the day’s

sessions.

Co-sponsoring the joint-sessions this year will be
the Division of Gerentology, Heart and Chronic Dis-

ease of the Iowa State Department of Health.



524 Journal of Iowa State Medical Society November, 1954

The JOURNAL of the

Iowa State Medical Society

ISSUED MONTHLY

Everett M. George, M.D., Scientific Editor Des Moines
Miss Mary L. McCord, Business Manager Des Moines
Mr. Edward W. Hamilton, Assistant Editor Des Moines

EDITORAL BOARD

Eugene J. Boyd, M.D Iowa City
Allan G. Felter, M.D Van Meter
Daniel A. Glomset, M.D Des Moines
Tom D. Throckmorton, M.D Des Moines

PUBLICATION COMMITTEE

Wendell L. Downing, M.D., Trustee Le Mars
George H. Scanlon, M.D., Trustee Iowa City
Fred Sternagel, M.D., Trustee West Des Moines
Richard F. Birge, M.D., Secretary Des Moines
Everett M. George, M.D., Editor Ex Officio Des Moines

SUBSCRIPTION $3.00 PER YEAR

Address all communications to the Editor of the Jour-

nal, 529-36th Street, Des Moines 12

Vol. XLIV NOVEMBER, 1954 No. 11

LET THE NURSE HELP

The shortage of nurses certainly is regrettable,

but none of us ought merely to regret it. Rather,

we should search out its causes and, in so far

as is possible, find some remedies or palliatives

and attempt to apply them.

Everyone knows, of course, that hospitalization

is on the increase, that nurses nowadays are

working fewer hours a week than they used to do,

that nurses, quite like other women, give up
their jobs when their husbands are transferred

from town to town, and that they need at least

occasional furloughs to have babies and to care

for them. Those circumstances are irremediable.

But there is another need that nurses have

—

one that frequently plays a part in determining

whether they continue active in their profession,

and one that physicians have a major share in

meeting. Economists call it “psychological incre-

ment,” but it can a whole lot more understand-

ably be termed “job satisfaction” or “the sense

of being needed.” Nurses are anxious to continue

working under our direction and supervision only

if they are given continual opportunities to be
more than our handmaidens and errand girls.

And when they have been informed about what
we are trying to do for each patient and how we
expect to accomplish our objective, they can help

in ways that benefit the sick very considerably.

In a guest editorial in the October issue of the

Virginia medical monthly, a nurse, Miss Roy C.

Beasley, reminds us that specific questions or

perhaps ill-defined fears occur to patients after

the doctor has left the bedside, and that the nurse
feels handcuffed if she can offer no more help

than the vague and bland reassurance, “You’re
going to be all right.”

In some circumstances, such as in reassuring

the frightened preoperative patient, Miss Beasley
grants that the nurse can be sure of what to say

because the procedure that the doctor will follow

has become pretty well routinized. “The under-
standing nurse,” she says, “gives the patient a

chance to talk of his fears, and she tries to make
him see that his apprehension is not unusual.

She explains that the patient will receive med-
icine the day of the operation to make him relax

and that when he returns from the operating

room he will awaken in the oxygen tent which
will aid in supplying oxygen to his body and thus

decrease the strain upon his vital organs.”

But, she points out, “This need for explanation

is equally important for medical patients and for

all stages of the patient’s treatment, convales-

cence and discharge.” The nurse can help, and
she wants to do so. It is for that purpose that she

undertook her training. But she can’t do a job

that is either satisfying to herself or maximally
beneficial to the patient unless the doctor has

taken her into his confidence.

PSYCHIATRISTS SEEK AID

Physicians, both as a class and as individuals,

provide many paradoxes. Among their member-
ship, there are those who maintain that every doc-

tor is a prima donna, and do not resent having that

label applied to themselves. They seem, however,

to have one trait in common not generally shared

by the rank and file of the world’s workers, and
that is a contentment with their chosen profes-

sion. The lawyer may wish he had been an en-

gineer; the engineer that he had gone in business;

the businessman that he had been an artist on some
faraway island; and so on, ad infinitum. The doc-

tor, though, usually is content with his own pro-

fession, and if he has specialized, he almost invari-

ably feels that his is the most important segment

of medicine. No other field looks greener.

He wishes men in other fields would give more
recognition to the importance of his own specialty.

The members of one group, in fact, the psychia-

trists, go so far as to ask that pediatricians, intern-

ists, surgeons and general practitioners help them
by utilizing some of the less complex forms of diag-

nosis and therapy in cases of mental illness.

Although we suspect successful doctors through-

out the ages have realized the importance of good
mental health and have worked to bring it about

in their patients, mental health is one of the newer
branches of medicine. It sometimes appears that
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as he has come to recognize the entity, the gen-

eral physician has become unduly apprehensive

about his ability to deal with it successfully with-

out special training.

More power, then, to the Mental Health Com-
mittee of the State Society, for it feels every doc-

tor can help in recognizing the early signs of men-
tal illness and can aid in restoring such patients to

a better state of mental health. The Mental Health

Committee of the State Society is an excellent one.

Its members are practical and down-to-earth. They
believe in a preventive program that will eliminate

much of the need for prolonged psychiatric treat-

ment. At times it is true, they have felt that they

were the only ones deeply concerned with the

problem. They felt that the rest of the medical pro-

fession paid too little attention to mental health

and discounted its importance.

More power, too, to the general practitioners who
confronted the Committee with the statement that

25 per cent or more of their patients were either

wholly or partially the victims of mental illness,

and who asked for help in treating them. It was a

most salutary experience to hear a number of

general practitioners voice their recognition of

the seriousness of the problem and ask for assist-

ance in meeting it. It was an indication that many
physicians are recognizing the importance of men-
tal illness and are trying to do something about it.

It was also good for the general men to find that

the psychiatrists were more than eager to provide

them the help they wanted. Pet projects of the

Committee, dreamed about as future possibilities,

may become realities as a result of this meeting

of several groups.

Concretely, the Committee on Mental Health will

at once inaugurate a monthly column in the jour-

nal. This will state concisely each of the early

danger signals of various types of mental illness,

suggest elementary methods of treatment, and re-

view other pertinent pieces of information that the

Committee feels will be valuable to the readers.

Probably only one subject will be discussed each

month, but it is hoped that the column can assist

the family physician in this field of his practice,

telling him what to look for and what should be

done about treatment.

There are some 71 psychiatrists in the state,

about 45 of whom are especially trained in their

field. That’s too few. They feel they have a very

important role in preventive as well as thera-

peutic medicine, and they are “sold” on their

specialty. They are, however, more than willing

to share their knowledge with their colleagues.

They are convinced that mental illness must be

cared for in general hospitals so that all physicians

may become more familiar with it and so that they

may be encouraged to shed their apprehensions

about their own ability to deal with it.

Maybe the grass is just as green on both sides

of the fence, and the answer is to remove the fence.

LABORATORy STUDY OF THYROID FUNCTION

Laboratory studies in the diagnosis of thyroid

disease have included study of basal oxygen con-

sumption, protein-bound iodine, radioiodine uptake

and serum cholesterol. Of these, the last named is

probably not a very reliable measure of the level

of thyroid activity, and its chief use is in follow-

ing response to treatment of hypothyroidism. Ra-

dioiodine-uptake studies usually show quite good

correlation with the true state of thyroid function.

Radioactive materials and the facilities and skills

required for their use are available only in a few

centers, however. In addition, the repeated use of

test doses of radioiodine exerts some irradiation

effect on the gland.

Basal metabolic rate and protein-bound-iodine

studies have neither of the limitations which radio-

iodine-uptake studies have. The latter give a good

estimation of the concentration of the thyroid

hormone in the circulating blood stream. This con-

centration is increased in some conditions other

than hyperthyroidism, but in general, the level of

protein-bound iodine is a fairly close index of

thyroid activity. The results obtained apparently

have much better correlation with the true thyroid

state than can be achieved with serum-cholesterol

studies.

The classic determination of the basal rate of

oxygen consumption probably is much more widely

used than any of the others. There are some disad-

vantages, however. The apparatus must not allow

any leaks of oxygen, and the patient must cooper-

ate fully. Basal conditions are difficult of attain-

ment, and considerable proficiency is required of

the person who performs the test. Certain types

of patients, especially those in heart failure, with

a fever or with some concomitant disease, or those

emotionally upset or psychotic cannot be given a

satisfactory test.

The determination of protein-bound iodine can

be done with a minimum of cooperation from the

patient and is just as significant in patients who
present the conditions enumerated above as it is

in those with thyroid disease alone. The amount
of organic iodine bound to serum protein fur-

nishes very valuable information as to the concen-

tration of thyroid hormone in the circulation. The
levels are, of course, obscured by the administra-

tion of iodine to the patient either as a therapeutic

agent or as compounds administered for roentgeno-

graphic visualization. These compounds (such as

Lipiodol) may be retained in the body, and the

organic iodine is absorbed into the blood stream
over long periods of time, thereby greatly increas-

ing the level of iodine bound to protein in the

serum, quite apart from the thyroxin concentra-

tion.

The procedure in the laboratory is a long, com-
plicated and exacting one. The facilities are usu-

ally found only in the larger laboratories, but the

services of some of these laboratories are available
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on a “mail in” basis to physicians practicing at a

distance. The amount of special care required for

proper handling of the sample is not great.

The results of the analysis are given in micro-

grams (1,000 micrograms equal 1 milligram) per

100 ml. of serum. The range of normal is fairly

narrow: 3.4-8.0 micrograms per 100 ml. of serum.
The vast majority of patients in hyperthyroid and
hypothyroid states will have concentrations well

outside of this range.

The point being made is not that protein-bound-

iodine determination should replace any other

method of studying the level of thyroid activity.

The simplicity, value and availability of this test,

nevertheless, are to be stressed. Distance from a

laboratory which provides this service is no real

deterrent to its use.

DISTRICT INTERPROFESSIONAL MEETINGS

Each year the Iowa Interprofessional Association

holds district meetings over the state in order to

bring to as large a number of members as possible

a greater knowledge of what the Association is

trying to do. This year the program will consist of

an explanation of the legislative objectives of each

of the six professions represented—medicine, den-

tistry, pharmacy, veterinary medicine, nursing,

and hospitals. The legislative chairmen of the dif-

ferent associations have met together to work out

a unified program which will explain what the

individual organizations are striving for, as well

as give a good picture of what they envision in

health improvement for the people of Iowa.

Meetings will be held as follows:

Nov. 8—Sheldon
Nov. 9—Denison
Nov. 10—Red Oak
Nov. 11—Oskaloosa

Nov. 15—Washington
Nov. 16—Oelwein
Nov. 17—Charles City

Nov. 18—Webster City

The veterinary and hospital associations are in

charge of arrangements this year, and members of

those two groups will serve as local chairman and
co-chairman. Representatives of the other profes-

sions will also serve on the local committees. Medi-
cal men who have agreed to serve are Dr. G. E.

Vermeer, of Sheldon, Dr. R. M. Johnson, of Deni-

son, Dr. Oscar Alden, of Red Oak, Dr. G. W.
Bennett, of Oskaloosa, Dr. G. E. Montgomery, of

Washington, Dr. R. S. Jaggard, of Oelwein, Dr.

E. V. Ayers, of Charles City, and Dr. B. F. Howar,
of Webster City.

It is urged that duly elected members of the new
legislature be invited to attend the meetings near-

est them. Since the program will be a discussion

of legislative matters, the meeting will afford an

excellent opportunity to acquaint the legislators

with the aims of the Association.

In the past, interest in the meetings has been
very good and with a legislative session approach-

ing, it is expected that there will be a very large

attendance this year.

LEST WE FORGET

Dr. Merrill D. Prugh, president of the Ohio
State Medical Association, has put together a list

of physicians’ objectives that seems pretty good
to us. “To be good doctors,” he says, “we must:

“1. Give good medical service.

“2. Make our services available at all times to

all who need them.
“3. Make our fees fair to both the patient and

the doctor.

“4. Make our personal interest in the patient

known to the patient.

“5. Treat both patients and fellow practitioners

as we would like to be treated.

“Those may be old, but,” he reminds us, “so is

the best rule of human conduct ever given,

namely. The Golden Rule, and in 2,000 years no

one has been able to give us a better one.

“If we will do these few simple things,” Dr.

Prugh believes, “public relations will be no un-

solved problem and socialized medicine no threat.

We will have the respect of the public and best

of all, our own self-respect.”

MINUTES OF MEETINGS OF STATE SOCIETY

OFFICERS AND COMMITTEES

Committee on Public Health

September 29, 1954

The Committee on Public Health met in the

central office Wednesday morning, September 29,

1954, with the following members present: Doctors

E. A. Larsen, of Centerville, chairman of the large

committee; E. G. Zimmerer, of Des Moines, and

J. R. Dewey, of Schaffer, of the Cancer Subcom-
mittee; D. A. Glomset and A. Gelperin, of Des

Moines, J. F. Kanealy, of Cedar Rapids, and C. O.

Adams, of Mason City, (Chronic Illness); C. P.

Phillips, of Muscatine, Charlotte Fisk and Made-

lene Donnelly, of Des Moines, (Maternal and Child

Health); J. I. Marker, of Davenport, and L. B.

Rausch, of Sioux City, (Mental Health); H. R.

Henstorf, of Shenandoah, and D. H. Coughlan, of

Des Moines, (Industrial Health) ; R. H. Heeren

and Leon J. Galinsky, of Des Moines, William

Spear, of Oakdale, and E. B. Floersch, of Council

Bluffs, (National Health Associations); and B. F.

Howar, of Webster City, R. S. Jaggard, of Oelwein,

and J. W. Gauger, of Early, (Rural Health). Mary
McCord served as secretary.

The meeting was called to order at 10:00 a.m.

by Dr. Larsen; the persons in attendance intro-

duced themselves; and the minutes were read and

approved. The Cancer Committee reported no

meeting had been held, and there was some discus-

sion of using cancer funds for continuance of the

x-ray testing program which turns up some cancer-

of-the-lung suspects. No action taken.

Dr. Marker reported on the first AMA meeting
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on mental health held in Chicago earlier this

month, and pointed out the need for more coverage

of the state psychiatrically. Mobile clinics may be
the answer and should be considered. Every doctor

should be oriented in mental health, for it involves

everyday living. Alcoholism is a problem and must
be studied. The Iowa Mental Health Authority

should be legalized in the coming legislature so

that it will be eligible for federal and state funds.

There is a definite need for the work it does.

A lengthy discussion followed the report of the

Committee on Mental Health, most of the other

physicians present stating their need for more
help with their mentally ill patients. They esti-

mated at least 25 per cent of the patient load in-

volved some mental illness and they felt at a loss

as to how to handle it best. The Committee felt

that the general practitioners could help their own
patients a great deal, but said they must learn to

charge for the time they spend on the patient, since

mental illness will require much more time than

a routine physical examination.

Dr. Glomset reported on the cooperation ex-

tended by members of his subcommittee to the

nursing-home group, and said he felt the two
should work together closely. Dr. Gelperin second-

ed Dr. Glomset’s view and told of what had been
done in Polk County, also of what other counties

could do. He was particularly helpful in telling the

procedure to be taken in trying to get things done
in the smaller counties.

Dr. Howar reported for the Rural Health Com-
mittee, saying 44 physicians have located in Iowa
in the past three months. He said the Committee
had surveyed many communities asking for a phy-

sician, and would continue to do so, and also to

talk to doctors looking for locations. It will also

meet with the Farm Bureau and with the Exten-

sion Service of Iowa State College on a coopera-

tive program.
Dr. Coughlan reported for the Industrial Health

Committee, saying its manual was about ready for

final approval, and that work should be started on
the regional institutes that have been contemplated.

Dr. Phillips reported for the Maternal and Child

Health Committee, stressing the need for the State

Society to take a larger part in the school health

program.
Dr. Heeren reported for national health organi-

zations, the program being one of cooperating with

such organizations.

The meeting adjourned about 3:00 p.m.

Subcommittee on Mental Health

September 29, 1954

The Subcommittee on Mental Health met follow-

ing the Committee on Public Health.

In addition to the men who had represented the

Committee at the preceding session, Doctors J. D.

Mahoney and H. C. Merillat were present at this

meeting.

The Committee discussed the fact that the fall

television program includes no talks on mental
health, and asked that a place for the subject be

arranged when the spring series is planned. It

voted to prepare a monthly column on some phase

of mental health for the journal; authorized Dr.

Marker to meet with the State Society’s Legislative

Committee; and decided to hold its next meeting
in Omaha on October 23, at 10:00 a.m.

The meeting adjourned about 4: 00 p.m.

BE A THERAPEUTIC SKEPTIC

It would appear at times that we have completed a

cycle of therapeutic practices, starting with the premise

of empiricism, passing through a period of relative

nihilism, only to return to more empiricism. During
the past 35 years, we have been deluged with so many
alleged specifics—many of them actual-—that adherence
to a “spirit of active skepticism” has been difficult.

Nevertheless its need is evident. Have we slipped back
into the practice of giving medicine rather than treat-

ing the disease? Have we not, perhaps, stressed the

administration of wide spectrum antibiotics to the

detriment of accurate diagnosis? Now that we have
so many good drugs with which to treat disease, have
we not relied on shotgun management of the problem
rather than finding which specific drug would do the

job best?

Should we not ask ourselves if, by unrestrained

practices of this sort, we are losing some of the scien-

tific approach to treatment that is necessary for good
medical practice? Because of our excellent therapeutic

agents, drugging is more effective now than it was in

Osier’s day, but this fact detracts little from his state-

ment: “In the fight which we have to wage incessantly

against ignorance and quackery among the masses
and the follies of all sorts among the classes, diagnosis,

not drugging, is our chief weapon for offense.” Some
of us are too prone to administer drugs first and to

diagnose later—that is, if the first salvo of drugging is

ineffective.

To be more specific, the following suggestions can
be listed:

Diagnostic procedures perhaps can shorten an ill-

ness and eliminate expense stemming from indiscrim-

inate drugging.
A clear understanding of the patient’s illness and

of the pharmacodynamics of the agent are necessary.

Too early and indiscriminate surgery, x-ray therapy

or drugging may cloud an already cloudy picture.

Our modern philosophy that doing something is a

step in the right direction does not always hold true.

In certain instances, “tincture of time,” might be en-

couraged.

More time spent in listening to the patient’s story or

examining him and less time used in writing prescrip-

tions, giving shots, or writing orders on the chart prob-

ably will result in better medical practice.

Finally, therapeutic nihilism should not be our aim:

rather, we should remain steadfastly against the mis-

use of our new-found medications. By so doing, our
patients will be safeguarded, our profession will avoid

criticism, and we physicians will gain in stature in the

eyes of those who follow us.—Wm. H. Gordon, M.D., in

the October, 1954, Texas state journal of medicine,

pp. 692-693. (Abstracted.)
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The introduction and rapid widespread adoption of

Achromycin has opened a new chapter in the

history of broad-spectrum antibiotics.

Achromycin fulfills the requirements of the ideal

antibiotic in virtually every respect . . . wide-range

antimicrobial activity, in vivo stability, tissue pene-

tration, minimal toxicity.

Achromycin is truly a broad-spectrum weapon,
effective against Gram-positive and Grapi.n^g^trve

bacteria, as well as certain mixed infections.

Achromycin is more stable and produces
fewer side effects than certain other broad-
spectrum antibiotics.

Achromycin provides prompt diffusion in body
tissues and fluids.

Achromycin is destined to play a major role among
the great therapeutic agents.
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As the end of the year approaches, each of us

should consider a worthy cause to which he may

wish to give his financial support. One important

fund in which doctors of medicine should be inter-

ested is the American Medical Education Founda-

tion.

No physician has ever paid the entire cost of his

medical education. If he attended a tax supported

institution, the taxpayers paid some of his expenses.

If he went to a private school, philanthropists helped

him over the financial hump.

A plea is being made now to physicians to donate

to the Foundation and the opportunity is being

given them to earmark their donations for the ben-

efit of the schools from which they graduated.

You will feel a great sense of satisfaction if you

make such a donation. You will be helping the

school that gave you the opportunity to practice

medicine in the greatest country in the world, and

you can deduct the amount from your taxable

income.



Iowa Academy of General Practice

President-—Frank D. McCarthy, M.D., Sioux City

President-Elect—William M. Sproul, M.D., Des Moines

Vice President—Charles A. Nicoll, M.D., Panora

Secretary-Treasurer—Donald H. Kast, M.D., 720 Bankers Trust Bldg., Des Moines

Executive Secretary—Mrs. Elizabeth B. Nelson, 3600 Franklin Ave., Des Moines

ANNUAL MEETING

The formal postgraduate course and Annual
Meeting was held in Des Moines September 22

and 23. One hundred thirty members and 19 non-

members were registered, including Dr. P. R.

Blodgett, of Chicago Heights, Illinois, president

of the Illinois Chapter. Those who were present

enjoyed and benefited from the scholarly, yet

practical, presentations. This was one of our
finest postgraduate courses and sets a standard

for future programs.

Frank D. McCarthy, M.D., assumed the presi-

dency. The newly elected officers were:

William M. Sproul, M.D., President Elect

C. A. Nicoll, M.D.—Vice President

Donald H. Kast, M.D.—Secretary-Treasurer
Loran F. Parker, M.D/—Director

Thomas L. Ward, M.D.—Delegate to A.A.G.P.
L. H. Jacques, M.D.—Alternate Delegate to A.A.G.P.

Our purpose is to present the finest postgradu-

ate courses obtainable and have presentations

that are understandable as well as educational.

These courses are open to all doctors of medicine,

and again we extend invitations to all to attend

our educational sessions. To Iowa Academy mem-
bers, registration is free; to non-members, the

charge is $5.00. A good suggestion is for you to

mark your calendar now for the meetings ahead.

COMING PROGRAMS

State

Nov. 4, 1954 Hotel Montrose, Cedar Rapids
“Diabetes”

Priscilla White, M.D., Joslin

Clinic, Boston, Massachusetts
“Pediatric Problems”
Lee Forest Hill, M.D., Chief of

Pediatric Staff, Blank Memo-
rial Hospital, Des Moines,

Iowa

Jan. 20, 1955 Iowa Methodist Hospital, Des
Moines, Iowa

Program by Staff of Iowa Meth-
odist Hospital

Guest speaker—M. Edward Davis,

M.D., Chicago, Illinois

Apr. 24-27, 1955 Des Moines, Iowa
Iowa State Medical Society

Annual Meeting

May 19, 1955 A Lederle Symposium on “Heart

Disease”

Complete program to be an-

nounced later

National

Mar. 28-31, 1955 Los Angeles, California

American Academy of General
Practice, Annual Meeting

See program in September GP,
page 164

Hotel reservation form in the

October GP
Make your reservation now

WHY ACADEMY MEMBERSHIP

Occasionally these questions are asked: “Why
belong to the Academy?” “What will belonging

do for me?” “Why have another medical society?

We have too many now.” These can best be
answered by quoting to you the objects and pur-

poses of the organization. They are:

1. To promote and maintain high standards
of the general practice of medicine and surgery;

2. To encourage and assist young men and
women in preparing and qualifying for, and es-

tablishing themselves in general practice;

3. To preserve the right of the general prac-

titioner to engage in medical and surgical pro-

cedures for which he is qualified by training and
experience;

4. To assist in providing postgraduate study
courses for general practitioners, and to encour-

age and assist practicing physicians and surgeons
in participating in such training;

5. To advance medical science and private and
public health.

We are banded together for the purpose of

improving ourselves and for raising the standards
of general practice to a point where each of us
can truly be a Family Physician. This can be
done on an individual basis, but it is rarely ac-

(Continued on page 53 7 )
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Doctors Guide Blue Shield's Destiny

Many doctors throughout the state had expressed their desire to the leaders of medicine, to

the directors of Blue Shield, and to field personnel of the Physician Relations Department that

Blue Shield should prorate fees. Thus, on July 25, the Blue Shield Board established a mecha-

nism for making proration possible. Information about the new concept is about ready for re-

lease to doctors who request it.

The way in which this new development was brought about is an excellent example of the

control which doctors exercise over their surgical-medical Plan.

Blue Shield is the “Doctors’ Plan,” rather than just another insurance company, for the fol-

lowing reasons:

1. It was created by the doctors through their Iowa State Medical Society at their House of Delegates

meeting in 1944, to meet the demands of the public for a method to budget for medical care, rather

than submit to a compulsory national health program.

2. Blue Shield was organized by doctors of medicine and is guided by doctors through medical rep-

resentation from each councilor district. Therefore, doctors control the policies of Blue Shield. They do

not have a voice in commercial insurance-carrier operations.

3. Doctors organized the Plan under a special non-profit enabling act, with no stocks, dividends or

rebates being payable to the doctors. Board members serve without pay. Blue Shield subscribers, there-

fore, receive maximum benefits for each premium dollar invested.

4. Blue Shield is the only plan that provides the “full service” concept for low-income families. The

government took the position, ten years ago and less, that indigent, medically indigent and low-income

families needed governmentally financed aid, and that the only solution was nationalization of medi-

cine. The doctors said that they could handle the problem through the “service principle,” without

governmental intervention. Blue Shield was their answer.

5. There is also the concept of making available continuous coverage, regardless of changes in em-

ployment, in health or in physical condition, in type or location of work or residence. Blue Shield per-

mits persons to continue coverage even after age 65, or when they retire. These principles are not usu-

ally to be found in commercial insurance policies.

6. Traditional insurance companies do not look at the problem of health through the eyes of the com-

munity, the hospital or the physician. They do not attempt primarily to meet the total community need,

nor do they try to meet the needs of those who render the service. Elue Shield attempts to do both.

7. The Blue Shield Participating Physician receives his check direct from Iowa Medical Service.

Commercial insurance carriers usually pay the subscriber.

Blue Shield is the “Doctors’ Plan.” It is the doctors’ best public-relations tool.

SHOULDN’T THE DOCTOR EXERCISE ULTIMATE CONTROL OVER THE DESTINY
OF VOLUNTARY HEALTH CARE IN THE UNITED STATES? He can through Blue Shield.
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THE JOURNAL BOOK SHELF

BOOKS RECEIVED
CEREBRAL ANOXIA, by Cyril B. Courville, M.D. (Los
Angeles, San Lucas Press, 1953. $6.50).

CEREBRAL PALSY, by Cyril B. Courville

,

M.D. (Los Angeles,
San Lucas Press, 1954).

THE MANUAL OF ANTIBIOTICS, by Henry Welch, Ph.D.
(New York, Medical Encyclopedia, Inc., 1954. $2.50).

NERVOUSNESS, INDIGESTION AND PAIN, by Walter C.

Alvarez, M.D. (New York, Hoeber-Harper. $3.50).

GERIATRIC NURSING, by Kathleen Newton, R.N., M.A..
Second Edition. (St. Louis, C. V. Mosby Company, 1954,

$4.75).

THE YEAR BOOK OF PEDIATRICS (1954-1955 YEAR BOOK
SERIES), ed. by Sidney S. Gellis, M.D. (Chicago, The Year
Book Publishers, Inc., 1954. $6.00).

THE YEAR BOOK OF GENERAL SURGERY (1954-1955 YEAR
BOOK SERIES), ed. by Evarts A. Graham, M.D., with a
SECTION ON ANESTHESIA, by Stuart C. Cullen, M.D
(Chicago. The Year Book Publishers, Inc., 1954. $6.00).

BOOK REVIEWS
Art and Principles of Anesthesia, by Phyllis A. Rob-

erts, R.N., and L. C. Nelson, M.D. (St. Paul, North-

land Press, 1954. $3.00).

Since this book was written by a nurse anesthetist

in collaboration with a general surgeon, and since no

anesthesiologist had a hand in it, it is to be assumed
that it was written primarily for nurse anesthetists.

If such is the case, it can serve a very useful purpose.

Part One describes very well what should be ex-

pected of a nurse doing this type of work—her role in

the operating team, her responsibilities and the things

she should know and do to provide good anesthesia.

In this section of the volume, the author, probably un-

intentionally, points out the amount of control which

a lay administration of a hospital can exert on salaried

employees rendering medical services, since she refers

several times to things which the hospital will or will

not permit her to do. Her qualifications and abilities

ought, rather, to be judged by professional staff mem-
bers, not by administrative personnel.

Part Two, entitled “Technics in Surgical Operations,”

describes adequately the indications, operative pro-

cedure, condition of the patient, preoperative prepara-

tion, selection of the agent, position of the patient,

anesthesia management and the hazards in each of a

large number of operations. This is a distinct change
from the usual method of presenting the subject.

Naturally it has not been possible for the author to

cover all of the many operative procedures in this way,
but the scheme is adequate for the purpose of the book.

Of course considerable repetition has resulted.

The signs of anesthesia are well described in a sepa-

rate chapter. A short chapter on intubation tends to

give the impression that the procedure is much simpler

than it actually is.

Everything considered, the book is well written and
should be of considerable help to the nurse anesthetist.

It is also to be recommended as good reading for sur-

geons, who often do not understand the problems that

a nurse anesthetist has to face.

—

E. P. Lovejoy, M.D.

The Treatment of the Alcoholic, by Fritz Kant, M.D.

(Springfield, Illinois, Charles C Thomas, 1954. $3.50).

Each year additional volumes dealing with the prob-

lem of alcoholism make their appearance. That fact,

in itself, is evidence both of an increasing awareness

of this too long neglected problem and of a growing

interest in it. Dr. Kant’s book—114 pages of text ma-
terial—presents a concise and readable technical ap-

proach to the problem.

Despite its brevity, both the depth and scope of its

coverage and the expressed intent of the author make
it a work that should be of particular value to the gen-

eral practitioner. Besides physicians, it may be helpful

to judges, ministers and social workers. But it is prob-

able that alcoholics themselves would profit little from
reading it.

The volume can perhaps be criticized as a resource

on the grounds that the statistics it presents are neither

up to date nor satisfactorily documented. On page 6,

for example, one finds the statement, “One half of the

convictions for crimes of violence can be traced to the

influence of alcohol as one important contributing fac-

tor,” yet no source for this information is cited. Figures

are quoted for the state of New York, but no informa-

tion is given about where the source material is to be

found or by whom the data were compiled. This criti-

cism is applicable to passages scattered throughout the

volume. Further, the statistics, in general, cover the

period 1919 to 1941, despite the fact that more recent

information was available at the time the book was
published. My statements should not be construed as

necessarily questioning the reliability of the statistics

for the periods covered; rather, they point out a limita-

tion in the utility of the book.

Certain terminology in the book can be questioned,

both as to its accuracy and to its general acceptance by
the medical profession. For example, on page 11 one
finds: "It has been agreed upon generally to reserve

the term chronic alcoholism for those alcoholics who
manifest physical or mental impairment due to drink-

ing. This distinction is necessary for the simple reason

that not all chronic alcoholics are addicts who cannot

resist their craving for alcohol and not all addicts show
signs of physical and mental deterioration.” Although
there may be merit to such a differential concept of

chronic alcoholism, the literature on the subject does

not seem to have established such a limitation of usage.

More pertinent is the use of the term addiction through-

out the book. Alcoholism would seem more technically

described as a habituation, and this concept seems more
generally accepted in the profession.

Despite certain looseness of terminology, such as has

been exemplified, the volume merits inclusion in the

practitioner’s reference library. The chapters on “Ab-
normal Personality Types Among Alcoholics,” “The

Addict and His Family,” and "Paranoid Trends Toward
the Wife,” as well as Dr. Kant’s treatment of the medi-

cal, psychotherapeutic and social aspects of the prob-

lem, are particularly valuable. The book effectively

points out why treatment of the neurosis alone is in-

sufficient, and it explains the importance of recognizing

the force of habit which has been emotionally con-

533



534 Journal of Iowa State Medical Society November; 1954

ditioned. Accordingly, successful treatment must go

beyond psychotherapy to a recognition of the factor of

social pressure and the need to prevent isolation.

Although brief, the discussion of the relationship of

the personality of the therapist to his success in treat-

ment is given appropriate emphasis.

The glossary should make the book intelligible to

such non-medical readers as may have use for such a

treatment of alcoholism.

—

Leo B. Sedlacek, M.D.

The Hepatic Circulation and Portal Hypertension, by
Charles G. Child, III, M.D. (Philadelphia, W. B.

Saunders Company, 1954. $12.00).

The normal and abnormal circulatory dynamics of

the liver are admirably and thoroughly presented in

this new book. The complexities of circulation of ven-

ous blood, arterial blood and lymph are documented,
beginning with fetal life, passing through normal adult-

hood and ending with diseased states and operations to

correct them. The coverage is complete, the bibliogra-

phy is extensive, and the style is of the utmost clarity.

In reading this book, one is struck with the fact that

previous discussions of liver physiology have minimized
the tremendously dynamic forces that are concerned
in the circulation in the liver. We have heretofore been
interested principally in the function of the parenchy-

mal cell, the Kupfer cell and the biliary system. Now
we are made to realize that the actual dynamics and
anatomy of the circulation through the liver are of

utmost importance in shock, in water balance and in

circulation throughout the body in general.

This book belongs in all extensive medical libraries

and in the private libraries of internists and surgeons
who are interested in the liver. It will be an excellent

reference book for years to come.

—

Daniel A. Glomset,

M.D.

Cerebrovascular Disease, by James Peter Murphy, M.D.
(Chicago, The Year Book Publishers, 1954. $12.00).

The author is a neurosurgeon with a background in

experimental neurophysiology. His monograph sum-
marizes the present knowledge in the basic sciences as

applied to the circulation of the brain, and it treats in

detail the clinical phases of cerebrovascular disease in

patients. His purpose in presenting such a study at

this time is related to the increasing evidence of cere-

brovascular disease consequent to the lengthening life

of the contemporary American.
Twenty-one chapters take the reader through all

phases of the problem, beginning with a consideration

of the embryology of the intracranial vessels, and ex-

tending through a detailed account of the anatomy of

the intracranial vascular structure, their nerve supply
and physiology. The remainder—and greater part—of

the book is devoted to clinical problems, including the
examination of the patient with an acute cerebrovas-
cular insult, the differential diagnosis, general patient

management, and special diagnostic and therapeutic
technics.

Certain minor faults are present in the work, though
they do not detract from its worth as a whole. This
reviewer deplores the continued use of the term cere-

hrovasular accident in describing a non-traumatic situa-

tion. The Hoffman sign is described as a pathologic

reflex analagous to the Babinski sign of the lower ex-
tremity, which it is not. In his exposition of the stellate-

block technic, the author does not mention a simplified
lateral approach that is safer than those he describes.
Such criticism, however, does not impugn the validity
of the main bulk of the volume.
The author’s style, though tedious at times, is

straightforward and unvarnished, and it carries author-
ity. The bibliography is extensive, but unfortunately
it is appended to each separate chapter, and the authors
quoted do not appear in the index.

Most textbooks of neurology contain sections on cere-
brosvascular disease, but I doubt that any can duplicate
the wealth of material here assembled. No aspect of
the subject is neglected, as Percival Bailey points out
in his Foreword, and I enthusiastically recommend the
book to all physicians interested in improving their
care of patients with stroke—and that includes most of

us.

—

John T. Bakody, M.D.

Surgical Urology, by R. H. Flocks, M.D., and David
Culp, M.D. (Chicago, The Year Book Publishers, 1954.

$9.75).

The authors present a beautifully illustrated opera-
tive handbook. It fills the need of genito urinary sur-

geons for a concise source of reference material. The
superb illustrations offer clear guidance in technical

detail, and will enable the practicing urologist to re-

trace the steps of an operative procedure that he may
have performed only infrequently.

The material is divided into ten major sections:

Kidney, Ureter, Bladder, Prostate, Urethra, Penis,

Scrotum, Testis, Epididymis and Vas Deferens, and
Transurethral Surgery.

A brief review of the anatomy precedes each section.

There is much of interest in each section, and the

illustrations on the Johanson procedure for urethral

stricture will prove of special interest to many urolo-

gists.

In the review copy there is some reduplication of

pages in the section 210 through 220, but none of it

detracts from the value or usefulness of the text.

It is a pleasure to sit and course through the illus-

trations, and I believe it is one of the most practical

presentations of its subject.

—

Edmund T. Burke, M.D.

The Atom Story, by J. G. Feinherg, M.Sc. (New York,
Philosophical Library, Inc., 1953. $4.75).

From this somewhat story-book account of nuclear

fission, almost all who read it will gain considerable

knowledge and understanding of the future atomic age.

The book also contains sufficient technical material to

hold the interest of those better versed in nuclear

detail.

It gives a historical account of the atom from early

Greek mythology to its present-day relationship to the

human race in peace and war. Of great value is the

appendix, for it (a) answers many questions regarding

survival under atomic attack, (b) explains so-called

atomic tools, and (c) contains a glossary of terms fre-

quently met in current literature.

Almost anyone who will take time to read “The
Atom Story” will find it entertaining as well as in-

formative^

—

Noble W. Irving, M.D.



STATE DEPARTMENT OF

COMMISSIONER

HEALTH

TYPHOID AND PARATYPHOID FEVER CASES
AND CARRIERS

To date for 1954, 15 cases of typhoid and 3 cases

of paratyphoid fever have been reported to the

State Department of Health. These are cases with
clinical diagnosis of typhoid fever confirmed by
laboratory findings. The 15 cases have occurred in

13 families. One family has had three cases, two
of which are probably secondary cases. This cor-

responds to 20 cases of typhoid and 3 cases of para-

typhoid fever reported for the corresponding pe-

riod in 1953. The incidence indicates that endemic
typhoid is maintaining itself at approximately the

same level in Iowa.

Because of the increased traveling and increased

conviviality of people, it becomes more and more
difficult to find sources of the sporadic case. On a

recent occasion a paratyphoid patient had traveled

in 11 states and partaken of food and drink in

about 40 different restaurants. Another had re-

cently returned from a vacation in Mexico.

Of the cases reported thus far in 1954, the carrier

source for only one has actually been established.

The family with three cases lives in an area of a

city where typhoid was unusually prevalent until

the ’30’s when mass vaccination was done. The time

required to check on previous cases of 20 to 30

years ago in the area will require weeks.

Carrier surveillance, accompanied by education

in personal hygiene and food handling and immuni-
zations for other members of the family has been
effective in preventing new cases from a known
carrier source.

Known carriers have decreased from 131 five

years ago, to 68 at the present time. Some were
apparently cleared up through cholecystectomy,

some moved to other states and some were re-

moved by death. Three newly discovered carriers

have been added to the list this year.
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MOBILE HOME PARK LAW
The Mobile Home Park Law, which appears as

Chapter 135D, Code of Iowa, 1954, was enacted by
the 55th General Assembly, and became effective

January 1, 1954. This law requires that parks in

which two or more mobile homes are harbored
must meet the standards set in rules and regula-

tions of the State Department of Health and must
obtain an annual license. In addition, the Law re-

quires that no new parks shall be constructed until

an application for a permit, along with plans of

the proposed park, are submitted to the State De-
partment of Health and a permit issued.

The law applies to persons, firms, corporations,

municipalities, or political subdivisions of the state

which operate mobile home parks. Exemptions to

the law include parks operated temporarily by
any individual, educational institution, or company
on its own premises for the exclusive housing of

its own labor or students; those operated in state

parks; and those operated on grounds where the

state fair, county fairs, or livestock expositions are

being held.

The State Department of Health has prepared
Rules and Regulations Governing Licensing of

Mobile Home Parks, which include sections on
licensing, permits for construction and reconstruc-

tion, toilet and washing facilities, water supply,

sewage disposal, refuse disposal, and miscellaneous
regulations. The Rules and Regulations were pre-

pared in bulletin form, were distributed to all local

boards of health and to all operators of mobile
home parks. They are also available to all persons
interested in establishing such parks.

According to the law, all applications for license

and applications for permits to construct, recon-

struct, or remodel mobile home parks located with-
in the limits of a municipality shall be reviewed
and approved by the Local Board of Health before
being submitted to the State Department of Health.

Under this provision, the Local Board of Health
should inspect such parks and make sure that they
comply with all local ordinances and other regu-
latory measures. This procedure is not required
of parks located within the jurisdictions of County
Boards of Health, although it is considered advis-

able.

One section of the law provides that the State

Board of Health may delegate the duties of inspec-

tion and regulation of mobile home parks within
its jurisdiction to Local Boards of Health where,
in the opinion of the State Department of Health,

such delegation will best effectuate the program.
Such delegation has been made to the Local Boards
of Health for the communities of Des Moines, Bur-
lington, and Middletown, and for Polk County and
Des Moines County.

Up to September 1, 1954, applications for licenses

have been received from 307 mobile home parks,
and after inspection, 178 of these parks were rec-

ommended for licensing. The remainder are mak-

ing efforts to qualify for licenses. The parks are
located within 74 of the Iowa counties and provide
housing for approximately 9,000 persons. Private
water supplies are utilized in 25 per cent of these
parks, and private waste disposal systems are used
in 41 per cent.

POLIOMYELITIS
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1952 1 3 2 4 6 47 340 1260 1034 664 168 35 3564
1953 7 5 2 4 14 21 59 248 123 69 39 22 613
1954 1 9 4 7 5 26 223 326 449 72*

* 1st week of October

GAMMA GLOBULIN DISTRIBUTION

SUBSEQUENT TO OCTOBER I

Contracts of the National Foundation for In-

fantile Paralysis to purchase gamma globulin from
commercial firms expired as of October 1. The
Office of Defense Mobilization has not taken any
action in regard to existing supplies and has not
changed the policy of distribution through health

departments. In view of the problem, the Office of

Defense Mobilization has agreed to correlate the

distribution of supplies available from the Na-
tional Foundation for Infantile Paralysis and the

American Red Cross in accordance with existing

policies until December 31, 1954.

The Office of Defense Mobilization has no con-

trol over supplies available through commercial
channels. Undoubtedly, this supply will be rela-

tively small, at least for the time being. Prior to

control of gamma globulin by the Office of De-
fense Mobilization, it was available through the

American Red Cross and was distributed by health

departments for the prevention of measles and
infectious hepatitis. Gamma globulin was also

available through commercial channels at that

time. Use from both sources was made without

too much apparent conflict. Perhaps a similar ar-

rangement can be made at this time.

POLIOMYELITIS VACCINES FOR 1955

While the above gamma globulin information has

been received by all state and territorial health

officers, no official information has been received

to date concerning the use of poliomyelitis vaccine

for 1955. In other words, one guess is still as good
as any other as to the amounts and kinds of vac-

cines which will be available, whether their use

will be supervised or regulated, and if so, what
persons will be responsible for the supervision and
who will be eligible to receive the vaccine or

vaccines.
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NURSE RECRUITMENT GOAL IS SET

The present recruitment goal for the United States

has been set at 55,000 student nurses a year, it has

been announced by Dr. L. A. Scheele, surgeon general

of the U. S. Public Health Service.

Estimates based on the latest available figures from
the 48 states and the District of Columbia show a

total of 389,600 professional nurses in active practice.

The number of hospital nurses, the largest single

group, has increased by 15 per cent in the last four

years to a total of 231,000. Private duty nurses, the

next largest group, who are also at the bedside,

number 74,000. The 35,200 nurses working in doctors’

offices; 25,300 public health nurses: 14,000 industrial

nurses; and the 8,200 nurse educators in schools of

nursing make up the remainder of the total, along

with 1,900 nurses in a variety of other fields.

But the ratio of all nursing personnel, including

student nurses in general hospitals, has risen from
69 per 100 patients to 74 per 100 patients in the same
four years, making it the highest in history. For that

reason, and because rapidity of turnover continues

to be an important factor in the situation, the demand
for nurses continues unabated.

“The steady rise in the nurse supply of the nation

is significant to the total health picture,’’ Dr. Scheele

pointed out, “because nurses play such a vital part

in all phases of our national health.”

DERMATOLOGY AND SYPHILOLOGY

A postgraduate session in dermatology and syph-

ilology at University Hospitals, Iowa City, is planned
for Friday, November 12, 1954. The session will con-

sist of principles of examination and diagnosis of

elementary lesions and patterns of skin disease, case

demonstrations and discussions. Recent advances in

dermatologic therapy will be stressed. The registra-

tion fee is $10.00.

MORBIDITY REPORT

Disease
Aug.
1954

July
1954

Aug.
1953

Most cases reported
from these counties

Diphtheria . . . . 1 1 1 Page
Scarlet Fever . . 16 15 8 Buena Vista, Des Moines,

Typhoid Fever 7 1 3
Scott

Des Moines, Flovd, Jasper,

0 0 0

Linn and Lucas 1 each,
Jefferson 2

Measles . 121 842 96 Buena Vista, Des Moines,

Whooping
Cough . 29 49 22

Linn, Scott

Black Hawk. Dubuque,

Brucellosis . . . . . 27 30 43
Guthrie, Scott

Dubuque 4. Benton, Jack-

Chickenpox . . . . 10 113 80

son, Osceola 2 each, oth-
ers scattered 1 to a co.

Des Moines, Mills, Scott
Meningococcus
Meningitis . . 2 3 4 Polk, Pottawattamie

Mumps . 106 236 111 Black Hawk, Des Moines,

Poliomyelitis . 326 223 249
Linn, Mills, Scott

Jasper, Linn, Polk. Scott

Infectious
Hepatitis . . .. . 248 296 109

112 paralytic, 156 non-
paralytic, 58 unspecified

Allamakee, Calhoun, Polk,

Rabies in
Animals . . . . . 27 19 10

Webster

Woodbury 5, Mitchell 3,

Tuberculosis . . . 51 60 71

Boone and Page 2 each;
others 1 to a co.

For the state
Syphilis . . 118 139 160 For the state
Gonorrhea . .

.

. . 61 89 58 For the state

Iowa Academy of General Practice

(Continued from Page 531)

complished. So belonging to the Academy places

you on an equal plane with 18,000 other practic-

ing physicians who have the same ideals, hopes,

and objectives and are working together in a

common aim, namely, to have our rightful place

among our fellow men and to be the trusted con-

fidant of our patients.

MEMBERSHIP CLASSIFICATION

Questions constantly arise regarding the vari-

ous types of membership offered in the American

Academy of General Practice. These various

classifications, as used by the Iowa Academy, are

as follows:

1. Active Member. All practicing physicians who
meet requirements of the By-laws.

(Active Exempt) Those active members past

the age of seventy and/or who have been in

practice more than thirty years. Exemption from

medical studies must be requested by member
and granted by state chapter.

2. Associate Member. Interns or Residents en-

gaged in approved training programs.

3. Inactive Member. Active members incapaci-

tated or unable to engage in active practice and

those in temporary military service.

4. Sustaining Member. Any member who has

ceased the practice of medicine (one who has

entered another field of endeavor) and desires to

retain affiliation.

5. Honorary Member. A person of national or

international distinction elected by the Congress

of Delegates.

The Iowa Chapter may elect honorary mem-
bers of its chapter, but this does not make the

person so elected an honorary member of the

American Academy of General Practice.

Active members and Sustaining members of

the American Academy pay full annual dues;

Associate members’ dues constitute a subscrip-

tion to GP; Inactive members pay no dues, but

may subscribe to GP at the member rate. Honor-

ary members pay no dues.

The membership rolls are always open. It is

desired that every qualified general practitioner

belong to the Academy. Application forms may
be obtained from the secretary.

PEDIATRICS FOR GENERAL PHYSICIANS

The University of Minnesota will present a continu-

ation course in pediatrics for general physicians next

January 6-8, at the Center for Continuation Study,

on the Minneapolis campus. The program will stress

the recognition and management of urinary-tract

problems in youngsters. Guest speaker will be Dr.

Henry Barnett, associate professor of pediatrics, Cor-

nell University Medical School.



WOMAN'S AUXILIARY NEWS
Mrs. Keith M. Chapler, Publications Chairman, Dexter, Iowa

President—Mrs. Lester R. Hegg, Rock Valley

President-Elect—Mrs. Charles H. Flynn, 709 W. 15th Street, Clarinda

Secretary—Mrs. Robert P. Mason, 5818 Chamberlain Drive, Des Moines 12

Treasurer—Mrs. Howard H. Smead, 3333 Grand Avenue, Des Moines 12

FALL EXECUTIVE BOARD MEETING

Members of the Executive Board of the State

Auxiliary met at the Savery Hotel, Des Moines,
for a Dutch treat dinner at 6:00 p.m., on Septem-
ber 27. Afterward, a roundtable discussion and a

pre-Board conference were held. >

The official Board meeting began at 10:00 the

next morning, at the State Medical Society’s office,

529-36th Street, Des Moines. Mrs. Lester R. Hegg,
Rock Valley, State Auxiliary president, presided,

and 27 members were present.

appointments

The president named Mrs. R. F. Nielson, Cedar
Falls, and Mrs. F. D. Edington, Spencer, as mem-
bers of the Nominating Committee, of which Mrs.
Lonnie A. Coffin, Farmington, is chairman. Mrs.
Howard W. Smith, Woodward, and Mrs. Noble
Irving, Jr., Des Moines, are the other members.
She also named Mrs. A. E. Acher, Ft. Dodge,

as Fifth District Councilor, to replace Mrs. R. M.
Minkel, who has moved from the state. Mrs. W. C.

Friday, Burlington, will take over the duties of

the Eighth District Councilor, since Mrs. C. J.

Lohmann, Burlington, has found it necessary to

resign because of illness in her family.

nurse loan fund

Mrs. E. A. Larsen, Centerville, chairman of

Nurse Recruitment and Loan Fund, reported that

the Auxiliary has made commitments for loans

totaling $3,565.00 to seven student nurses in Iowa.
Four of these are new loan girls. The Committee
has got in touch with every school and every
nursing school in the state, to secure the names of

prospects for loans. It is absolutely essential, she

said, that county auxiliary members and mem-
bers-at-large send their contributions to this fund,

if this fine project is to be developed to its great-

est potential. Fifty cents per member is expected,

and larger donations will, of course, be most wel-
come. The great size of the Loan Fund and the

work entailed from the financial standpoint alone
can be seen when one compares the total of the
present loan commitments with the 1954-1955

budget of the Auxiliary, which is $2,700.00.

today’s health

Mrs. R. H. Moe, Groswold, today’s health chair-

man, outlined her plans for increasing subscrip-

tions to the magazine. If every doctor in the state

not only subscribed for himself, but made a gift

of a subscription to a dentist or other profes-

sional friend, it would be possible to boost Iowa’s

subscription rating considerably. If every Aux-
iliary member in the state were to give at least

one subscription as a Christmas gift, our level

would be greatly improved. Unfortunately, Iowa
ranks low in the nation on today’s health sub-

scriptions. Since this is one of the first and oldest

projects of the Auxiliary nationally as well as

state-wise, and since it is a project in which all

doctors’ wives can participate with a minimum of

effort and cost, it might be well for us to con-

sider making a subscription or several subscrip-

tions a personal as well as an Auxiliary obligation.

today’s health is the only authentic health mag-
azine available for laymen and the only one pub-

lished and advocated by the AMA. It is not

available on newsstands. Subscription is the only

way it can be circulated. Our state president and
her doctor husband have been making a present

of a year’s subscription to today’s health to each

member of the graduating class in Rock Valley

for some time.

Mrs. H. C. Merillat, Des Moines, chairman of

Work for the Handicapped, stated that there will

be three more sales this fall of articles made by
handicapped people. These will be held at Water-

loo, Dubuque and Sioux City. In 1953, a total of

$3,641.00 was raised by selling merchandise

through the Auxiliary for the benefit of 150 han-

dicapped persons. Each year, new details need to

be worked out, but it is agreed that the sales are

worthwhile not only for the beneficiaries, but

from a public-relations standpoint both to the

Iowa Crippled Children’s Society and to the

Auxiliary.

A.M.E.F.

Mrs. H. A. Spilman, Ottumwa, chairman of the

American Medical Education Foundation Commit-
tee, reported a donation of $292.00 from the Iowa
Auxiliary the past year. This project, which is

being promoted by the AMA, is intended to

strengthen medical schools in the United States

and to discourage federal financial aid. Gifts to

the AMEF are tax deductible. Money may be sent
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to the state treasurer, Mrs. Howard H. Smead,
3333 Grand Avenue, Des Moines 12, and the

county Auxiliary will receive credit. Special

memorial cards are available from Mrs. Spilman

for individuals or Auxiliaries that prefer to

make a gift to the Foundation in memory of the

deceased.

Mrs. Dean King, Spencer, first vice-president,

reported district meetings in Page and Appanoose
Counties. The Third District scheduled a meeting

at Spencer in October.

Mrs. B. F. Kilgore, Des Moines, member of the

Yearbook Committee, announced that the year-

books would be ready soon and would be mailed

to all members.

ISMS LEGISLATIVE COMMITTEE

Following an excellent luncheon, which was
served in the conference room at the State Soci-

ety’s headquarters, Dr. F. C. Coleman, chairman

of the Legislative Committee of the Iowa State

Medical Society, discussed legislation of interest

to the profession. The Hill-Burton Hospital Con-
struction Act has been expanded, he said. Of
the $21,000,000 allotted to the separate states, Iowa
will receive $303,000. Of that sum, $100,000 will

be used to create diagnostic treatment centers,

$100,000 will be used for chronic disease hospitals,

and $52,000 will be used for nursing homes.
Other national legislation which was adopted

during the last session of Congress included an
expansion of facilities for vocational rehabilita-

tion. The present Doctor-Draft Law will expire

in 1955. It is expected that on graduation from
medical school, all young doctors will be required

to go into service for a stipulated time.

Legislation which has not been finally disposed

of included the President’s reinsurance bill. The
feeling is that President Eisenhower and Mrs.

Hobby will continue to press for passage of such
a bill. The Mortgage Reinsurance Bill was not

passed. It would have provided one billion dollars

of federal financing for closed panel practice.

The bill had to do with corporate medical prac-

tice similar to the Kaiser Plan.

On a state level, the profession needs to keep
informed about the desire of chiropractors to ex-

pand their field of practice and about the issue of

a common licensing board for M.D.’s, osteopaths

and chiropractors.

Dr. Coleman stressed that everyone should reg-

ister and that everyone should vote. Doctors and
their wives would do well, he said, to visit with
candidates for office in their vicinities and to leam
their attitudes on issues which affect the profes-

sion. He concluded his informative talk with this

thought: “Five minutes with a candidate before

election are worth five hours spent with him after-

wards.”

Mr. Don Taylor, the new executive secretary of

the Iowa State Medical Society, explained the

recent reorganization of the staff at the head-

quarters. Because of illness, Miss Mary McCord
resigned the heavy responsibilities of the execu-

tive secretaryship and is now director of scientific

education. Mrs. Dorothy Dolk is assistant to Mr.

Taylor. The Auxiliary is most fortunate to have
Mrs. Hazel Lammey as its secretary. Mr. Taylor

outlined briefly the plan by which the Iowa State

Medical Society works through 35 committees to

handle the contemporary problems and business

of organized Medicine in Iowa.

Following the talks, Mrs. W. A. Seidler, Ja-

maica, chairman of Revisions, read from the new
Constitution and By-Laws on which her Com-
mittee has been working for the past two years.

Only the radical changes recommended by the

Revisions Committee were read, cancelled or

revised and passed by the Board in order that

the Committee may have both documents in read-

iness for reading at the Annual Meeting.

Mrs. Keith M. Chapler
Publications Chairman

DISTRICT MEETINGS

ELEVENTH DISTRICT

The Woman’s Auxiliary to the Page County
Medical Society were hostesses to the doctors’

wives of the Eleventh District on Wednesday,
September 15, 1954. Registration and coffee hour
were in charge of a committee of which Mrs. Ken-
neth Gee was chairman.

Seventeen women heard Franc Kriwanek, local

artist, speak on art. Mr. Kriwanek discussed vari-

ous schools of painting and told of his own work.
He displayed some of his stoneware, telling how
he tried to depict our modem life through that

ancient medium. He told of his classes in art

appreciation and in actual artistic effort.

He stressed the importance of America’s find-

ing its place culturally so that it can become,
in a complete sense, a world leader. Original

paintings on the walls, he said, express the per-

sonalities of those living in a home. Often the
the original piece is less expensive than a print of

an already famous work, and, he added, “You can
buy an original painting for a small price, and
then if the man who painted it becomes famous,
you are in possession of a financially valuable
work of art.”

Following his talk, Mr. Kriwanek’s watercolors,

as well as his stoneware, were on display.

Thirty women attended the banquet held at

7:00 p.m. in the Elks Club basement. The doctors
and their wives who attended the afternoon ses-

sion or were present for the dinner came from
Clarinda, Sidney, Red Oak, Atlantic, Villisca and
Council Bluffs, Iowa, from Omaha and Nebraska
City, Nebraska, and from Tarkio and Rockport,
Missouri.

Mrs. Charles M. Flynn
President-elect
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NINTH DISTRICT

Twenty-one doctors’ wives, with their husbands,

attended the Ninth District Medical Meeting at

the Centerville Country Club on September 15.

Preceding the banquet, Auxiliary members held

a meeting with Co-councilors Mrs. H. A. Spilman
and Mrs. E. B. Howell, both of Ottumwa, in

charge. Plans were made to include all counties

in the district. Dr. G. V. Caughlan, Council Bluffs,

president of the Iowa State Medical Society, was
the featured speaker at the banquet, and topics

under discussion related to State Society business.

STATE PRESIDENTS' CONFERENCE

Mrs. Lester R. Hegg, Rock Valley, president of

the Iowa Auxiliary, will have a part in the public

relations panel discussion at the Conference of

Presidents and Presidents-Elect, in Chicago, No-
vember 16-18. Her topic will be Geriatrics, a sub-

ject of particular interest to Iowans since Iowa
ranks second in the nation in its population of

older people. Mrs. Hegg will show an exhibit of

the work of Iowa Auxiliary members, too.

you AND YOUR CONGRESSMAN

Who does lobbying for the American Medical

Association? The answer is simple: “You do!”

You are the citizens who can help make legisla-

tion easier by helping your Congressman to make
up his mind on public issues.

Lobbies are sometimes called the third house
of Congress because lobbying is a necessary legis-

lative process in a democratic society. It’s a right

given by the Constitution itself in the first amend-
ment which guarantees a citizen the right to

petition his Congressman for legislation.

Of course, there are professional “registered”

lobbyists who hang their hats in many of the

most exclusive Washington clubs, but the most
effective lobby work is not done along the banks
of the Potomac. The lobbying which carries the

most weight is done along the banks of the

Wabash, the shores of the Hudson, or the beaches
of the Pacific—in other words, by American cit-

izens back home in the 48 states who are inter-

ested in good American government.

It’s a pleasure to be able to tell you that the

lobbying activities conducted by the AMA and
its friends not only are successful, but they are

operated on the highest level.

Let’s try to follow the path of legislation, with
emphasis on the work the physician’s wife can do
to bring about better laws and government.
When a bill is born, the AMA’s Washington

office takes an interest the moment the “birth

certificate” is recorded in the daily congressional
record. An AMA staff attorney carefully checks
all bills and resolutions as they are introduced

for interest to the medical profession. We inquire

of the Congressman or his staff as to why it was
introduced, and whether it was introduced on
behalf of the Congressman or at the request of

a constituent, another individual or an organiza-

tion. This type of information often clarifies our
analysis of the bill.

The bill is reviewed and reported to the more
than 6,000 persons who receive our weekly ama
Washington letter. Then AMA’s Legislative

Committee considers the bill and makes recom-
mendations to our Board of Trustees. The Board
of Trustees takes a position varying from “active

support” to “no action” to “active opposition.”

In cases of emergencies when quick decisions

are required, long distance telephone conferences
are arranged to bring together the elected repre-

sentatives of physicians. One recent conference
saw Dr. Dwight Murray, of Napa, California,

chairman of the Board of Trustees, and trustees

in Virginia, Texas, and New Jersey on a “party-

line” call.

As soon as AMA’s official position is taken on a

pending bill, letters and telegrams are sent to

state and county medical societies.

Now the most elemental and essential—the most
American—type of lobbying begins. The physician

back home begins writing or visiting his Congress-

man. He tells him how organized medicine feels

about a measure and why it has made such a diag-

nosis.

It is at this point in the legislative process from
bill to law that you can do your part on specific

legislation by contacting your Congressman and
Senator. It is at this point that your background
of legislative procedure and affairs will be helpful.

If you have made it a point previously to meet
your Congressman and he knows you or your
organization, your task of helping to explain to

him the viewpoint of the AMA will be easier.

Congressmen have told me that they give more
thought to personal letters written in the writer’s

own words or to personal visits. Form letters and
form postal cards are at the bottom of the “influ-

ence meter.” These media give the impression of

a planned campaign rather than an individual

voter’s sincere beliefs.

A telephone call is all right, if necessary, but a

personal letter creates a better impression.

You may be asking, “Well, how can I acquire

enough of a legislative background to talk intelli-

gently with my Congressman?”
It is not too difficult. If you are on the legislative

committee of your state or local Auxiliary, or if

you are an officer of either, you probably receive

all the information you need. Most valuable, I

think, is our ama Washington letter and special

reports. These keep you up to date on new legis-

lation and give you the necessary background on

all legislation. I would guess that if you keep

yourself familiar with what is in these publica-

tions you will know as much about medical legis-
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lation as 90 per cent of the lawmakers in Con-

gress.

For reasons of cost the Washington Office at-

tempts to restrict its mailing list to Auxiliary

members who are actively engaged in legislative

activities. But if you don’t receive our publica-

tions, you still can acquire a good background
on national legislation by following the Washing-

ton News pages in the journal of the American

medical association and special legislative articles

in that publication.

You and your husband might make a personal

visit to your Congressman when he returns home
from Washington or between sessions.

The best time to get acquainted with your
Washington representative is when he is at home
listening to the people.

It might be advisable to learn the identity of his

family physician so that he can talk over the med-
ical profession’s problems with the Congressman.

Another fine method of getting to know your
Congressman is to invite him to your meetings

for a discussion of your mutual problems. When
he is acquainted with your group and knows that

you take an interest in him and in his work, he

usually will do everything he can to work with

you.

If he accepts your invitation and attends your
meeting, be sure to write and thank him for tak-

ing time out to meet with you. Complimentary
letters thanking him for his interest pay dividends

over the long run.

If your Congressman is cooperative and inter-

ested in medicine’s problems, please do not make
the mistake of taking him for granted. That is

one of the most frequent complaints I hear from

many of our good friends on Capitol Hill. You
need his support on legislation—and he needs

your support to stay in office.

We in the AMA Washington office try to make
it our job to be an information source for mem-
bers of Congress. Let me cite an example. Let us

say that a bill is introduced to spend a large

amount of money on multiple sclerosis research.

The Congressman who is not a physician or

versed in human physical ailments will have to

know something about multiple sclerosis if he

wants to perform an intelligent job. He does not

want to write home for the information; so, he

may telephone the AMA Washington office for it.

We might tell him that we already have investi-

gated this question and that the Surgeon General

of the Public Health Service has advised us that

the appropriation is too restrictive, or that other

research problems present a greater need.

The AMA’s Washington office operates on an

impartial, non-partisan basis. We offer the same
information to Republican or Democrat.

If our office tried to pressure a legislator into

voting for or against certain measures, he soon

would quit calling us for information. He knows

that the information we give him will permit him

to vote intelligently.

Our office in Washington is a fact-gathering and

fact-disseminating agency. We gather up the infor-

mation and pass it on to you and your husbands in

our regular and special publications. It is you

people, scattered through every state, who must
maintain personal contact with your lawmakers

in Washington. They may occasionally listen to us

in Washington, but they will always listen to you

if you take the trouble to maintain the proper

relationships with them.

You are the necessary and the essential lobby-

ists. It is you who in the past have preserved the

freedom of the medical profession. If it is to be

kept free in the future, you must continue in

your patriotic work.

You are the constituents that your Congressman
depends upon. You are the necessary and essen-

tial lobbyists!

Frank E. Wilson, M.D.
Director, AMA, Washington Office

SPEAKERS' BUREAU SCHEDULES

RADIO

WOI—Ames, Iowa

Thursday at 11:15 a.m.

“Music With Your Meals”

November 4 Food Fads and Fallacies

November 11 Food Poisoning

“Physical Medicine”

November 18 Infantile Paralysis

November 25 Massage

WSUI—Iowa City, Iowa

Tuesday at 11:45 a.m.

“Train Up a Child”

November 2 The Aggressive Child

November 9 The Over-submissive Child

November 16 Persistent Bad Habits

November 23 Your Child in School

November 30 Children as Members
of the Family

TELEVISION

WOI-TV—Ames, Iowa

Friday at 9:30 p.m.

November 5 Plastic Surgery

November 12 A Life to Save (Film

from the AMA)
November 19 Speech Therapy
November 26 Pregnancy



COUNTY SOCIETIES

MEETINGS

Johnson

At the October 6 meeting of the Johnson County
Medical Society, Professor James Van Allen, of

the Physics Department at SUI, spoke on “Rock-

et Experiments in the Arctic.”

Lee

Thirty-six attended the Lee County Medical
Society meeting held at the Anthea Hotel, in Ft.

Madison, on September 15. Speakers included

Dr. J. L. Ehrenhaft, chairman of the Division of

Thoracic Surgery at SUI, and Dr. J. A. Gius, of

the University’s Surgery Department.

Page

Forty doctors from the southwest Iowa area

were guests of the Page County Medical Society

at the Elks Club in Shenandoah on September 15.

Featured speakers were Drs. C. A. McAfee,
Michael Karl and Eugene Bricker, all of Wash-
ington University School of Medicine, St. Louis.

Polk

At the November 17 dinner meeting of the

Polk County Medical Society, to be held at the

Savery Hotel, in Des Moines, Dean Norman B.

Nelson, of SUI, will discuss “Polk County and the

College of Medicine at the State University of

Iowa.”

Scott

On October 5, Dr. J. Arnold Bargen, professor

of medicine and head of the Department of Gas-

troenterology of the Mayo Foundation and Uni-

versity of Minnesota Graduate School, Rochester,

presented a paper on “Present Day Management
of Ulcerative Colitis” at the regular meeting of

the Scott County Medical Society. The Scott

County Medical Society is again co-sponsoring a

series of physicians’ forums, in conjunction with

Davenport Newspapers, Inc. This year there are

to be 4 forums, the first of which, on the topic

“For Women Only,” was held on October 14.

There will be one given by the Dental Society,

one on psychiatry and one on rheumatic heart
disease.

Wapello

At the October 5 meeting of the Wapello County
Medical Society, Dr. M. S. Mazel, of Chicago,

spoke on the subject “Surgical Treatment of

Coronary Heart Disease.” The speaker for the

November 5 meeting is to be Dr. James E. O’Dell,

assistant professor of pediatrics at SUI, and his

topic is to be “Congenital Heart Disease.”

Woodbury

Dr. John W. Kirkland, of the Mayo Clinic,

Rochester, Minnesota, was guest speaker at the

October 28 meeting of the Woodbury County
Medical Society.

DEATHS

Dr. William Doornink, 56, of Orange City, died

at Methodist Hospital, Sioux City, on September
15, of a heart ailment from which he had suffered

for several years.

Dr. Louis Hiran Jones, 84, of Wall Lake, a Life

Member of the Iowa State Medical Society, died

of heart disease on September 16 at St. Anthony
Hospital, in Carroll, where he had been a patient

for about a week.

Dr. George A. Field, 81, a retired Des Moines
general practitioner and a Life Member of the

Iowa State Medical Society, died on September 18

at Scarsdale, New York, where he and his wife

were living with one of their daughters. He had
been ill only a short time.

Dr. John C. Shrader, 56, a specialist in internal

medicine at Fort Dodge, died in his sleep at his

home, on September 10, apparently from a heart

attack. He had practiced there since 1927.

Plan to attend the Iowa State Medical

Society’s Annual Meeting, April 24-27, 1955,

in Des Moines.

542
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Nervus Gastricus Antcrius

Nervus Gastricus Postcrius

Plexus Cocliacu

S. Ganglion Coeliacum

D. Plexus Coeliacus

"SariL' d

Truncus Sympathicus

Central origin of the vagus nerves

(parasympathetic)

Medulla Oblongata

D. Nervus Vagus
S. Nervus Vagus

Abdominal autonomic plexus (sympathetic)

Nervus Pudcndus

Nervus Splanchnicus Lumbus

Plexus Hypogastricus

Control of Gastric Motility and Spasticity

in Peptic Ulcer with Banthine®

“The need 1 for suppressing gastric motility

and spastic states is . . . fundamental in

peptic ulcer therapy. Since the cholinergic

nerves are motor and secretory to the

stomach and motor to the intestines, agents

capable of blocking cholinergic nerve stim-

ulation are frequently used to lessen motor

activity and hypermotility.”

Banthine2 “has dual effectiveness ; it in-

hibits acetylcholine liberated at the post-

ganglionic parasympathetic nerve endings

and it blocks acetylcholine transmission

through autonomic ganglia.”

It has been shown1 to diminish gastric

motility and secretion significantly as well

as intestinal and colonic motility.

The usual schedule of administration in

peptic ulcer is 50 to 100 mg. every six

hours, day and night, with subsequent ad-

justment to the patient’s needs and toler-

ance. After the ulcer is healed, mainte-

nance therapy, approximately half of the

therapeutic dosage, should be continued

for reasonable assurance ofnonrecurrence.

Banthine® (brand of methantheline bro-

mide) is supplied in : Banthine ampuls, 50

mg.—Banthine tablets, 50 mg.

It is accepted by the Council on Phar-

macy and Chemistry of the American

Medical Association. Searle Research in

the Service of Medicine.

1 . Zupko, A. G. : Pharmacology and the General

Practitioner, GP 7 :55 (March) 1953.

2. McHardy, G. G., and Others: Clinical Evalu-

ation of Methantheline (Banthine) Bromide in Gas-

troenterology, J.A.M.A. 147 : 1620 (Dec. 22) 1951.
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Something NEW

is Cooking
The Month in Washington

MORE INSURANCE NOW AVAILABLE
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SPECIFIC BENEFITS also for loss of sight.

LIMB OR LIMBS FROM ACCIDENTAL INJURY

HOSPITAL INSURANCE also for our members
and their families

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years Old

Physician» Casualty & Health Ass’ns.

Omaha 2, Nebraska

Washington, D. C.—Although the elections back
home are more stimulating than Washington do-

ings these fall weeks, some of the quiet planning

going on at the Pentagon should be of more than
passing interest to physicians, young and old.

The objectives are familiar: First, to insure a

steady supply of physicians for the services; sec-

ond, to improve the medical care program for

military dependents. Primarily responsible for

working things out are Dr. Frank Berry, Assistant

Secretary of Defense for medical affairs, and the

officers assisting him.

To insure that the services will get the physi-

cians they need after the scheduled expiration of

the Doctor Draft Act next July 1—without dis-

rupting residency training—a plan bearing the

formidable name of the Armed Forces Reserve

Medical Officer Commissioning and Residency

Consideration Program has been put into effect.

It applies only to interns who have had no prior

military service, and who therefore have a two-

year obligation for service under the regular

draft.

The plan’s first deadline was October 10. By
that time these young physicians were to have
sent in to the Defense Department a form with

the following information: (1) Their first, second,

and third choices among the services, (2) whether
they wanted additional deferment for residencies,

and if so, what hospitals they prefer, and (3) the

specialties they wish training in. Any in this group
who do not apply for reserve commissions will

be subject to the regular draft, will not be con-

sidered for residency deferments, and will not

have a choice of services.

There is another problem involved. It is esti-

mated that about half of the interns will want
residency deferments. However, not more than

a quarter can be deferred if the Army, Navy, and
Air Force are to get their quotas of physicians.

This difficulty is being resolved by a lottery.

Those winning deferments will stay in the re-

serves and will be called up for duty as their

specialties are needed after the completion of

their residencies. Those losing out will be called

as needed, at the end of their internships. The 50

per cent not asking for deferments will be allowed

a choice of the month to be called up, a privilege

not accorded the others.

On the dependent medical care program. Dr.

Berry’s annual report discloses that the Depart-

ment is all set to put the expanded plan into

operation, should Congress enact it. An imple-

menting directive has been drawn up, a tentative

fee schedule modeled on the VA “Guide for Med-
ical Services” has been prepared, and a uniform
“Military Dependent Identification Card” has
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 ec. of each Set $2.00
30-105—Blood Grouping Serum (Set Anti-A and Anti-B),

5 cc. of each Set 4.50
35-605—Anti-A, B (Group O) Blood Grouping Serum,

5 cc Each 2.50
32-102

—

Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 2 cc Each 3.25

32-105

—

Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid
Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100

—

Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100

—

Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050

—

Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with iViaterials

of highest quality in all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City, Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

been developed and placed in limited use by the
Navy and Air Force.

A dependent care bill was introduced last ses-

sion, but not pressed by Defense Department. It

provides a uniform program for the three services,

with dependents defined and the extent of care

limited. It also would have the military medical
departments take care of all the dependents they
could handle, with only the remainder going to

private physicians and hospitals. The American
Medical Association believes that this arrange-

ment should be reversed, with emphasis put on
private, non-government care for dependents.

The Defense Department is interested in other

devices to keep up the quality as well as the num-
ber of its physicians. One of these is a scholarship

program, which would require one year of mili-

tary service for each scholarship year. Because
regular draft time could be served out this way,
any scholarship contract would call for a mini-

mum of three years’ active duty. The Department
has high hopes that this program will be author-

ized by the next Congress. It also is hopeful that,

once in operation, the scholarship contracts would
result in more young physicians’ joining the reg-

ular Army.

Meanwhile the Hoover Commission on Organi-

zation of the Executive Branch and the Kestn-

baum Commission on Intergovernmental Relations

continue with their studies and report-writing,

efforts that now are definitely unspectacular but

that ultimately could mean important changes in

the government’s medical programs.

The Hoover Medical Task Force is nearing the

end of its long review of all federal medical oper-

ations. Its recommendations will be submitted to

the full commission for consideration in the Com-
mission’s report to the President, due at the White
House next May.

The Kestnbaum Commission’s work of greatest

medical interest is the study of health grants-in-

aid, on which a special committee has just com-
pleted its report. The full Commission is sched-

uled to report back to Congress by next March.

SECLUSION MATERNITY
FAIRMOUNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

OBSTETRICIANS' SHORT COURSE

The University of Minnesota will present a con-

tinuation course in Obstetrics for Specialists at the

Center for Continuation Study from December 2 to 4,

1954. The guest faculty will include Dr. Curtis J.

Lund, Professor and Head, Department of Obstetrics

and Gynecology, University of Rochester Medical

School; and Dr. Ralph A. Reis, Professor, Department

of Obstetrics and Gynecology, Northwestern Univer-

sity Medical School, Chicago. The course will be

presented under the general direction of Dr. John L.

McKelvey, Professor and Head, Department of Ob-

stetrics and Gynecology, University of Minnesota

Medical School.

Write for information

AIRS. EVA THOMSON
4911 East 27lh St.

Kansas City, Mo.
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for greater safety in streptomycin therapy...

DISTRYCIN
Squibb Streptoduocin

Streptomycin and dihydrostreptomycin in equal parts

Distrycin has an important advantage over streptomycin. It has the same

therapeutic effect but ototoxicity is greatly delayed. Since the patient

is given only half as much of each form of streptomycin as he would have on

a comparable regimen of either one prescribed separately, the danger of

vestibular damage (from streptomycin) or cochlear damage (from

dihydrostreptomycin) is significantly lessened.

Signs of vestibular damage appear in cats treated with Distrycin as much

as 100 per cent later than in animals given the same amount of streptomycin.

On dosage of 1 Gm. per day for 120 days, ototoxicity was as follows*;

Streptomycin

Dihydrostreptomycin

/.drostceptomycin

Distrycin

Vestibular damage % of patients

Mild Moderate Total

*Ueck, W.E.; Lynch, W.J., and Graves, H.L.: Ada oto-laryng. 43:416, 1953.

Distrycin dosage is the same as for streptomycin. In tuberculosis the

routine dose is 1 Gm. twice weekly, in conjunction with daily

para-aminosalicylic acid or Nydrazid (isoniazid). In the

more serious forms of tuberculosis, Distrycin may be given

daily, at least until the infection has been brought

under control. _

Squibb
a leader in streptomycin research and manufacture

Distrycin

is supplied in

1 and 5 Gm. vials,

expressed as base

‘Distrycin’® and ‘Nydrazid’® are Squibb trademarks



PERSONALS

Early in September, Dr. Ernest D. Erickson

opened an office in the Badgerow Building, Sioux

City, for the practice of internal medicine. He is

a 1948 graduate of the College of Medicine at

SUI, he completed a three year residency at

University Hospitals in 1952, and he has been in

military service since then.

Dr. F. T. Hach is engaging in general practice

with Dr. D. H. Nord in Cambridge and Ankeny.
Dr. Hach is a 1948 graduate of the medical school

at Friedrich Alexander University, in Erlangen,

Germany; he served 33 months as a civilian em-
ployed physician with the U. S. Army in Ger-

many; he served an internship at Iowa Lutheran
Hospital, in Des Moines; and he has been staff

physician at the Iowa State College Hospital, in

Ames.

Drs. Paul C. Cunnick and Dorothy Gildea, hus-

band and wife, opened offices for the practice of

surgery and pediatrics, respectively, in Daven-
port on October 1. Both are graduates of the Col-

lege of Medicine at SUI, and both served resi-

dencies at hospitals in Baltimore. Dr. Cunnick
was recently separated from the Navy, after

serving in Japan and Korea.

After about 11 months’ practice in Ames, Dr.

C. R. Scholl has moved to Vinton, where he will

be associated in general practice with Dr. G. A.

Fry.

On October 15, Dr. Anthony Sainz, who has
been senior staff physician and clinical director

of the State Mental Health Institute at Chero-
kee, became senior staff physician engaged in

advanced psychiatric investigation at the Veter-

ans Administration Hospital in Iowa City. Dr.

Fanny T. Ginsberg, the Institute’s senior psychi-

atric physician, will succeed him, holding the

title of Acting Clinical Director.

Dr. J. S. Devine, of Whittemore, left for San
Diego, California, on October 18, to enter service

with the Navy.

Dr. G. B. Hogenson has terminated his practice

at Eagle Grove to serve at the Navy center in

Omaha, Nebraska.

At the annual meeting of the Iowa Division of

the American Cancer Society, held in Des Moines
on October 9, Dr. N. B. Nelson, dean of the Col-

lege of Medicine at SUI, was moderator of a

panel discussion on “Answers to Cancer.” Other
panel members were Dr. H. Dabney Kerr, head of

the Department of Radiology; Dr. Willis Fowler,

professor of internal medicine; Dr. H. B. Elkins,

professor of radiology; and Dr. Robert C. Hickey,

professor of surgery. Dr. Kerr was awarded the

Society’s bronze medal for his outstanding contri-

bution to cancer control in Iowa this past year.

Dr. John Sear, who has practiced at Alden
since July, 1953, reported to Brooke Army Med-
ical Center, Ft. Sam Houston, San Antonio, Texas,

in October for reinduction into the Army. To
replace him, Dr. G. A. Edvenson, of Iowa Falls,

will maintain office hours at Dr. Sear’s office.

On October 17, Dr. Paul G. Meyer, of Man-
chester, a captain in the U. S. Army Reserve,

reported to Ft. Sam Houston, Texas, for an addi-

tional two years of military service. Dr. William

Mehrl, of Dubuque, who has been assisting Dr.

Meyer since he completed his internship at De-

troit, Michigan, last July, will carry on the prac-

tice.

Dr. Arthur B. Cloud, of Guthrie Center, re-

ported for service with the Army Medical Corps
in October.

Dr. Ralph Duddles, a 1952 graduate of the med-
ical school at the University of Minnesota who
did his internship in Oakland, California, has

joined Dr. Robert Jongewaard in general practice

at Scranton.

Dr. Glen Knosp, who came to the Perry Clinic

only last July, has left there to establish a practice

in Elmwood, Nebraska.

On October 20, Dr. R. M. Turner, a captain in

the U. S. Army Medical Corps Reserve, reported

for military service at Ft. Sam Houston, Texas.

Dr. Turner has practiced at Armstrong since

August, 1950.

XXII
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ANNUAL CLINICAL CONFERENCE
CHICAGO MEDICAL SOCIETY

March 1, 2, 3, 4
, 1955

Palmer House, Chicago

DAILY HALF-HOUR LECTURES BY OUTSTANDING TEACHERS AND SPEAKERS
on subjects of interest to both general practitioner and specialist.

PANELS ON TIMELY TOPICS.

MEDICAL COLOR TELECASTS.

TEACHING DEMONSTRATIONS.

SCIENTIFIC EXHIBITS worthy of real study and helpful and time-saving TECH-
NICAL EXHIBITS.

The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE
should be a MUST on the calendar of every physician. Plan now to attend and

make your reservation at the Palmer House.

THE RETREAT HOSPITAL
Des Moines, Iowa

Established 1905 Cottage Plan

A hospital for the study, care and treatment of
mental

,
emotional

,
personality and habit disorders

Facilities available for Acute Psychiatric Conditions

Geriatrics and Alcoholism

HERBERT C. MERILLAT, M.D., Medical Director

S. U. WYKOFF, M.D., Associate Psychiatrist

MARTIN J. KRAKAUER, Psychologist

SYDNEY L. MACMULLEN, Administrator

PAUL T. CASH, M.D., Psychiatrist

SIDNEY L. SANDS, M.D., Psychiatrist

HOWARD V. TURNER, M.D., Psychiatrist

HERBERT W. VETTER, Asst. Administrator

2801 Woodland Ave. Phone 5-2121
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DES MOINES Office:

O. W. Parker, Rep.,

4003 11th Street Place,

Telephone 3-3804

THE NORBURY
SANATORIUM
Established 1 901—Incorporated

Licensed—Jacksonville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

SAMUEL N. CLARK, M.D., Physician

HENRY A. DOLLEAR, M.D., Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diagnos-

tic and therapeutic equipment.

Maplewood—
Most comfortable homes for individuals re-

quiring rest, scientific diagnosis and treat-

ment. Fireproof construction.

Dr. A. D. Smith, who has practiced at Medi-
apolis for the past two and a half years, has asso-

ciated himself with Drs. J. P. Clark and G. B.
Johnston, at Estherville.

Three Des Moines surgeons, Drs. John Bakody,
Henry G. Decker and Walter D. Abbott, read
scientific papers at a semiannual meeting of the

Iowa Neurosurgery Society, held at the Des
Moines Club on September 17. Twelve men at-

tended, including three from Omaha, Nebraska.
The gathering was the third that the group has

held.

Dr. Richard J. Peterson, a recent graduate of

the College of Medicine at SUI, has joined Dr.

C. A. Nicoll in general practice at Panora. He
served his internship at Broadlawns Polk County
Hospital, in Des Moines.

Dr. Gordon Neligh has left the Cogley Clinic

to enter into the practice of surgery with his wife,

Dr. Rosalie B. Neligh, in Council Bluffs. The
latter, a consulting specialist in blood diseases,

has been medical director of the Woodmen’s Cir-

cle Insurance Company, in Omaha, and a mem-
ber of the faculty of the Creighton University

Medical School.

Dr. Winston B. Ditto, a 1953 graduate of the

College of Medicine at SUI, has begun practic-

ing with Dr. H. N. McMurray, in the Medical Arts

Building in Burlington.

Dr. F. William Saul has joined the staff of the

Park Hospital Clinic, in Mason City, as head of

the Department of Radiology. He is a graduate of

the Temple University medical school, he served

both an internship and a residency in the hospital

there, afterwards being for a year the executive

assistant to the chief of the Department of Radi-

ology at Temple, and from 1950 to 1954 he was
chief of x-ray departments at two hospitals and a

clinic in Greenville and Grove City, Pennsylvania.

At Fort Madison, Dr. Harry B. Helling, a 1953

graduate of the medical school at St. Louis Uni-

versity, has entered into an association with Drs.

R. L. Feightner and Harold T. Werner.

At the November 3 session of the Webster
County Postgraduate Course, at the Hotel Warden
in Fort Dodge, Dr. Donald R. Nichols, of Roches-

ter, Minnesota, will speak on “The Treatment of
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Pneumonia.” At the November 17 meeting, Dr.

Robert M. Wray, of Cedar Rapids, will speak on

“Fractures in Children.”

CONFERENCE ON PHYSICAL MEDICINE

On Saturday, November 6, the Central States Soci-

ety of Industrial Medicine and Surgery is to conduct

an institute on physical medicine and rehabilitation

at St. Francis Hospital, in Peoria, Illinois.

Participants in the program will include Dr. H. W.
Kendall, professor of physical medicine and rehabili-

tation, University of Illinois; Dr. J. N. Schaeffer, asso-

ciate medical director of the Institute of Physical

Medicine and Rehabilitation, Peoria; and Mr. J. M.
Mason, personnel consultant and head of the mental

health section of the Caterpillar Tractor Company,
Peoria. Attendance at the meeting is limited to doc-

tors of medicine.

FILMS ON BURN THERAPY AVAILABLE

"The Open Method of Burn Therapy” is the latest

of two teaching films on the subject of burns that

are available on loan to professional groups from
Paul F. MacLeod, M.D., medical director, Eaton Lab-

oratories, Norwich, N. Y. It was prepared by John C.

Weeter, M.D., instructor in plastic surgery, University

of Louisville School of Medicine, and illustrates the

technic of open treatment, including the progress of

one patient who suffered burns over 62 per cent of

his body.

The other film is “Skin Grafting of Extensive

Burns,” prepared by Harry R. Grau, M.D., Cleveland,

O., under the supervision of David W. Robinson,

M.D., University of Kansas Medical Center. Both are

16 mm. films in sound and color. The running time

of each is 20 minutes.

TECHNOLOGISTS’ SHORT COURSE
The University of Kansas School of Medicine

announces its Sixth Annual Postgraduate Course in

Medical Technology, January 10, 11 and 12, 1955, to be
presented at the K.U. Medical Center in Kansas City,

Kansas.
The course will deal with subjects in hematology,

bacteriology, mycology, serology, chemistry and mis-

cellaneous laboratory procedures. In addition to lec-

tures, the program will be highlighted by demonstra-
tions, a discussion of the selection and care of lab-

oratory glassware, films on “Phase Microscopy” and
“The Normal Kidney,” and a symposium as the closing

feature of each day’s program.
The course is open to all serving in medical labora-

tories upon payment of the $12 enrollment fee. For
program announcements, write: Extension Program
in Medicine, University of Kansas Medical Center,
Kansas City 12, Kansas.

Help your central office to maintain an

accurate mailing list. Send your change of

address promptly to the Journal, 529-36th

Street, Des Moines 12, Iowa.

HEARING h their business!

These are the Audivox Hearing Aid Dealers who serve

you in IOWA. Audivox dealers are chosen lor their

competence and their interest in your patients' hear-

ing problems.

CEDAR RAPIDS
Professional Hearing Service

1105 25th St. S. E.

Tel: 2-2483

DAVENPORT
Ed. A. McClenahan Hearing Aid Service

404 Union Arcade
Tel: 6-3033

DES MOINES
Audivox Hearing Service

423 West 5th St.

Tel: 3-1471

DUBUQUE
Hartig Drug Company
730 Main Street

MASON CITY
Dr. John H. Lepper

513 No. Washington Ave.

McGregor
Perkins Hearing Service

SIOUX CITY
Reed Audiphone Company
250 Orpheum Electric Building

Tel: 56412

OMAHA, NEBRASKA
Professional Hearing Service

420 Barker Building

Tel: HA-7849

SIOUX FALLS, SOUTH DAKOTA
Roland Optical Dispensary

510 National Bank of S. D. Building

Tel: 2-5721

audivox

HEARING AID DIVISION
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pedigree
Only a flawless pedigree— a long and illus-

trious ancestry of purebreds — can produce
a champion show dog.

Onlyaudivox in the hearing aid field can trace an an-

cestry that includes both Western Electric and Bell Tel-

ephone Laboratories, audivox lineage springs from

the pioneer experiments of Dr. Alexander Graham Bell,

which were furthered by the development of the hearing

aid at Bell Telephone Laboratories, brought to fruition

by Western Electric and audivox engineers.

Pedigreed in its field, audivox successor to Western

Electric Hearing Aid Division, brings the boon of better

hearing, and its enrichment of living, to thousands. With

the magical modern transistor, with scientific hearing

measurement and scientific instrument-fitting, serviced

Audivox new oll-transistor

model 71 hearing oid

Alexander
Graham
Bell

audivox
by a nation-wide network of professionally-skilled deal-

ers, audivox moves forward today in a proud tradition.

TO THE DOCTOR: Send your patient with a hear-

ing problem to a career Audivox and Micronic

dealer, chosen for his interest, integrity and abil-

ity. There is such an Audivox dealer in every

major city from coast to coast.

Successor to Wtsfcm £/tcmc Hearing Aid Division

123 WORCESTER ST., BOSTON, MASS.

THE PEDIGREED HEARING AID
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Orthopedic Appliances
Made to Order

Surgical Corsets & Girdles Sacro-lumbar Supports
Hernia Supports Postoperative Garments

Elastic Hosiery

—Spinal Braces Our Specialty—

BRUN BRACE CO.
Charles A. Larimer, Mgr.

1530 W. Jefferson Des Moines 14, Iowa

RADIUM & RADIUM D+E
(including Radium Applicators)

For All Medical Purposes
Est. 1919

Quincy X-Ray & Radium Laboratories

(Owned and Directed by a Physician-Radiologist)

HAROLD SWANBERG, B.S., M.D.. Director

W. C. U. Bldg., Quincy, Illinois

For twenty years . .

.

we have constantly endeavored to serve

\1/ the medical profession with . .

.

better products for
better birth control

Cooper Creme
no finer name
in contraceptives

active ingredients:

Trioxymethylene .04%
Sodium Oleate 0.67%

Whittaker Laboratories, Inc.

Peekskill, New York
FREE

Please send: Full Size $1.50 Combination Package

Free—Cooper Creme/Dosimeter.

Name M.D.

Address

City Zone State
8

ROSTER OF IOWA PHYSICIANS IN MILITARY
SERVICE

As of October 10, 1954

Ackerman, J. H., Clarksville
(Baltimore, Maryland), Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames
Bogle, W. C., Marion

(Minneapolis, Minnesota) Lt., U.S.N.R.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) Capt., A.U.S.

Cline, H. L., Iowa City
(Riverside, Calif.) A.U.S.

Cloud, A. B., Guthrie Center
(San Antonio, Texas) A.U.S.

Daut, R. V., Davenport
(Westover Field, Massachusetts) Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

Day, R. T., Hampton
(Randolph Air Force Base, Texas) U.S.A.F.

Devine, J. S., Whittemore
(San Diego, California) U.S.N.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City
(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(Manhattan, Kans.) Capt., A.U.S.

Frys, Russell N., Iowa City
Garred, J. L., Whiting

(San Francisco, Calif.) Lt., U.S.N.R.
Garred, W. P., Dow City

(San Francisco, Calif.) Lt.(j.g.), U.S.N.R.
Geist, James H., Iowa City
Giles, Francis E., Cresco

(Fort Bragg, North Carolina) A.U.S.

Gleeson, J. J., Vail
(Gt. Lakes Nav. Tr. Sta., Illinois) U.S.N.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Goose Bay, Labrador) 1st. Lt., U.S.A.F.

Hanske, Edward A., Des Moines
(Camp Gordon, Georgia) Capt. U.S.A.H.

Haskell, J. G., Reinbeck
(U.S.A.H., Ft. Riley, Kansas)

Hastings, R. A., Ottumwa
(Great Lakes Naval Training Sta., 111.)

Hickman, D. M., Indianoia
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Hogenson, G. B., Eagle Grove
(Navy Center, Omaha, Nebr.) U.S.N.

Isham, R. B., Osage U.S.N.R.
Iwen, G. W., Iowa City

(Wabeno, Wise.)

Jenkins, H. F., Ogden
(Randolph A.F.B., Texas) U.S.A.F.

Johnson, A. A., Jr., Council Bluffs

(Fort Worth, Texas) Capt., U.S.A.F.
Johnson, M. H., Iowa City

(Manchester, Iowa) Maj., A.U.S.
Johnson, W. A., Emmetsburg

(Corona, California) Lt., U.S.N.R.
Judiesch, K. J., Iowa City

(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.
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DOCTOR, WHEN YOUR PATIENTS ASK...

What have VICEROYS got

that other filter tip cigarettes

haven’t got ?

Viceroy

WORLD'S LARGEST-SELLING FILTER TIP CIGARETTE

New King-Size

Filter Tip ^ICEROY
ONLY A PENNY OR TWO MORE

THAN CIGARETTES WITHOUT FILTERS w

The Answer Is

20,000 FILTERS
in Every Viceroy Tip

Only Viceroy has this new-type

filter. Made of a non-mineral

cellulose acetate— it gives the

greatest filtering action possible

without impairing flavor or im-

peding the flow of smoke.

Smoke is also filtered through

Viceroy’s king-size length of rich,

costly tobaccos. Thus, Viceroy

smokers get double the filtering

action . . . for only a penny or two

more than brands without filters.
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Kenney, B. E., Woodbine
(Kelly A.F.B., San Antonio, Texas) Capt., U.S.A.F.

Knouf, Clare E., Lake City

(519 SW 3rd Ave., Portland, Ore.) ....Lt., U.S.N.R.

Koptik, George Jr., Garwin
Kruse, R. H., Conrad

(Pearl Harbor, T. H.) Lt., U.S.N.R.

Kuehnle, G. R., Dubuque
(Baton Rouge, La.)

Kurth, R. J., Waterloo
(Minneapolis, Minn.) Capt., U.S.A.F.

Lawler, Matthew P., Des Moines
(Corona, California) U.S.N.

Lee, R. W., Burlington
Martins, J. K., Waterloo

(Bayonne, N. J.) Lt., U.S.N.R.

Maxwell, J. R., Iowa City
(Camp Stoneman, California) 1st. Lt., A.U.S.

Meyer, Paul G., Manchester
(Ft. Sam Houston, Texas) .Capt., A.U.S.

Middleton, W. H., Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery, A. E., Jefferson
(Phoenixville, Pa.) Lt.

x
Col., A.U.S.

Nielsen, G. E., Des Moines
(APO Seattle, Washington) Lt. Col., A.U.S.

Olsen, Max, Minden

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Powell, R. M., Iowa City
(USA Hospital, Ft. Hood, Texas) Capt., A.U.S.
Powers, George H., Shenandoah
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Reading, Donald, Iowa City
(U.S. Army Examining Station, Des Moines)

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,
Seattle)

Saunders, R. J., Colfax
(Detroit, Michigan) 1st. Lt., U.S.A.F.

Sear, John, Alden
(Brooke Army Med. Ctr., Ft. Sam Houston,
Tex.) A.U.S.

Sears, Richard H., Iowa City
(Jamaica, New York) Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.
Shuldberg, Arthur, Des Moines

(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.
Sinton, D. W., Iowa City

(Colorado Springs, Colorado) A.U.S.
Smith, C. B., Iowa City

(Bowling Green, Ky.) Capt., A.U.S.
Spohnheimer, L. N., Donnellson

(Mountain Home AFB, Idaho) 1st Lt., USAF
Stivers, T. W., Des Moines

(Hutchinson, Kansas) Lt. (jg) U.S.N.R.
Sugioka, Kenneth, Iowa City

(Long Island, N. Y.) A.U.S.
Theilen, E. O., Iowa City

(Washington, D. C.) Capt. A.U.S.
Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) .... Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Turner, R. M., Armstrong
(Ft. Sam Houston, Texas) A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) Capt., U.S.A.F.

von Lackum, L. S., Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees, P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M., Boone
(Bryan A.F.B., Texas) 1st Lt., U.S.A.F.

Walston, J. H., Graettinger
(Lackland A.F.B., Texas) 1st Lt., U.S.A.F.

Wilson, Robert G., Missouri Valley
(Clovis AFB, New Mexico) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Zeilenga, R. H., Orange City

(Madison, Wise.) 1st. Lt., U.S.A.F.

Zoeckler, Samuel J., Des Moines
(Ft. Sam Houston, Texas) Capt., A.U.S.

FRACTURES

Fractures will be the subject of a continuation

course to be presented by the University of Minne-
sota next November 22 to 24 at the Center for Con-

tinuation Study. Intended primarily for physicians

engaged in general practice, the program will stress

the practical management of the types of fractures

most commonly met. Registrants will be invited to

bring their own films to a “consultation session.” The
program will be presented under the direction of Dr.

Wallace H. Cole, Professor, Department of Surgery,

and Director, Division of Orthopedic Surgery.

DIET IN HEART DISEASE

“The Third Interim Scientific Meeting of the Amer-
ican College of Cardiology, to be held at the Hotel

Algiers, Miami Beach, Florida, November 11-13, 1954,

is to be concentrated on the topic of diet. Formal
papers are to be delivered by Kaare Rodahl, M.D.,

Director of Research, Arctic Aeromedical Laboratory,

Seattle; John W. Gofman, M.D., Division of Medical

Physics, University of California, Berkley; Wm. A.

Jeffers, M.D., University of Pennsylvania, Philadel-

phia; E. Sterling Nichol, M.D., Director, Miami Heart
Institute, Miami Beach; and H. Milton Rogers, M.D.,

St. Petersburg, Florida.

Three panel discussions, dealing with diet in arterio-

sclerosis and coronary heart disease; in hypertension,

hypertensive heart disease and rheumatic heart dis-

ease; and in congestive heart failure and heart dis-

ease due to vitamin deficiencies, respectively, make
up the remainder of the program.

DERMATOLOGISTS FORM STATE
ORGANIZATION

In Iowa City, on September 25, physicians actively

in practice who limit their work to dermatology and
syphilology formed an organization to be known as the

Iowa Dermatological Society. Twenty-one doctors from
eleven Iowa towns became charter members.

Dr. Ruben Nomland, professor and head of the De-
partment of Dermatology and Syphilology at S.U.I.,

was elected the first president of the group; Dr. Lester

W. Kimberly, of Davenport, was elected vice-president;

and Dr. Robert G. Carney, professor of dermatology and
syphilology at S.U.I., was elected secretary-treasurer.
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Treatment of

Dysfunctional Uterine Bleeding

A. W. DIDDLE, M.D., and K. A. O'CONNOR, M.D.

KNOXVILLE, TENNESSEE

Dysfunctional uterine bleeding is theoretically

a hormonal disturbance between the pituitary and
the ovaries. Sometimes hypothyroidism is associ-

ated with the condition. Treatment based on pres-

ent day understanding of this problem is often

modified by the age of the patient and the extent

of the blood loss. This study is intended to illus-

trate the different methods of treatment used for

the various sorts of women affected.

SUBJECTS

The 361 women with dysfunctional uterine

bleeding whom we saw in private practice be-

tween January 1, 1949, and November 15, 1953,

constitute the subjects of this study. Their age is

given in Table I. Two-thirds of them had had one
or more pregnancies, the majority were married
and of average economic status, and most of them
were of average height and weight for their ages.

One in eight, however, was overweight, and one in

16 was underweight.
A fourth of the women had experienced gen-

ital surgery a few weeks to 20 years previously.

In 58 cases the operation was uterine curettage;

in 29, ovarian resection or oophorectomy; and in

9, uterine suspension or salpingectomy. Many of

the 361 women had received some form of endo-
crine therapy.

SYMPTOMS

Abnormal uterine bleeding occurred as metro-
menorrhagia, metrorrhagia and menorrhagia, in

order of frequency. Only one in 14 of the women
had sufficient blood loss to produce an anemia seri-

543

ous enough to warrant treatment for itself alone.

The others had nuisance bleeding, either with no
anemia or with a minimal degree of it. Instances

of severe bleeding were most frequent in ado-

lescent patients, in those treated formerly with

small doses of irradiation to the ovaries and in

those approaching or experiencing the climacteric.

More than a fifth of the women had other func-

tional disturbances, such nervousness, fatigue,

dysmenorrhea, anxiety and frigidity. Of the oth-

ers, though none would confess to them, it was
obvious that many were experiencing environ-

mental conflicts.

TREATMENT

For patients 25 or more years old who had
severe or recurrent symptoms of either metro-

menorrhagia cr metrorrhagia and menorrhagia,
either a diagnostic uterine curettage or repeated

cytologic studies of the cervical and vaginal secre-

tions were done to rule out neoplasia or preg-

nancy complications. These measures were applied

to women under the age of 25 only if the degree

TABLE i

AGE OF PATIENT

Age in Years No. Patients

12-20 29
21-30 137
31-40 91
41-50 86
Over 50 13
Unrecorded 5

Total 361
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and duration of bleeding seemed to warrant them.

The treatments used are listed in Table II. If

medical treatment proved unsatisfactory, all

patients were instructed to return for reexam-

ination or to report by telephone in two to six

weeks, depending on the degree of bleeding. And
even though they were free of symptoms, most

of these women reported every six or eight

months for periodic examination.

TABLE II

TREATMENT* FOR 361 PATIENTS

Treatment No. Patient

Improved Hygiene of Living 273

Estrogens 35
Androgens 21

Hysterectomy 13

Thyroid 12

Irradiation 4

Blood Transfusion Alone 3

* Uterine curettage was considered to be a diagnostic pro-
cedure in this study.

The majority of women with minimal bleeding

required no treatment other than improved hy-

giene of living and education regarding menstrual

function. Those with irregular habits were in-

structed to sleep and to eat more regularly. The
overweight woman was requested to eat less, and
the underweight to eat more than usual. Those
with emotional problems were reoriented with

respect to some of their domestic and social dif-

ficulties.

Estrogens or androgens were given largely for

hemostatic purposes during the first 14 to 21 days

of the menstrual cycle, discontinued seven to ten

days and then repeated. Estrogen sometimes was
combined with progesterone or its derivative in

the last few days of the cycle. Cyclic therapy was
seldom extended beyond a three month interval.

Androgens were usually employed in the older

women. There were no adverse consequences if

less than 250 mg. (as of testosterone propionate)

was given in a single month. Usually less than
200 mg. was required. Estrogens were generally

utilized in the younger person. They were dis-

continued or given in a more physiologic manner
to those women who had been taking estrogens

irregularly or for long periods of time and were
having either withdrawal or break-through bleed-

ing. Thyroid was used only if hypothyroidism was
substantiated by clinical data, combined with
blood cholesterol and basal metabolic studies. In

that circumstance, treatment was often required
indefinitely.

Irradiation was used where major surgical

attack was impractical. In women over 40 years
old who had completed their child bearing, hys-
terectomy was generally used if bleeding was a

remittent nuisance or was excessive. That pro-
cedure was done because of excessive bleeding
alone in only three instances. In ten other women,

varying degrees of uterine prolapse provided an

additional indication for operation.

Blood transfusion alone was used in the care

of adolescent patients with severe anemia. Suf-

ficient blood was given to bring the blood count

up to normal.

RESULTS

Instruction regarding menstrual function was
appreciated by the patient and made her more
receptive to treatment. Through hormonal ther-

apy, favorable results were usually obtained, at

least temporarily, in from one to three months.

In a number of instances, however, dysfunctional

uterine bleeding recurred after treatment had

been discontinued. It is interesting that for most

of those patients, spontaneous remissions subse-

quently occurred without further use of hormones.

DISCUSSION

There are four theories regarding the cause of

normal menstrual bleeding: (1) withdrawal of

estrogen; (2) withdrawal of progesterone; (3)

withdrawal of either estrogen or progesterone;

and (4) a factor “x” that selectively produces

strong vasoconstrictor action on the coiled endo-

metrial arteries, causing ischemia that leads to

necrosis. Diapedesis of blood occurs when the

arterioles reopen.

Estrogens and progesterone are in part com-
plementary and in part antagonistic. Estrogens

stimulate genital growth and uterine muscular

activity, but inhibit production of the follicle stim-

ulating hormone of the pituitary and are antag-

onistic to the action of progesterone on uterine

muscle. Progesterone stimulates endometrial
growth, but inhibits the production of the lutein-

izing factor of the pituitary and delays the stim-

ulating action of the estrogens. Ovarian function

is affected by these hormones through the pitu-

itary. Androgens act on the pituitary in the man-
ner of estrogens. To the contrary, they do not

produce the withdrawal or break-through bleed-

ing commonly seen with estrogens. For this rea-

son they are the preferred hormone for treatment

of the older woman with menstrual disturbances.

Dysfunctional uterine bleeding, as previously

mentioned, arises from disturbed ovarian func-

tion. Also, neuropsychodynamic factors undoubt-
edly produce a pathogenic result in many instan-

ces. For example, Zuckerman4 observed that the

internal genitalia of experimental animals re-

sponded to general neuromuscular as well as

neurovascular changes that affect them specifi-

cally. That these reactions apparently alter the

hormonal processes may be a reason for spon-

taneous remissions where the patient is treated

as a whole without specific medication. It is ap-

parent that dysfunctional mentrual irregularities

frequently cannot be controlled until accompany-
ing emotional conflicts have been released. 1 Jeff

Miller3 made a similar observation more than 20



Vol. XLIV, No. 12 Journal of Iowa State Medical Society 545

years ago, but actually the first allusion to the

matter is to be found in St. Luke, chapter 8.

Endocrine treatment for dysfunctional uterine

bleeding should be undertaken with discrimina-

tion and in line with present day knowledge of

menstrual physiology. There are two problems in

treatment, regulation and hemostasis. Ordinarily,

regulation is unimportant, other than as a means

of eliminating a nuisance to the patient, and

attempts at achieving it are, in any event, fre-

quently unsatisfactory. Hemostasis, in contrast,

is important. Estrogens, progesterone, androgens

and gonadotrophins or a combination of them,

thyroid in selected instances, protamine sulfate

or toluidine blue may be used to accomplish it.

There are enthusiasts for each. Still, one should

be chary about claiming favorable results with

any of the medications, for only general measures

such as rest, relief of accompanying emotional

conflicts, proper diet and an adequate amount of

iron are commonly succeeded by remissions. In

addition, it is common that a patient has a mis-

conception as to what constitutes “flooding” or

“abnormal periods.” Generally the injections of

extracts of the anterior lobes of the pituitary of

animals, serum of pregnant mares and chorionic

products either are unreliable, have little value

or have immunologic dangers.

Best results in the hormonal management of

functional uterine bleeding that occurs from a

cystic glandular hyperplasia or persistent pro-

liferative endometriuma are usually obtained

when estrogens are used. Progesterone is indi-

cated for those with bleeding from an imperfect

progestional or mixed type endometrium. Usually,

several days are required for the conditioning of

the uterus. However, according to Greenblatt,2

early hemostasis may be obtained by injecting a

combination of 1.5 mg. estradiol benzoate, 25 mg.
progesterone and 25 mg. testosterone propionate

daily for five days, or by administering 20 to 25

mg. of stilbestrol orally every hour of the first

day and twice during the second day. These
treatments, however, may be impractical because

of either expense, side reactions or withdrawal
bleeding.

The use of hormones in the treatment of women
with menstrual irregularities must frequently be
modified on account of the age of the recipient.

Commonly, their use in the older woman is un-
desirable, particularly for prolonged periods of

time, for the presence of an early neoplasm may
be camouflaged. For instance, among the last 300

women with uterine malignancies whom we have
seen, one in 30 (one tenth) had been given hor-

mones for weeks or even months because their

physicians had assumed that their difficulty was
dysfunctional bleeding. In addition, there is the
controversial problem of an estrogen-cancer rela-

tionship. It is thus appropriate, in the presence of

abnormal uterine bleeding, to ascertain the pres-

ence or absence of neoplastic changes or of com-

plications of pregnancy.

Irradiation of the ovaries in the treatment of

menstrual difficulties is usually confined to patients

of menopausal age. Its use in younger women is

inadvisable, for it is difficult to determine dosage

of gamma irradiation so as to depress, but not

destroy, ovarian function.

It is our experience that acute bleeding with

severe anemia is usually corrected in the adoles-

cent patient more satisfactorily by blood trans-

fusion than by other means. Enough blood is

given to raise the hemoglobin and red count to

normal levels. Presumably, hormones and ele-

ments for clotting contained in the donor’s blood

counterbalance the abnormal stimulation to ex-

cessive bleeding.

Too frequently, a mild dysfunctional uterine

bleeding is the reason given for hysterectomy in

the young or middle aged woman. In the case of

serious bleeding, a uterine curettage may be used
to remove the source of abnormal stimulation

—

e.g., secretory endometrium—until medical meas-
ures can be utilized. Usually, only those who
acquire anemia and fail to respond to less drastic

procedures are rightfully subjected to hysterec-

tomy. Total hysterectomy is recommended for

women at or near the menopausal age if there is

chronic anemia due to bleeding, if there is recur-

rence of bleeding after irradiation, or if, without
anemia, there is recurrence of abnormal bleeding

that does not respond to medical measures. Curet-

tage should always antedate hysterectomy. Piece-

meal surgery for the treatment of menstrual irreg-

ularities—procedures such as uterine suspension,

ovarian resection or fundectomy—are only to be
condemned.

CONCLUSION

A study of 361 women with dysfunctional uter-

ine bleeding has shown that the age of the patient

and the degree of blood loss are frequently the

determining factors in the selection of a treatment.
If emotional conflicts are concurrent with the
abnormal bleeding, a satisfactory correction of the

menstrual disturbance usually can be achieved
only when the patient’s peace of mind has been
restored. Some patients have a misconception as

to what constitutes abnormal menstrual periods.

In the young or middle aged woman, most men-
strual irregularities can be alleviated by non-
surgical treatment. In older women who develop
anemia or have persistent bleeding without anemia
but in spite of medical treatment, definitive meas-
ures such as total hysterectomy are commonly
used. Therapy in older women is more often sur-

gical because of the possibility that a uterine
neoplasm is being overlooked or that one may
develop later. All treatments in women 25 or more
years old are preceded by a uterine curettage or

cytologic studies, or both, to exclude neoplastic

or pregnancy complications. In women less than
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25 years old, these procedures are used if abnor-
mal bleeding persists or becomes acute. Endocrine
therapy is given discriminately in line with known
principles of menstrual physiology. Generally,
three months is long enough time in which to

evaluate the use of an endocrine in the treatment
of the sort of woman described. If patients have
recurrent episodes of abnormal uterine bleeding,
continual vigilance should be exercised to sub-

stantiate the diagnosis of dysfunctional bleeding.
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Current Concepts and Treatment
Of Dysmenorrhea

PARKER K. HUGHES, M.D.

' DES MOINES

Few conditions in gynecology cause as much ag-
gregate suffering and pain as does dysmenorrhea.
During their most active years, many women are
incapacitated for one or two days each month, and
they have come to regard this malady as the nor-
mal price they must pay for womanhood.
Because of the lack of mortal consequences re-

lated to this condition, physicians have been in-

clined to consider it a minor and unimportant mal-
ady like the common cold. But employers of large
groups of women find that dysmenorrhea is one of

the frequent causes for absence from work. The
Prudential Life Insurance Company, which em-
ploys 7,500 to 8,000 women, found in 1953 that

2,264 patients reported to its Health Service be-

cause of dysmenorrhea. Of those, 257 had symp-
toms severe enough to warrant their being sent

home. Although this figure is probably high be-

cause of the employees’ tendency to use that com-
plaint to escape work, it still constitutes evidence
of the frequency and the importance of the dis-

order.

Statistics kept by the Northwestern Bell Tele-

phone Company in Des Moines, where 295 opera-

tors are employed, show that in the first 11 months
of 1853, dysmenorrhea was the reported cause for

338 absences. These comprised 17.9 per cent of all

the incidental absences in this group of women. A
similar employee group at the Dubuque, Iowa,
office of the Telephone Company had 251 absences,

of which 32, or 12 per cent, were due to dys-

menorrhea. The nurse at the Telephone Company
feels that the incidence is actually higher than
these figures indicate, inasmuch as many girls had
reported cases of stomach trouble, some of which
she is sure were uterine cramps. She found a

similar incidence of dysmenorrhea among the

clerical employees of the company, although as a

whole the incidental time loss of the latter group
was much lower than that of the operators.

Our therapy has been ineffectual, probably be-
cause of our lack of accurate knowledge of this

condition. Although great strides have been made
in recent years in understanding the physiology of
the menstrual cycle, we are still very little nearer
to discovering the true nature of pain associated
with menstrual periods than were our predeces-
sors 25 years ago. Incapacitating pain is not a
symptom of normal menstruation, and when such
pain occurs, it must result either from some dis-

turbance of the normal physiology of menstruation
or from pathologic changes in the female genital

tract.

Let us now consider the clinical aspects of

dysmenorrhea. It can first be divided into primary
dysmenorrhea, which occurs shortly after the on-
set of the menarche, and secondary or acquired
dysmenorrhea, which occurs later in the woman’s
menstrual life. Primary dysmenorrhea is generally
considered to be much more common than is the
acquired variety, and most frequently it is not
associated with a demonstrable pelvic pathology.
Secondary dysmenorrhea, occurring in older wom-
en, is less frequent, but it has a much higher inci-

dence of pelvic pathology related to it.

Dysmenorrhea is basically a disease of young
women, occurring most frequently in women un-
der the age of 25 and often reported in women un-
der the age of 20. It is more common in single pa-

tients than in married, and is much less frequent
in women who have borne children than in the

nulliparous female. Because of his early teaching,

the physician has been led to feel that the dys-

menorrheac girl is a rather hypo-ovarian indi-

vidual and, frequently, is one who had a late

menarche, that she has a scanty or inadequate

period, and is likely to have underdeveloped fe-

male genital organs, particularly an infantile

uterus. This same patient is typically shy and re-

tiring. She often suffers from psychogenic mal-
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adjustment and has many other psychosomatic

complaints. Many physicians feel that dysmenor-
rhea is primarily of psychosomatic origin and point

out that because young girls are inadequately pre-

pared for their menstrual life, superstition and fear

bring about much of the difficulty. Such terms as

“the curse,” “being ill” and “falling off the roof”

show the underlying attitude of all women toward

this supposedly normal function. Psychiatrists have
often intimated that dysmenorrhea actually is the

escape of an immature mind from the reality of

womanhood and an attempt on the part of the

maladjusted female to avoid her responsibilities

and unconsciously to express her contempt toward

being a woman. More recently, evidence has ac-

cumulated to show that, although there is a strong

psychogenic factor in dysmenorrhea, many of these

patients are not so disposed and that dysmenor-

rhea is actually a pathologic condition of somatic

rather than psychosomatic origin. Schuck, work-

ing at New York University, studied 800 students

with dysmenorrhea and pointed out that most of

those women were normal, well-adjusted females

who had physical incapacity only at the time of

their periods. He compared 300 patients with dys-

menorrhea with 300 women who did not suffer

during their periods and found very little differ-

ence in the frequency of psychosomatic disease.

Actual pathology may be the basis of dysmenor-
rhea. Most notable among the causative conditions

is endometriosis, but all forms of pelvic pathology,

pelvic inflammatory disease, tumors of the uterus

and ovary or malposition of the uterus have been

proved to be etiologic in certain definite cases of

dysmenorrhea.
Many of these impressions regarding patients

with dysmenorrhea are the result of a physician’s

remembering one or two particular cases. Conse-

quently, it seemed to me that it would be wise to

analyze 100 unselected cases of dysmenorrhea that

had appeared in our offices. By studying these

cases, I felt that we might obtain some interesting

facts concerning a relatively large group of women
and from them be able more adequately to under-

stand the clinical picture as a whole. All of these

cases presented pain at the time of menses as their

main and initial complaint. I feel that we can as-

sume in all instances that the patients’ dysmenor-

rhea was severe, since it was bothersome enough

to cause their seeking medical aid for that condi-

tion alone. The results of these studies are shown
in the following tables.

table l

TABLE 2

TYPE OF DYSMENORRHEA

Acquired 29
Primary 71

TABLE 3

AGE AT TIME OF FIRST VISIT

15 to 20
20 to 25
25 to 30
30 to 35
Above 35

30 patients
31 patients
14 patients
15 patients
8 patients

TABLE 4

AGE AT THE ONSET OF MENARCHE

11 years
12 years
13 years
14 years
15 years
16 years
17 years
Older . .

10 patients
30 patients
27 patients
10 patients
4 patients
3 patients
3 patients
1 patient

TABLE 5

INTERVAL OF MENSTRUAL CYCLE

21 days . . .

.

.... 2 patients 29 days 4 patients
22 days . . .

.

.... 1 patient 30 days . 14 patients
23 days . . .

.

.... 2 patients 31 days 1 patient
24 days . . .

.

.... 1 patient 32 days 1 patient
25 days . . .

.

.... 6 patients 33 days 6 patients
26 days . . .

.

.... 6 patients 34 days 1 patient
27 days . . .

.

.... 0 patients 35 days 6 patients
28 days . . .

.

.... 33 patients Over 35 days . 4 patients

TABLE 6

CHARACTER OF FLOW

Heavy . .

Moderate
Scant

29 patients
52 patients
12 patients

TABLE 7

PATHOLOGY—41 PATIENTS

Endometriosis 12
Uterine Pathology 16
Adnexal Pathology 6
Cervical Pathology 11

TABLE 8

UTERINE PATHOLOGY

Infantile uterus 7

Retroversion 5
Fibroids 2
Descensus 1

Double uterus 1

TABLE 9

CERVICAL PATHOLOGY

Erosion 10
Stenosis 1

REVIEW OF 100 CASES OF DYSMENORRHEA

Married 54
Single 46
Term Deliveries 16

Abortions 3

TABLE 10

ADNEXAL PATHOLOGY

Ovarian cysts 3
Enlargement of ovary 3
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table n
CORRECTED PATHOLOGY

Total cases with pathology 41
Inconsequential pathology only 21
Significant pathology 20

TABLE 12

Psychomatic disorders 20
Previous pelvic surgery 16

Surgery on tubes and ovaries 9
Uterine suspension l
D & C 6

TABLE 13

Relieved after marriage 3
Relieved after pregnancy 8

An analysis of these patients provides proof for
the already stated contention that most patients
suffering from dysmenorrhea are otherwise nor-
mal individuals and must be suffering from some
abnormal function of menstrual physiology. What,
then, is the cause of dysmenorrhea? Many theories
have been propounded, and based on those theo-
ries, many regimens of therapeutic approach have
been devised.

As was suggested early in this paper, one of the
earliest theories regarding the cause of dysmenor-
rhea was that it represented an incomplete de-
velopment of the female genital organs and that
small, infantile uteri, male distribution of secon-
dary sexual characteristics and inadequate men-
strual physiology were definitely associated with
this condition. Our own figures and the findings
of many others have shown that such cannot be
the etiology in any large percentage of the cases.

Unquestionably, a few cases of dysmenorrhea pre-
sent the above described syndrome. Although no
specific therapy for the correction of this condition
exists at the present time, further growth and ma-
turity generally resolve the problem for such pa-
tients.

Historically, the next most popular etiologic con-

cept grew up as a result of the relief so frequently
observed in patients after they had borne children.

Early students of the problem then reasoned that

painful menstruation must be due to cervical

stenosis or some other obstruction of the men-
strual outflow. With this thesis in mind, for many
years gynecologists treated dysmenorrhea by cervi-

cal dilatation, frequently augmenting this dilatation

by the insertion of a stem pessary to correct the sup-

posed cervical stenosis and to correct a sharp
anteversion of the uterus, which was often re-

ported in such patients. Many encouraging results

seemed to be produced by this approach. How-
ever, a careful analysis over a long period of time

has shown that very few such patients were per-

manently benefited by the continued use of this

type of therapy. Thus the procedure has dropped
into infrequent use in recent years. The small

number of cases in our own series would tend to

substantiate those findings.

Workers then assumed that if these patients had
no obstruction to the menstrual outflow, the col-

icky and cramp-like pains associated with the

menstrual periods must be the result of spasmodic
or unusually forceful uterine contractions. Early

investigation by the insertion of a hydrostatic bag
into the uterus during the contractions, showed
that patients who had unusual pain likewise had
abnormally forceful contractions. On the basis of

those findings, an endless number of antispas-

modic drugs aimed at producing smooth muscle
relaxation became the most frequently used form
of therapy. This type of medication is still widely

used, and almost every physician has a particular

antispasmodic drug which he feels is the most ef-

fective in relieving these symptoms. But in recent

years some element of disbelief has come to re-

place physicians’ confidence in that theory, for it

has become apparent that the results of the hydro-

static bag experiment may not have been valid.

Because, as is generally known, the uterus at-

tempts rather violently to expel any foreign body
from within its cavity, it is now generally con-

ceded that the forceful contractions which were
taken as proof of the theory were probably the

attempt that the uterus made to expel the bag,

rather than the attempt of the uterus to rid itself

of the menstrual contents.

Diehl and his coworkers in 1948 developed an

improved method for measuring the force of

uterine contractions and fairly conclusively proved

that there is no difference in the force of uterine

contractions as between the dysmenorrheac pa-

tient and the normal individual. He further

studied the effect of various drugs on the force

of uterine contractions and could not demonstrate

any appreciable difference achieved through the

use of most of the common antispasmodics, such

as Pavatrine, Trasentine and Depropanex. Most

of the present day workers grant the validity of

Diehl’s work. A survey of our own cases substan-

tiates these findings, in that many patients were

improved, but practically none of them were en-

tirely relieved by the administration of the various

antispasmodic remedies.

Since the entire physiology of the mentrual cy-

cle is under endocrine control, it would seem logi-

cal to suppose that dysmenorrhea has some endo-

crine background or is due to some imbalance of

the endocrine interplay during the menstrual cy-

cle. In 1938 Wilson and Kurzrok observed that

women with anovulatory cycles do not have pain-

ful menstruation. This observation has been borne

out repeatedly by many hundreds of observers

and students of dysmenorrhea since that time. It

would therefore follow that progesterone, which

is produced only after ovulation, must play a vital

role in the production of the pain of dysmenorrhea.

Contraction studies on the uterus in animals and

also in human beings have fairly conclusively

shown that uterine contractility is entirely under

the control of the steroid hormones and that stim-
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nerve supply to the uterus has no effect upon its

contractility. These studies demonstrated that

estrogen has a marked vasodilating effect on the

uterine blood supply, whereas progesterone seems

to exert a vasoconstricting effect. This is further

borne out by the knowledge that in a normal men-
strual cycle with a development of secretory

endometrium and the subsequent slough of this

endometrium during menstruation, there is a

marked spasm of the spiral arterioles in the basilar

layer of the endometrium. The ischemia produced
brings about degeneration and slough of the en-

dometrium. This slough does not occur in bleed-

ing from anovulatory cycles. These facts form the

cornerstone of the currently most acceptable theo-

ry as to the cause of dysmenorrheac pain. It is

reasoned that because of an imbalance between
progesterone and estrogen, and possibly because

of the existence of a menstrual toxin such as that

described by the Smiths, the ischemic uterine con-

tractions lead to the accumulation of muscle me-
tabolism products resembling lactic acid. The re-

tention of these metabolic products in the uterine

musculature, as in skeletal muscles, leads to the

production of spasmodic and cramp-like pain.

Practically all of today’s students of this subject

accept the philosophy that the pain is basically

due to the vasomotor disturbance within the

uterus, producing uterine ischemia.

This concept opens three pathways of thera-

peutic approach: (1) the elimination of proges-

terone by preventing ovulation; (2) the use of

vasodilating drugs; and (3) presacral neurectomy
to bring about vasodilatation as well as to block
the afferent pathways of pain from the uterus.

Each of these treatments has many enthusiastic

advocates among today’s gynecologists.

It has been conclusively proved that by the ad-

ministration of estrogen or testosterone in the pre-

ovulatory phase of the menstrual cycle, ovulation

can be prevented. It is probable that the hormones
achieve that result by inhibiting the pituitary and
thereby eliminating the pituitary stimulus to ovu-
lation. Stilbesterol administered in 1 to 5 mg.
doses daily from the end of the menstrual period
for approximately 20 days will accomplish this ef-

fect. In patients who cannot tolerate stilbesterol

therapy because of nausea, the same results can
be obtained by administering comparable doses of

the natural estrogens. Testosterone administered

in the form of methyl-testosterone tablets, 10 mg.
three times a day prior to and through the period

of ovulation, is likewise said to be successful.

However, the estrogen therapy seems to have had
a greater degree of success in most men’s hands.

Most patients so treated obtained complete relief

from their dysmenorrhea the first cycle. Those
who have no success in the first cycle will generally
obtain success by the end of the second one. The
results from this treatment are generally com-
plete, and very few cases report improvement
only. Hulme and Holmstrom, reporting in 1953,

said 89.7 per cent of their patients were completely

relieved by this method. Schuck, in his large series

of less carefully supervised students at New York
University, reported that 60 per cent had relief.

This method of treatment is not limited to pa-

tients with primary dysmenorrhea. It has been

used for several years with almost equally suc-

cessful results in patients with endometriosis. In

addition to relieving the pain, it seems to halt the

progression of the disease, though of course it does

not cure the condition.

There are certain limitations, however, to the

employment of this type of therapy. Menstrual

irregularities are likely to ensue, and on occasion

excessive bleeding, if anovulatory cycles are pro-

duced for too many successive months. Conse-

quently, the therapy must occasionally be inter-

rupted when the bleeding irregularities develop,

and should not be reinstituted until the patient

again has a normal and painful menstrual cycle.

Novak advocates using a dosage of 1 mg. daily, an

amount which is usually sufficient to accomplish

the results and which is much less likely to produce

menstrual irregularity than are the larger doses.

The only other undesirable effect from this thera-

py is in those patients who cannot tolerate stil-

besterol. However, this disadvantage, as has been

previously mentioned, can generally be overcome

by the use of some other form of estrogen.

Greenblatt, in 1951, proposed the use of Prisco-

line, an adrenolitic type of drug, to produce vaso-

dilatation in the uterus. He administered this to a

series of 40 patients as soon as the symptoms of

pain developed. The drug was given in 25 to 50

mg. doses, every four to five hours. First, he used

the oral route; secondly, he used the subcutaneous

route; and, finally, he combined the therapy, giv-

ing the drug both orally and subcutaneously. His

results were very encouraging in that he obtained

65 per cent good results by the oral route, 60 per

cent by the subcutaneous route, and 80 per cent

by the mixed treatment. The unfortunate corol-

lary, however, was that a very high percentage of

these patients had marked and annoying side ef-

fects from the administration of the drug. Sixty

per cent of the group treated by the combined

method had these marked reactions. Thus, only

20 per cent of those treated obtained relief with-

out the substitution of symptoms almost as dis-

turbing as those produced by the primary condi-

tion. Since Greenblatt’s work, various investiga-

tors have tried many other drugs of a similar

pharmacologic action, but have met with medi-

ocre results, although in theory this should be a

very effective form of therapy.

There are advocates of the surgical approach to

almost all medical problems. This has long been

true of dysmenorrhea. Surgical approaches have

generally been completely unsuccessful, as is evi-

denced by the frequent failures of cervical dilata-

tion, ovarian and tubal resections and uterine sus-

pensions. Pre-sacral neurectomy has been used as

a method of relief of pelvic pain for many years,

but recently it has been advocated much more
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frequently, especially in the treatment of primary
dysmenorrhea or acquired dysmenorrhea due to

endometriosis. The uterus obtains its nerve supply
from the hypogastric plexus and from the pre-

sacral nerve, both of which are thought to be
primarily sympathetic. The parasympathetic nerve
supply to the uterus comes primarily from the
broad ligament plexus which supplies both the
uterus and the ovaries. Section of these nerves is

not an unusually difficult procedure, particularly

section of the pre-sacral nerve or hypogastric
plexus, which can be approached between the

common iliac arteries on the anterior surface of

the fifth lumbar vertebra, and interrupted by block
dissection of the areolar tissue in this area. The
broad ligament plexus is more difficult to identify

and excise, so that some workers have advo-
cated its interruption by ligation and severance
of the infundibulopelvic ligament. This procedure,

no doubt, would interrupt the nerves, but most of

us would be very doubtful about the wisdom of

interrupting such a large portion of the ovarian

blood supply. Success from this form of therapy

has recently been reported in as many as 80 to

98 per cent of the cases treated. But even the

advocates of such therapy insist that all forms of

medical treatment should be tried prior to the in-

stitution of surgery. In order to eliminate the pure-

ly psychogenic patient, it has been suggested that

surgical intervention be employed only if relief is

obtained by the inhibiting of ovulation. Thus, the

case would fall into the somatic rather than into

the psychosomatic group. Likewise, such radical

treatment necessitating abdominal surgery should

be undertaken only in the most severe cases. As a

standard, several men use complete incapacity for

at least 24 hours.

Again, let us look at the 100 cases of dysmenor-
rhea that we have reviewed, and see what thera-

peutic results were obtained with these many pos-

sible therapies.
TABLE 14

TREATMENT

Type Number Excellent Improved Failed

Antispasmodics . . . . ... 60 4 34 22
*Stilbestrol . . . 32 17 14 1

Surgery . . . 17 7 1 9

Pessaries 7 2 0 5

Testosterone 7 2 2 3

Other drugs 5 0 2 3

Douches 2 0 2 0

Psychiatric Rx 1 0 1 0

* Sixteen patients had recurrence after stilbesterol with-
drawal.

TABLE 15

SURGICAL TREATMENT

Type Number* Excellent Improved Failed

Neurectomy 1 1 0 0

Oophorectomy 2 1 1 0

Hysterectomy 2 2 0 0

D & C 5 0 0 5

Suspension 1 1 0 0

Vaginal repair 1 1 0 0
Cauterization 6 1 1 4

* One patient underwent two operations.

From these findings, I think we can definitely

conclude that at present the most successful re-

sults can be obtained by the inhibition of ovulation
with estrogenic hormones. None of our therapy,

we must admit, is entirely satisfactory, but by care-

fully studying each patient and devoting adequate
time to her treatment, we can obtain fairly suc-

cessful results.

If major pelvic pathology is present, the treat-

ment for this specific condition will generally af-

ford relief. The large group of cases which present
no major pelvic pathology, I feel should be ap-

proached in the following manner. First, the pa-

tient should be thoroughly educated as to the prob-

lems of dysmenorrhea and the functions of the

menstrual cycle. Careful evaluation of the psycho-
somatic element in each particular case is of para-

mount importance, and often mere reassurance,

with the institution of hygienic measures such as

exercise, and the avoidance of invalidism, consti-

pation or excesses in diet, will provide a satisfac-

tory degree of relief. In these milder cases, the

addition of an antispasmodic drug, particularly if

incorporated with some analgesic drug, will re-

habilitate most of the patients. In moderately se-

vere cases whose pain lasts for several days and
for whom bed rest for one or two days is necessary,

more active treatment must be employed. For this

group the administration of stilbesterol, 1 mg. a

day for 20 days after the end of the period, will

in most instances produce relief, and, probably

more important, by producing this relief it will

break the endless chain of severe and incapacitat-

ing episodes of pain. With this relief, the patient

will become psychically more at ease and will be

relieved from the marked apprehension and dread

of each successive menstrual period. Frequently

one or two courses of such therapy will give the

patient enough mental peace so that she can be

rehabilitated without further treatment. In more
resistant cases, this course of therapy can be em-

ployed repeatedly for several years, so long as one

does not persist to the point where marked men-

strual irregularity is obtained.

Very few cases necessitate more therapy than is

outlined above, but possibly in a very limited num-
ber of cases in whom all medical treatment fails

and in whom the psychosomatic element has been

largely ruled out, the use of pre-sacral sympathec-

tomy is justifiable. This should be imited to an ex-

tremely small percentage of cases.
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Heart Disease in Pregnancy
GERALD F. KEOHEN, M.D.

DUBUQUE

As deaths from toxemias, hemorrhage and in-

fection have declined, heart disease has become
an increasingly important factor in maternal mor-
tality. So far as the incidence of heart disease

in women of childbearing age is concerned, there

is little hope of any immediate improvement. In

fact, with the advent of surgical relief of mitral

stenosis, the number of cardiac problems in preg-

nancy that face the physician is likely to increase,

for a damaged heart is no longer being regarded

as a deterrent to marriage. Yet, the outlook need

not be considered gloomy, for it has been dem-
onstrated that with proper management, preg-

nancy can be made a relatively safe experience

for most women with heart disease. It is no

longer general practice to discourage all women
with organic heart disease from becoming preg-

nant, and those of us who see only a few cases

should guard against becoming pessimistic be-

cause of one or two unfortunate experiences.

Rather, we should bend our efforts toward better

care and supervision of such patients, and it may
be possible to reduce their mortality rate to an

acceptable minimum.
The incidence of heart disease in pregnant

women varies from 1 to 2 per cent. Stenosis and

incompetence of the mitral valve are the anatom-

ical lesions most frequently encountered, although

aortic valvular lesions and combined lesions of

the aortic and mitral valves are not uncommon.
Heart disease due to congenital defects, hyper-

tension, coronary sclerosis or hyperthyroidism can

be seen only infrequently during pregnancy. It

is rheumatic heart disease of the inactive variety

that accounts for at least nine out of ten cases

in the childbearing age group, and, actually,

when one speaks of heart disease in pregnancy,

he is talking about inactive rheumatic heart

disease unless he indicates otherwise.

THE CIRCULATION IN PREGNANCY

An understanding of some important changes in

the circulation that occur with pregnancy will

greatly assist in the proper management of car-

diacs during this time. Increased cardiac output

is the most significant alteration in the circula-

tion. At the time of maximum increase, the

minute volume output is 35 to 50 per cent above
normal. The increase in cardiac work begins about

the twelfth week of pregnancy and attains its

peak about the thirty-second week. The circulatory

burden diminishes after that time, the cardiac

output gradually decreasing somewhat until term.

It is noteworthy that the greatest incidence of

heart failure occurs around the thirty-second week
of pregnancy. If the patient goes through that

week without any signs of heart failure, her

chances of completing the pregnancy without any
serious trouble are good. Increase in blood volume
follows the same trend as the waxing and waning
of the cardiac output. Expansion of blood volume
is due almost entirely to increase in plasma vol-

ume, which dilutes the erythrocyte count and
produces the so-called physiological anemia of

pregnancy. Associated with the increase in blood

volume, there is an increase in extracellular fluid

volume. During gestation, there is positive sodium
balance resulting in water retention, and this

may be the fundamental alteration in metabolism

that can be controlled. Increase in blood volume
undoubtedly is an important factor in precipitat-

ing heart failure in pregnancy and may be re-

sponsible for the increased incidence of acute

pulmonary edema. From the twelfth week of

gestation until after term, it is certainly dangerous

to burden the circulation further with intravenous

infusions, particularly those containing sodium,

and it is equally dangerous to induce premature

labor while the heart is subjected to an increased

circulatory demand.
In summary, there are three factors which en-

hance the liability to heart failure in pregnancy:

increase of cardiac output, increase of blood vol-

ume, and retention of salt and water. These altera-

tions, from the non-pregnant state, appear to be

closely bound together. Therefore, in order to re-
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duce the incidence of heart failure in pregnancy,
water retention must be held to a minimum by
restriction of salt intake.

The diagnosis of heart disease during pregnancy
must be made cautiously, since there are many
cardiovascular symptoms and signs which may be
misleading, especially during the last trimester.

Examination of the patient before she is pregnant
or during the first trimester is to be desired.

Shortness of breath is almost always present in

the latter months of pregnancy, as is slight ankle
edema in the afternoons and evenings. Palpitation

is a rather frequent complaint because of pre-

mature systoles or the overactivity of the heart

as a result of increased output. Mild tachycardia
is often present. Since the heart assumes a more
transverse position with elevation of the dia-

phragm and increased lordosis, one may have the

impression that the heart is enlarged. Systolic

murmurs in the pulmonic region are present in

almost all pregnant women, and apical systolic

murmurs are found in about 15 per cent. Almost
one out of ten in whom heart disease is diagnosed

late in pregnancy is found to have a normal
cardiovascular system at postpartum examination.

EVALUATION OF RISK

The evaluation of risk involved in any preg-

nancy does not revolve around the number and
nature of the anatomical valvular lesions. The
most important factor is the myocardial reserve.

Ability to perform the ordinary daily activities be-

fore pregnancy is the most reliable criterion of

cardiac reserve. A history of congestive heart

failure, hemoptysis or paroxysmal dyspnea in-

dicates that the additional circulatory load of

pregnancy is likely to produce a difficult situation.

Definite evidence of cardiac enlargement, signs

or symptoms of pulmonary congestion, electrocar-

diographic evidence of myocardial damage, heart

block, intraventricular block, tachycardia and
auricular fibrillation all forecast the possibility

of an unfavorable course. However, even these

findings must be correlated with, the patient’s

tolerance of physical activity.

The overall risk of maternal death from heart

disease probably should not exceed 5 per cent.

In those women who have cardiac functional ca-

pacities in Classes I and II, the mortality should

be well below 5 per cent. When the functional

capacity is graded as III or IV, pregnancy may
result in a maternal mortality above 10 per cent.

Age is also a considerable factor in assessing

fitness for pregnancy. It has been frequently noted

that there is a higher incidence of heart failure

and greater mortality in those over 30 years of

age and especially in those over 35 years of age.

Active rheumatic carditis is a grave but, for-

tunately, a rare complication of pregnancy. The
diagnosis of an active rheumatic process is made
more difficult by the slight leukocytosis and eleva-

tion of the erythrocyte sedimentation rate found

in normal pregnancy. Sub-acute bacterial endocar-

ditis during gestation is quite uncommon, but
certainly adds to the risk. Many have been suc-

cessfully treated with antibiotics in recent years.

This complication is more likely to occur post-

partum, but can usually be prevented by the use
of antibiotics during and immediately following

labor.

Congestive heart failure is the most common
cause of death in pregnant women with rheumatic
heart disease. However, the most feared complica-

tion is acute pulmonary edema. It occurs with

unpredictable suddenness, and it is less responsive

to treatment in the pregnant patient than it is

in others. Paroxysmal pulmonary edema is en-

countered much more frequently during gestation

and in the immediate postpartum period than in

the non-pregnant state. Increased blood volume
probably is responsible for the higher incidence

of pulmonary edema during pregnancy. Although
right heart failure is overshadowed by acute

pulmonary edema during pregnancy, it becomes
an imposing problem in the postpartum period.

Thromboembolic phenomena occur more frequent-

ly in the pregnant cardiac patient and account

for occasional deaths.

PREVENTION OF HEART FAILURE

Heart failure is the principal problem in cardiac

patients who are pregnant, and the most important

phase of antenatal supervision is the prevention,

or early recognition and treatment, of this com-

plication. Preservation of myocardial reserve is

accomplished primarily by instituting a program

of adequate rest. The preventive and therapeutic

value of increased amounts of rest is considerable.

It is the most practical means of compensating

for the increased demand placed upon the heart

by pregnancy. Those women who are in functional

Classes I and II should have at least 10 hours

of rest each night, and should lie down for short

periods after meals. They may perform light house-

work and can be permitted a limited amount of

walking on the level. Climbing hills and stairs

should be restrained to a minimum. Heavy house-

work, prolonged shopping tours, dancing and

other physical strain must be prohibited. The

amount of rest required by those who have cardiac

disabilities resulting in functional classification of

III or IV is proportionately greater.

The three factors which most frequently initiate

congestive heart failure during pregnancy are

undue fatigue or physical exertion, unrestrained

sodium intake, and intercurrent respiratory in-

fections. One cannot emphasize too strongly the

importance of bronchitis, influenza or even the

common cold in precipitating heart failure during

pregnancy. Patients who develop these infections

should be put to bed and should remain at bedrest

until they are completely recovered. Of course,

appropriate treatment of the infection should be

instituted at the same time. Other factors which
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may precipitate heart failure include anemia, the

onset of an arrythmia, embolic phenomena or other

complications of rheumatic heart disease.

Frequent visits to the physician must be en-

couraged, and certainly every two weeks is not

too often. If there is any suspicion that the

patient is not progressing normally, the visits

should be increased to once each week. Gain in

weight during pregnancy should be limited to 15

or at the most 20 pounds. There should be some
restriction of salt intake, particularly in those

who are in functional Classes II, III and IV. A
diet which contains the equivalent of 2 grams of

sodium cloride may be adequate, although in some
patients the sodium intake will have to be limited

to 500 milligrams. Patients should be encouraged

to report any unsual symptoms, especially a

cough, for this symptom may precede definite

dyspnea or edema. Shortness of breath when the

patient has engaged in an ordinary activity, a

weight gain of three or more pounds during any
week, vomiting, dysuria, fever, palpitation or

aching joints are other symptoms which should

be reported to the physician.

Early signs of heart failure should be searched

for during every visit to the physician. In preg-

nancy the earliest sign of heart failure is pulmo-

nary congestion. Edema in the lower extremities

and increased venous pressure in the cervical

veins are not the first signs to appear in preg-

nancy. Transient rales, particularly in the right

lung base posteriorly, are quite common during

pregnancy, but persistent rales in either pulmo-

nary base should be considered as evidence of heart

failure. One of the most reliable signs of early

pulmonary congestion during pregnancy is a re-

duction in vital capacity. In normal pregnancy the

vital capacity is not reduced at any time. When
the vital capacity diminishes as much as 10 to 15

per cent from its previous level, pulmonary con-

gestion must be assumed present, and treatment

should be started. X-ray and fluoroscopic exam-

inations also aid in detecting early pulmonary

hyperemia. Right heart failure is manifested by

unusual increase in weight, increased venous pres-

sure in the veins of the neck and upper ex-

tremities, and, finally, edema of the lower ex-

tremities.

The treatment of heart failure during pregnancy

does not differ from the usual methods, except

in that it may have to be more intensive because

of the increased circulatory load which is present

even when the patient is at rest. Bedrest and

chair-rest are, of course, important, and once the

patient has developed heart failure during preg-

nancy, she must be required to spend most of the

day in bed or in a chair until she has delivered.

Sodium intake should be restricted to 500 mill-

igrams, or less. The use of cation exchange resins

appears to be safe, although disturbance in elec-

trolyte balance, particularly potassium deficiency,

should be watched for carefully. The patient

should be digitalized with one of the several prep-

arations that are available, the choice being the

one with which the physician is most familiar. If

the situation indicates need for rapid digitalization,

one of the intravenous preparations, such as

ouabain, lanatosid C, or Digoxin, can be used with

relative safety. Once digitalis therapy has been

instituted during pregnancy, it should be con-

tinued at least through two weeks postpartum.

Mercurial diuretics are very useful, and there

should be no hesitation in using them. There has

been no good evidence to show that renal dam-
age or abortion are produced by mercurial prep-

arations. Acute pulmonary edema necessitates

urgent treatment and responds less readily than

in the non-pregnant individual. Morphine should

be given immediately, and oxygen should be ad-

ministered as soon as possible. Aminophyllin is

helpful, but should not be given intravenously if

there is any evidence of peripheral failure. Ven-
esection is very useful, although it has been much
neglected in recent years. Oxygen and ethyl

alcohol vapor under positive pressure may be a

lifesaving measure. Paroxysmal tachycardia is not

common during pregnancy, but may precipitate

heart failure when it does occur. Quinidine should

not be used except in desperate situations, for it

has a tendency to initiate labor pains. A digitalis

preparation will control most of the tachycardias

encountered. If heart failure does not occur until

near the time of maximum circulatory load, that

is, about the thirty-second week, the prognosis is

good. When heart failure appears before the

twenty-eighth or thirtieth week, the outlook is

poor.

TECHNIC OF DELIVERY

The method of delivery of pregnant women
with heart disease is determined by obstetrical

rather than by medical considerations. The safest

means of delivery appears to be through the

natural passages. Mortality rates certainly favor

vaginal delivery, and the only cardiovascular in-

dication for cesarean section is coarctation of the

aorta. The effort or straining accompanying the

second stage of labor is a hazard, but it can be

largely avoided by judicious and skillful obstetric

interference. There is no rule for use of anesthetics

except that adequate oxygenation must be main-

tained. Although ether is probably the best tol-

erated general anesthetic, no single anesthetic

agent possesses outstanding advantages. Rather,

the skill of the anesthetist is most important. Low
spinal, caudal or pudendal blocks are all useful

means of obtaining regional anesthesia. Should

tachycardia in excess of 110 beats per minute, or

tachynea over 22 per minute occur and persist

during delivery, heart failure is likely to be

impending.

Oxytocic drugs should not be used routinely

during or following the third stage of labor.

Posterior pituitary extracts and ergot preparations
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may increase venous pressure and even provoke
myocardial ischemia and ventricular arrythmias.
During the first four days postpartum, there is

still danger of acute pulmonary edema. Continued
rest in the postpartum period is important, but
the length of the rest period will vary according
to the state of cardiac compensation. Adequate
antibiotic therapy should be instituted with the
onset of labor and should be continued for at least

four days postpartum. Penicillin, given in a dosage
of 400,000 units intramuscularly twice daily, offers

adequate protection against bacterial endocarditis.

The circulatory changes which occurred during
pregnancy return to normal slowly, and it may
be several weeks before the cardiac output has
decreased to its usual level. Even though the

patient appears to be doing very well, it is wise
to continue bedrest for several days and then
gradually to let her progress to chair sitting and
ambulation.

future pregnancies

During the postpartum period, the question of

future pregnancies should be discussed. If the

patient showed no signs of decompensation during
pregnancy, it is justifiable to permit her to have
another child. If she developed even minimal heart

failure during pregnancy, however, she almost cer-

tainly will decompensate during any succeeding

pregnancy.

There is no real evidence to indicate that child-

bearing aggravates an existing lesion in rheumatic

heart disease. It has not been shown that one or

more pregnancies shorten the life of women hav-

ing a rheumatic heart lesion. There is no significant

difference in the average age at which death oc-

curs among parous women having rheumatic heart

disease and among men similarly afflicted. The an-

nual mortality rates for nulliparous and parous

women with rheumatic heart disease are about

the same. It should be recognized, however, that

the nulliparous group may include some with

disease of such severity as to preclude marriage

or even any attempt at childbearing.

SUMMARY

Pregnancy increases the work of the heart. The
peak of this circulatory load occurs about the

thirty-second week. The outlook depends upon the

myocardial reserve, and if this is sufficient to

carry the patient through the thirty-second week
without heart failure, there is little danger of

failure thereafter. Usually failure can be controlled

if discovered early and treated well. Prevention

of failure is facilitated by increased rest and by

restriction of sodium in the diet. Early diagnosis

of heart failure is essential and can be readily ac-

complished by frequent examinations of the pa-

tient for signs of pulmonary congestion. A better

understanding of the circulatory changes in preg-

nancy and more attention to the prevention and

early treatment of heart failure should reduce

maternal mortality in women with rheumatic
heart disease to the point where it is a rarity.

LUNG CANCER SURVEY IN IOWA
Volunteer researchers for the Iowa Division of

the American Cancer Society began their third,

and probably last, follow up of 10,573 Iowa men
between the ages of 50 and 69, as a part of a
national study to determine whether there is a
relationship between the use of tobacco and the
incidence of lung cancer.

Though returns from the third step of the in-

vestigation are as yet unavailable, results of the
first and second steps seemed to indicate that
such a relationship exists. When the 1953 inves-
tigation was made, 50 of the 291 deaths among
members of the group since January, 1952, had
resulted from cancer, and of that number lung
cancer had been responsible for 9.

The project was undertaken for two reasons,
according to Dr. S. F. Singer, Ottumwa, president
of the Iowa Division. “First,”’ he said, “a number
of studies in the past have indicated that smoking
may be an important factor in causing cancer of

the lung. Second, and most importantly, death
rates from lung cancer have been increasing
alarmingly and are continuing to increase. Here
in Iowa, the incidence has increased 62 per cent
in the past five years. Thus it is of utmost impor-
tance that we discover the cause as soon as pos-

sible.”

As regards the final steps in the survey, Dr.

Singer said, “When the cause of death has been
determined from death certificates and other

medical records, statisticians at the national ACS
office in New York City will use the data to

determine whether death rates from cancer are

any greater among smokers than non-smokers.”

DERMATOLOGY MEETING

The twelfth annual meeting of the American
Academy of Dermatology and Syphilology, in

Chicago, December 4 to 9, is to include addresses

by Dr. Arthur C. Curtis, of the University of

Michigan, on “Essential Familial Hyperchole-

sterolemia, and Secondary Xanthomas”; Dr. Sid-

ney Farber, of Harvard, on “Lipoidoses in Chil-

dren”; by Dr. Frederick Urbach, of Buffalo, on

“Treatment of Xanthomas”; and another by Dr.

Farber on “Biological and Chemical Approaches

to the Treatment of Cancer.”

The sessions, which are to be held at the Palmer

House, Northwestern University, the University

of Illinois College of Medicine, and at the Billings

Hospital of the University of Chicago, will include

15 symposia and 12 roundtable discussions. There

also will be 22 scientific exhibits and 89 technical

exhibits.



The Role of

The Private Physician in

Tuberculosis Control
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For more than half a century, the private phy-

sician has played a very important role in the pro-

gram for tuberculosis control. In case finding there

is no substitute for the able private physician who
is conscious of the tuberculosis problem and ever

on the alert to discover it among his patients. By
virtue of his position, he has inevitably been in

the “front line,” so to speak, in the campaign to

find tuberculosis.

Tuberculosis has always been notorious for its

insidious onset. If it is to be discovered in the

early stages when it is most easily and quickly

cured, it must be looked for among patients who
have no symptoms referrable to the chest. All too

often the disease has reached the advanced stages

before symptoms have prompted the patient to

seek medical help. Even now, despite widespread
publicity and X-ray surveys, the large majority

of patients entering sanitaria have advanced tu-

berculosis. Thus, the active interest and coopera-

tion of the private physician are essential if this

preventable and unnecessary disease is ever to be

eliminated.

To take an effective part in the campaign
against tuberculosis, the average physician need
have no special training or experience. Nor does

he need a great deal of special and expensive

equipment. What he does not have in his office is

always available in a nearby hospital, such as X-
ray facilities and a laboratory for sputum exam-
inations and gastric cultures. The old and reliable

tuberculin test is a quick and effective means for

determining whether a person is infected with

tubercle bacilli. The test is easily done in the

office and is inexpensive. As with all other diag-

nostic procedures, of course, it must be done prop-

erly, and care must be taken to use a proper

dilution of old tuberculin or P.P.D.

If the reaction is positive after 48 to 72 hours, a

chest X-ray should be taken to rule out the

presence of pulmonary tuberculosis. Though other

forms of tuberculosis may be present, pulmonary
tuberculosis is by far the greatest hazard from

the public health standpoint and should be looked

for first. Since accurate X-ray diagnosis is of

primary importance, the average physician is well

advised to have his chest films reviewed by a

* Medical Director and Superintendent, Chicago State
Tuberculosis Sanitarium, and Clinical Professor of Medicine,
University of Illinois College of Medicine.

radiologist or chest specialist. If the chest film

suggests the possibility of active tuberculosis, a

series of several sputum examinations or gastric

cultures will usually, though not always, reveal

the presence of tubercle bacilli. If, in the first

series, sputum examinations or gastic cultures are

negative, it may be necessary to repeat these

procedures at intervals of about two months until

the physician is satisfied that activity is not

present. And because tuberculosis tends to re-

activate, it is necessary to follow even inactive

cases with periodic chest films, indefinitely.

The family physician also plays an important

role in examining and following suspicious cases

discovered in community or industrial X-ray sur-

veys. He is the logical man to do this, and he
should be able and willing to assume this re-

sponsibility.

The mass community X-ray survey as a casefind-

ing procedure has proved its value, but it has
certain aspects that limit its usefulness. Such sur-

veys are not usually feasible oftener than every
five years in the same community, and many
things can happen in five years! Moreover, unless

a high percentage of the population (at least

80 per cent) 15 years of age and older is surveyed,

many cases of active tuberculosis will be missed.

So other casefinding measures must also be vig-

orously pursued.

Perhaps the most effective and relatively most
inexpensive method of tuberculosis case finding

is that in which all patients admitted to general

hospitals receive routine chest films. This method
has proved its value in many hospitals through-

out the country and has the support of leading

radiologists and internists. Based on the number
of X-rays taken, such a program will uncover
three to five times as many cases of significant

tuberculosis as may be found by a community-
wide X-ray program. Extra dividends to be had
from such a program are the many other un-
suspected chest conditions which are discovered,,

such as bronchogenic carcinoma and other tumors.

Indeed, many of our leading radiologists believe

that routine chest films on all hospital admissions

are justified by the number of significant non-

tuberculous chest diseases which are discovered

by this means. And it is now generally recognized

that examination of a patient is not complete with-

out a chest X-ray. Private physicians could per-
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form a distinct service by working for routine
chest films on all admissions to the hospitals
where they take their patients.

SANITARIUM CARE FOR THE TUBERCULOUS

Treatment of tuberculosis in a sanitarium is to
be recommended in the great majority of cases.
Despite the remarkable advances which have
been produced by anti-microbial treatment in
the past few years, tuberculosis is still a treach-
erous, unpredictable and stubborn disease, and re-
quires the best medical judgment available. In
the modern sanitarium, the physicians, nurses
and auxiliary personnel are trained and expe-
rienced in the management of tuberculosis. The
patient now, as in the past, must be educated re-

garding the nature of his disease and what he
must do to recover and stay well. In a sanitarium
the patient is better able to grasp and retain these
essentials and can profit by association with the
other patients. Moreover, with proper anti-micro-
bial therapy, and with surgical intervention when
indicated, the patient’s stay in the sanitarium is

usually much shorter now than it was a few short
years ago in similar cases.

Because sanitarium care is still desirable and
necessary in a large percentage of cases, the fam-
ily physician has the responsibility of persuading
the patient to accept it. He has the confidence of

the patient and the patient’s family, and he is the
one who can most easily convince the patient that

sanitarium care is best for him.

CURRENT CHEMOTHERAPY OF TUBERCULOSIS

The anti-microbial therapy of tuberculosis has
changed so rapidly in the past few years that even
physicians specializing in treating the disease find

it difficult to keep abreast of the latest develop-
ments. Is it any wonder, then, that the average
family physician may be puzzled as regards the

optimum drug regimen for a given patient?

It is now more than two years since isoniazid

became available for general use in the treatment
of tuberculosis. Laboratory research and clinical

investigation have established it as a very valu-

able adjunct to our armamentarium. Though
much remains to be learned, certain concepts

have emerged that can be accepted for current

use. Like other valuable drugs, it has limitations

as well as assets. Valuable as it is, it is not a

“cure-all.” It should not be used alone, for drug
resistant organisms emerge rather rapidly, usually

within two or three months. Used in combination

with streptomycin and/or para-aminosalicylic acid

(PAS), isoniazid delays the emergence of drug
resistant organisms significantly. Thus, in combina-

tion with other medications, the new drug has a

greatly prolonged therapeutic effect.

For isoniazid, the dosage schedule most com-
monly used at present is 100 mg. t.i.d. for the

average adult, or about 5 mg. per Kg. of body

weight. In therapeutically effective levels, the drug
is diffused readily in all body tissues. Studies in-
dicate that it even diffuses readily in fibro-caseous
lesions in the lungs and lymph nodes. Though
larger dosages have been proposed, as yet there
is little evidence to indicate that larger amounts
are more effective clinically. Furthermore, un-
desirable side reactions such as peripheral neuritis,
vertigo, hyperreflexia and positional hypotension
are more apt to occur with the higher dosages.
The recommended dosage rarely produces serious
side effects. However, the drug should be used
with caution in patients who have histories of
epilepsy or psychosis.

Extensive research and clinical investigation are
being conducted by the Veterans Administration,
Army, Navy, U.S.P.H.S. and others in an attempt
to determine the optimum chemotherapeutic reg-
imen for pulmonary tuberculosis. It is not the
purpose of this paper to go into much detail re-

garding chemotherapy. However, each of the fol-

lowing regimens gives favorable results in most
cases of plmonary tuberculosis, though no single

one of them as yet has found general acceptance
as being definitely better than the others.

1. Isoniazid 100 mg. t.i.d. and streptomycin 1

Gm. intramuscularly twice weekly
2. Isoniazid 100 mg. t.i.d. and PAS 12 Gm. daily

in three divided doses orally

3. Isoniazid 100 mg. t.i.d., streptomycin 1 Gm.
intramuscularly twice weekly, and PAS 12 Gm.
daily in three divided doses.

4. Streptomycin twice weekly and PAS 12 Gm.
daily (Some physicians still prefer this regimen in

selected cases, their idea being to save isoniazid

for future use, particularly as an “umbrella” if

surgical intervention becomes necessary.)

Further investigation will undoubtedly reveal

which regimen is preferable for most cases, and to

this end we must be patient. However, all workers
are agreed that a combination of at least two
agents should be given concurrently to delay the
emergence of drug resistant organisms. There is

also general agreement that the combined chem-
otherapy should be administered continuously and
for a prolonged period. The minimum duration of

drug therapy is six months, and many of us feel

that a minimum of a year is often desirable, even
for the early cases. Though there is no established

optimum duration for chemotherapy, there is a

very definite trend toward longer and longer

terms of continuous administration, extending to

periods of 18 to 24 months and more.

During the past year or so, several investigators

have pointed out that isoniazid-resistant tubercle

bacilli recovered from patients receiving this

drug seem to have lost their pathogenicity. These
isoniazid-resistant organisms sometimes fail to pro-

duce tuberculosis in guinea pigs on inoculation.

However, these same organisms will produce tu-

berculosis in mice. The clinical significance of
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this phenomenon remains to be seen. Some of the

country’s best investigators in the bacteriology of

tuberculosis are working for the answer to these

new and engrossing problems. The picture is con-

fusing, to say the least, and until further lab-

oratory and clinical investigation produces un-

equivocal answers to these perplexing questions,

the best interests of our tuberculosis control

program will be served by our adhering to well

established concepts of epidemiology and path-

ogenesis in continuing to attack the disease. The
physician treating tuberculosis must assume that

a patient spreading isoniazid-resistant tubercle

bacilli is still a public health menace to his family

and associates until definitely proved overwise.

With the evidence available at this time, any other
attitude would be unjustified and dangerous. Cer-
tain it is that patients continue to die of tuber-

culosis every day in the United States, despite

the use of isoniazid and other anti-microbial

agents. Many others improve up to a point with
chemotherapy, but are still doomed to chronic

semi-invalidism because of residual cavities not
amenable to surgery. The management of tu-

berculosis is a long term affair, and the results

of any particular therapeutic regimen cannot be
properly evaluated until a goodly number of sim-

ilar cases have been followed for at least several

years.

WHEN IS HOME TREATMENT ADVISABLE?

In those communities having insufficient san-

itarium beds, the physician is often asked, “Can’t

I get well at home?” Certainly some patients can
be successfully treated at home. But a number
of different factors must be carefully considered

when one undertakes to decide whether a patient

can and probably will do well on home treatment,

or whether he should have sanitarium care. Each
such case must be decided on its own merits. It

is among the minimal and moderately advanced
cases that home treatment is most likely to be suc-

cessful. This is not to say, however, that all early

cases can be treated at home. The selection of

cases for home treatment should be made only

after consultation has been secured with a phy-

sician who is trained and experienced in the

management of tuberculosis. In general, patients

with advanced tuberculosis should have the ben-

efit of sanitarium care. The extent and type of the

disease process are, of course, most important

considerations.

Other important questions must be answered in

the affirmative if home care is to be successful.

Is the patient cooperative? Will he discipline him-

self to follow the prescribed rest regimen at home
for as long as may be necessary? Will the patient

have a room for himself? Are the home facilities

adequate for his taking the cure? Is someone
available to give the patient proper nursing care?

Do the facilities at home permit carrying out prop-

er isolation technic to prevent spread of infection?

Will the family cooperate intelligently in carrying

out these measures?

If there are children at home, the difficulties are

greatly accentuated, and home care can seldom be
recommended.

PRE-SANITARIUM CARE

Not infrequently, the family physician may en-

counter a patient who requires sanitarium care,

but for whom no bed is immediately available.

In such a case, consultation with the sanitarium

physician will determine which chemotherapeutic

regimen should be instituted at home while the pa-

tient is awaiting admission. This is obviously a

temporary or “stop-gap” measure, but in this

way the patient has the benefit of starting on a

planned long term chemotherapeutic regimen
which can be continued after he enters the

sanitarium. In most cases, it is imperative that the

patient be impressed with the fact that this pre-

sanitarium regimen is only a temporary measure,

preparatory to his admission to the sanitarium.

Otherwise, when his symptoms subside and he
feels better, he may refuse sanitarium care when
a bed is available. Such occurrences are not un-

common, and the end results may be disastrous.

So here again, the patient-physician relationship

is all important.

POST-SANITARIUM CARE

The family physician can and should play a

helpful and significant role in the post-sanitarium

management of the patient by coordinating his

efforts with those of the sanitarium physician.

In many sanitaria the patients’ stay is shortened

by discharging them earlier than in the past to

continue their chemotherapy at home. In such
cases, the family physician is often the logical

one to carry out the post-sanitarium management.
He does this by cooperating with the sanitarium
staff in carrying out the recommended post-san-

itarium management. This includes supervising
the regimen of chemotherapy and exercise pre-

scribed by the sanitarium, getting periodic X-rays
of the patient’s chest, and obtaining sputum exam-
inations and gastric cultures as indicated. In most
cases, a chest film is indicated at intervals of two
to three months during the first year of post-

sanitarium observation; every four months dur-

ing the second and third years; and every six

months thereafter for the next several years.

Afterward, the patient should have repeat chest

films at least once a year, indefinitely. By close

cooperation with the sanitarium, the family phy-

sician not only serves the best interests of the

patient with respect to his tuberculosis, but in

addition maintains the splendid personal phy-

sician-patient relationship which is so desirable

and so important. The relations between the pri-
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vate physician and the sanitarium can and should
be most cordial and mutually beneficial.

It cannot be emphasized too strongly that tu-

berculosis is a chronic and treacherous disease

that is prone to relapse. If good end results are
to be obtained, there must be intelligent long term
management and observation of each case. This, of

course, requires implicit confidence of the patient

in his physician. This physician-patient relation-

ship is a precious thing and is the sine qua non of

the successful management of tuberculosis.

SUMMARY

Since the advent of effective anti-microbial

therapy for tuberculosis in recent years, the pri-

vate physician’s role in the control of tuberculosis

has become greater, rather than less. The private

physician—particularly the family physician—

-
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should be willing and able to accept this re-

sponsibility.

The different anti microbial regimens currently
in use are evaluated. Methods are discussed by
which the family physician can play his role more
effectively in tuberculosis case finding. The need
for close cooperation between the private phy-
sician and the sanitarium is stressed. The ad-

vantages of sanitarium treatment for the great

majority of tuberculosis patients are emphasized.
While it is recognized that there are some patients

who do not require sanitarium care, the proportion

of such cases is usually small. The dangers and
pitfalls of home treatment are pointed out. Criteria

are recommended by which certain cases can be
selected for satisfactory treatment at home. The
family physician’s part in the post-sanitarium care

and observation of the patient is also discussed.

Cerebral Palsy and Brain Damage in

Pediatric Practice
ROBERT E. BRUNER, M.D.

KANSAS CITY, MISSOURI

In 1945, when I limited my work to the field of

cerebral palsy, I was not yet aware that it is

impossible to work effectively in that area without

giving consideration to the entire field of brain

damage. But I have since become convinced that

approximately 50 per cent of the patients who
have difficulty in muscle control as a result of

faulty development of, or damage to, the brain

(and that seems to me a fair working definition of

cerebral palsy) have additional symptoms of brain

damage. Those symptoms must be understood and
managed or treated as best we can if we are to

be of maximum help to those who come to us.

They may include, in varying degrees, blindness,

deafness, convulsive disorders, disturbed behavior,

mental retardation or defection, perceptual dam-
age and other difficulties. They may occur in any
type of cerebral palsy, often in so minor a way
as to be difficult of detection, and in greatly vari-

able ways. I feel, therefore, that it is impossible

to do justice to the responsibility of the physician

in such cases without serious consideration of

both types of problems in each individual who is

presented. Therefore, a properly comprehensive
and constructive presentation must necessarily

concern cerebral palsy and brain damage coupled
as an entity.

RESPONSIBILITY TO THE CHILD

As respects the pediatrician’s responsibility in

the clinical management of the child, I should like

to state that cerebral palsy is neurological in diag-

nosis, pediatric in early care, and primarily ortho-

pedic only when the child has been untreated or

mistreated. Thus, it seems to me that if early diag-

nosis is made as it should be, the pediatrician is

the one who has the responsibility of setting the

stage for effective handling of the problem. And
it is very important that the initial steps in such

handling be constructive ones. Aside from the

problem of guiding and counseling the parents,

there are many important things to be done in

respect to the child’s own problems. Thus, it is

essential that the family physician have a certain

basic understanding of cerebral palsy in order to

do justice to the situation when it is presented.

Even though the child may be no more than a

few months old, the time to start treatment is

when the condition is first suspected. And I cer-

tainly feel that cerebral palsy and brain damage
should be suspected whenever development is

slow. This principle should always apply when
there is no other obvious cause, and even though
there is another condition that may account for

the slowness of development, the possibility of

concurrent cerebral palsy should be ruled out

only after time and work.
There is too much tendency to “wait and see”

what the child will do, when positive action should

be taken instead. I am very often asked just what
there is to do for such a child who is less than a

year of age. First of all, I may say that it is of
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utmost importance that the child be provided
with an opportunity to learn, or to try to learn,

various necessary activities at the age he would
normally have had such an opportunity. He
should, in so far as is practicable, have the same
experiences as he would normally have had at

any given age. Remember that these children

improve only by practice. Our job is to see that

they get as much proper practice as we can. Often

medical and other management is a means of re-

moving retarding factors or stimulating others so

that such practice results.

Control of seizures as soon as possible is, to me,

of the greatest significance in relation to the

principle that I have just discussed. Through work
in this field, it is now being established that the

earlier the undamaged brain areas are brought

into full function, the greater likelihood there is

that they will take over the functions which the

damaged area would normally have controlled. It

is, of course, a definite fact that most types of

seizures are retarding, especially in brain dam-
aged children. When frequent seizures are con-

trolled, the response in many of these children is

often dramatic.

A great many anticonvulsant drugs are useful.

We all have our favorites. But in an effort to

gain complete seizure control, we should exhaust

all possibilities early. All unusual behavior in

such children should be considered as seizure

equivalents until proved otherwise. A therapeutic

test is perhaps the best available method for

determining whether or not they are, and at the

same time, of securing improvement. Children

tolerate relatively large doses of drugs. To get a

therapeutic effect, I find it necessary in this field,

in particular, to administer large doses of anti-

convulsants and relaxants. Often combinations of

anticonvulsants are effective where single drugs

fail. Redistribution throughout the 24 hour period

is often necessary where the largest tolerated

dose given at regular intervals is ineffective. Addi-

tional amounts should be administered at times of

stress, such as with constipation, illness without

fever, febrile illness, fatigue and excitement And
on this basis, the amounts should be adjusted by
the family between visits as needed.

Elimination of constipation by diet, physical

activity and measures such as laxatives is impor-

tant for its own value in the nursing problems of

the child, and in the younger child even more so

if convulsions are present, for constipation pre-

disposes patients to them.

Early establishment of good disciplinary habits

in sleeping, feeding, toilet training and behavior

will have great value in the development of

nursing care routines that are best for the fam-

ily’s welfare. It is even more important for the

establishing of self-discipline in the child—a qual-

ity important to all of us in our success in life,

but particularly to the handicapped child who
must develop a greater self-discipline than the

average if he is to succeed. When the situation

requires, a properly applied switching on the bare

legs is often the best medicine we have to offer.

Physical therapy can be given to advantage as

early as six months. It gives a mother something

constructive to do. It gives the child some effective

activity and helps him to establish reciprocal

motions. It can be given effectively this early by
utilizing musical rhymes to condition a response,

whereas without this approach no response may
be noted in the child for a great many months.
The family can be taught a program of variable

postural activities which, at this early age, can
rather easily prevent deformities that would be
much more difficult to correct later. These include

deformity of the head from lying too much in one
position, external rotation of hips from too much
supine lying and little or no sitting in a proper
chair-and-table combination, external rotation of

the legs from the use of bulky diapers, foot drop
resulting in tightness of heel cords, dislocation of

hips, curvature of the spine, wrist flexion defor-

mities and flexion contractures of the fingers and
thumb. Many, or even all, of these can in many
cases be prevented by simple, common sense
activity.

In general, there has been a tendency to use

too much sedation for the young, irritable handi-

capped child. In a number of cases it actually

makes for more irritability, for it dulls the child

and prevents him from reacting to and profiting

from his environment. Sedation often constipates

the youngster, and constipation tends, in turn,

to precipitate seizures. I have seen the stopping

of phenobarbital result in growth of personality

and in reduction of frequency and severity of

seizures. It may be better to use relaxants for

problems of sleep and irritability, and anticon-

vulsants that are less sedative in effect. We have
been disappointed in the effectiveness of many of

the relaxants. However, Prostigmin, Tolserol and
Artane have proved very useful in many cases

of irritability and poor sleep in the young child,

especially where much tension or rigidity is pres-

ent. Dilantin or Mesantoin may be more effective

anticonvulsants in such cases. In my experience
of over four years, Gemonil, although related to

phenobarbital, has proved much less constipating
and dulling, and is high on my list for such pur-
poses.

Stopping the bottle, and feeding the child table

foods as soon as possible after six months are of

major importance. Several things are accom-
plished by these means. Early development of

effective chewing and swallowing is hastened.

Tongue motions can be controlled earlier, and
drooling improved, both of which are factors

important in the development of speech. When-
ever it is possible to go right to adult table foods,

time spent in giving baby and infant food prepa-

rations is time wasted. Furthermore, development
of more nearly adult feeding habits, increased
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activity through physical therapy routines and

use of proper apparatus to develop effective pos-

tural control, and general practice, in addition to

getting the child away from infantile habits that

handicap him, contribute materially to the elimi-

nation of constipation and its undesirable side

effects. When needed, large amounts of stewed

fruits, sugar, whole wheat cereals and vitamin

B-complex may solve this problem. In my experi-

ence, Neocultol in amounts of two to six tea-

spoonfuls at bedtime has proved to be the most
effective laxative in stubborn cases. Prostigmin,

given up to six tablets daily, has been effective

in several recalcitrant cases.

Toilet training should be started early, and the

same methods should be used as with any other

child, except that special toilet seats to provide

security and relaxation are needed. These chil-

dren will often train as early as the average child,

and what a help it is to both mother and child

when effective routines are developed!

Slow dentition, a very real problem in many
brain damaged children, and often a factor pre-

disposing them to seizures, can be helped mate-

rially by early institution of solid foods and by
teaching the mother to massage the gums fre-

quently with a washcloth. This helps cut the

teeth through the gums by providing some of the

friction that the average child gets by ordinary

means.
Tincture of belladonna, 5 to 40 drops three

times daily, has been effective in controlling drool-

ing in many hundreds of infants and children.

These children, in many cases, are seen too in-

frequently by their family physician or pedia-

trician. Frequent visits are needed if the doctor

is to keep pace with the changing picture. Every
two or three months is far better than the “Come
back in about a year,” that one frequently hears.

Treat such children, from the general medical

viewpoint, like any other children. They are, first

of all, little boys and girls. Secondarily, they are

handicapped. They have the same health prob-

lems, in the main, as other children, and respond

to much the same treatment. Most of the things

about them are normal. You will find it necessary

to take more time than usual for effective exam-
inations and for reaching definite conclusions.

Specific differences are noted in the field of con-

vulsions, in nutrition and feeding, constipation

and toilet control, in dentition, in problems of

mucus in the nose and throat, and in the fre-

quency of pneumonias, which seem to be the chief

intercurrent cause of death.

As respects mentality, hearing, vision, speech,

ambulation and independence, do not attempt to

prognosticate until the child is older. The only

dependable method for finding answers to such
questions is to place the child on a program with
which you are familiar and then to observe his

rate and pattern of progress over a period of time.

Last in the responsibilities of the pediatrician

to the child, I would suggest that it would be

wise to utilize special facilities for diagnosis and

treatment, where they are available. Doing so can

save much of the wasted time, effort and money
for which this field is notorious, for parents have

a tendency to feel that they do not have an ade-

quately effective program, and they may other-

wise have an inclination to shop around.

Teamwork with specialists, special facilities

and consultants is necessary for good results.

I have had many favorable comments about,

and requests for reprints of, an article of mine
on the training of the cerebral palsied at home
that was published in the crippled child magazine

in 1947 1 and a similar one in the cerebral palsy

review .

2 This interest points up the fact that there

is a great and continuing need for this approach.

However, even this help will not be available un-

less you, I or someone else becomes interested

enough in helping each family to develop such

home programs, learns to plan it and then applies

that knowledge.

Keats, in his article on rehabilitation of the

child with cerebral palsy in the journal of the

INTERNATIONAL COLLEGE OF SURGEONS
,

3 has Said,

“The responsibility for the neglect of the child

with cerebral palsy rests firmly on the uninter-

ested practitioner.” I believe that to be true.

RESPONSIBILITY TO THE FAMILY

As respects the pediatrician’s responsibility to

the family, there are not the myriad details of his

responsibility to the child, but there are several

points of great significance. First of all, it is far

better to risk the displeasure of parents by sug-

gesting the probability of brain damage and/or

cerebral palsy when development is slow, and to

be wrong, than it is to wait before making such

a suggestion and then suffer their inevitable

criticism for not having done so when it becomes
plain that the child is handicapped. Remember
that it is human nature to place the blame for

misfortune, and parents pounce on the first error

of commission or omission that becomes apparent

to them.

Keep in mind that a young mother with a han-

dicapped child desperately needs help. Be sure

you give her the best you can. She needs explana-

tion, and time—time to ask the many questions

that arise. She must be answered by someone.

Answer her questions if you are able; if not, refer

her to someone who can.

Put the cards on the table as you see them; but

don’t be cruel. You will hurt the family, yourself

and the medical profession if you are brutally

frank. Just be frank. Leave the door open to all

possibilities. Leave a hope, when one is at all

justified, and while you are finding out whether
or not progress can be expected from your thera-

peutic regimen, counsel the family frequently
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and constructively so that it will be able to accept

the situation properly. The father, mother and
other interested relatives will see things your way
if your advice and assistance are concurrent.

Again, may I say it is difficult to prognosticate

early, as regards mentality, vision, hearing, sei-

zures, physical independence and educability.

DON’T!
Each child is a little boy or girl. Parents are

fathers and mothers, and they are human. Each
child can be helped to some extent, in some way
that is worthwhile. Never say that there is noth-

ing to do. The child, his family and his community
can be helped by your proper attitude and efforts.

Guide the family to needed help if you cannot
give it yourself. Find where such help is and how
to make it available to the family. 4

Where institutionalization is indicated, there

are good methods for developing the proper atti-

tude and cooperation of the family in planning
for it. Those methods are seldom used, but you
can learn them and utilize them well. I should
like to quote from an article by Dr. Milton Sar-

shik, of the Temple University School of Med-
icine, published in medical clinics of north Amer-
ica and entitled “Developmental Appraisal by the

General Practitioner: 5 ‘The mode of talking to

parents concerning the future of a retarded child

requires individual adaptation for each set of

parents—it is an art. The problem usually need
not be hurried. It is generally agreed that the indi-

cations for placement are not totally dependent
on the child’s numerical intelligence quotient;

more important is whether placement best satis-

fies the needs of a particular family and child.’
”

Those are words of wisdom.

RESPONSIBILITY TO THE PROFESSION AND TO THE
COMMUNITY

The pediatrician’s responsibility to the medical
profession and to the community shares equal
importance with his responsibility to the family
and to the child. 0 We are faced with a major
change in medical practice. Most of our medical
personnel and of our medical facilities have been
geared to the consideration of acute medical and
surgical problems. But major emphasis is shift-

ing to the problems of chronic conditions. A dras-

tic change will have to occur as we meet this

challenge. Cerebral palsied and brain damaged
children are one of the many groups of chronic

patients in question.

I was pleased to note the importance attached
to this problem by Dr. Louis Bauer, president of

the American Medical Association, in his Presi-

dent’s Page of the journal of the American med-
ical association for May JO, 1953. 7 He there

reiterated the 14 points of our medical care sys-

tem most in need of attention, which he first set

forth in an address he delivered in December,
1952. At the head of the list, he placed programs

for the care of those suffering from chronic and

degenerative diseases.

I should like to feel that much of the problem

of cerebral palsy might be eliminated by preven-

tion through developments in research. I believe,

however, that many of the causes are such that

we cannot eliminate them. Those concerned with

birth injury may be decreased. Rh sensitivity may
be a lesser factor in the future. The many thou-

sands of cases resulting from encephalitis as a

complication of contagious and other conditions

in infancy and childhood may be lessened. But the

large number of congenital cases pose a greater

challenge to effective prevention. The recently

determined fact that cerebral palsy is six times

as common in cesarean sections as in so-called

normal birth poses yet another challenge. It seems
likely that we shall have these conditions with us

in substantial numbers over the years and that

Dr. Bauer’s hopes will of necessity become actu-

alities.

Preparation to cope with such conditions is not

being given in our medical school training at

this time. Physicians must learn to manage such

things by securing postgraduate training of some
sort. Reading, discussing such problems with those

experienced in the field, visiting centers active in

such work and taking special courses are among
the methods of securing such knowledge.

Your responsibilities as a citizen as well as your
responsibilities as a physician make it necessary

for you to learn how to manage such problems
for the welfare of all concerned. It is to be hoped
that our medical schools will soon include in their

curricula some methods of training their students

in the problems of medical economics and doctor-

patient relationships in general, and that they

will specifically train them to be at least min-

imally capable of coping with the problems of the

chronically handicapped, including the cerebral

palsied.

The report of the Interstate and Foreign Com-
merce Committee of the House of Representa-

tives, on Medical Research, 8 based partly on in-

formation from leading physicians, states: “The
effect of modern medical knowledge is dissipated

by public ignorance and indifference. Social prej-

udice is another factor. Although 80 per cent of

all epilectic seizures can be wholly or partially

controlled, only 20 per cent of the patients receive

adequate treatment, primarily for reasons of

ignorance and prejudice. New emphasis must be

placed on efforts to translate knowledge into im-

proved medical and public health practice. To
this end, the private physician plays a large role

because he is in an excellent position to influence

his patients with respect to their health prac-

tices.”

The adverse reaction of families of many such
children to the attention they have had from
many members of the medical profession repre-
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sents the worst kind of public relations. It is only

when all physicians learn how to be of effective

help in such cases, and then practice what they

have learned, that good public relations will be
developed and maintained.

POTENTIALS

I shall mention a few of the pertinent factors

in respect to the potentials in this field of en-

deavor. First, a family with a problem such as

cerebral palsy, as it is given proper help and as

it learns to cope with its difficulty efficiently, be-

comes a more effective unit of society in the

community and a better group of citizens.

Education, as such, is our goal for such of the

handicapped children as may profit from it. Train-

ing, so as to get the most practicable improvement
in each case, is our goal for all. Early group train-

ing is the best program for most of these cases.

Where such is not available, the next best pro-

gram is out-patient evaluation and instruction of

the family in an effective home program. Both are

available at various centers in Iowa, including

the Cerebral Palsy Center in Des Moines, spon-

sored by the Iowa Society for Crippled Children

and the Kiwanis. Consultation in all related fields

rounds out the program there, except where inten-

sive evaluation and in-patient routines are needed.

Such are available at the Hospital School for

Severely Handicapped Children in Iowa City,

where other services can also be secured.

Eighty per cent of convulsive disorders can be
controlled, if we try.

Fifty per cent of cerebral palsied and brain

damaged children probably have some degree of

mental defect. Nevertheless, many of them can
be helped a great deal, and they must be helped

in their homes. Even if we chose to institutionalize

all or most of those who are defective in some
degree, where woxdd we do it? Our facilities fox-

such a purpose are already overflowing.

A complete program includes expert diagnosis,

with consultation in many fields, when needed.

ElectroencephalogTaphy and pneumoencephalog-
raphy may be of help. Arteriograms and myelo-
grams may be required. Visual and auditory

acuity testing is often required, but early find-

ings are not dependable. Physical, occupational

and speech therapy are needed. Apparatus and
bracing facilities can be utilized. Psychological

evaluation and psychiatric help can be used.

Special education, special nursing routines and
parent counseling are often required. In particu-

lar, medical supervision in follow up includes

consultation in neurosurgery, psychiatry and pedi-

atrics, and in orthopedic surgery, ophthalmology
and otolaryngology where indicated. And often

other fields of medicine or dentistry and allied

fields are sources of help.

Research promises much for this field, and it is

being widely developed. Etiology is as yet uncer-

tain in many cases. Perhaps a third or more cases

are congenital, one third occur as a result of

birth-related problems, and one third are the

result of postnatal injury or disease. Prematurity,

Rh sensitivity, breech presentation, difficult labor,

cesarean section and the encephalitis that accom-
panies many childhood contagious diseases are

most notable in their relation to cerebral palsy.

Because I am seeing many cases of the deaf athe-

toid type of cex-ebral palsy who have had replace-

ment transfusion soon after birth, it is clear to me
that we haven’t yet mastered the Rh problem.
New advances in brain sui'gery—notably the types

of hemispherectomy or partial ablation, particu-

larly in unilateral brain damage—offer hope of

further advances.

Since my earliest work in this field, I have
been particularly impressed by the significance of

handedness (or laterality) and cerebral domi-
nance, and their relation to mental development,

emotional control, seizures and general progress.

Since my early training with Dr. Phelps in these

principles, I have attempted to extend them even
further in the field of brain damage and to do
more for these cases. I have found that undesir-

able symptoms are often produced by the use or

training of the crippled arm and hand in the

hemiplegic and of the more handicapped hand
in some quadriplegics, above the amount that the

child below six or seven years of age will spon-

taneously use it. These manifest themselves first

in the form of negativism, stubbornness, restless-

ness in sleep, temper tantrums and, eventually,

seizures. Resti'aining this arm and hand in many
cases has minimized the use of the more damaged
area of the brain and lessened these symptoms of

cerebral irritability. It followed that if such im-

provement could follow from this temporai-y type

of measure, sui-gical removal of the damaged or

noxious tissue might allow the remaining undam-
aged portions of the brain to function at their

natural level, with the possibility of effective

improvement as a result. For some years I have
endeavored, with little success, to interest neuro-

surgeons in the feasibility of such surgical pro-

cedures. You can therefore realize my satisfaction

with recent reports appearing in the medical liter-

ature relating to the apparent effectiveness of

such procedures in this and other countries. Such
work has been done by Krynauw,9 in Fi’ance, by
MacKay10 and Johnson, 11 in the United States,

and by Beller and Streifler, 12 in Jerusalem.

These procedures and the pleasing reports of

results achieved through their use give hope of

much progress in this special method of treat-

ment and of valuable gains in our knowledge of

the brain that may be used in many fields.

Organizations are becoming interested in this

problem at local and national levels, in lay and in

professional fields. There is now an American
Academy for Cex-ebral Palsy. Progress is being
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made. You as pediatricians and as family physi-

cians are in position to apply it.
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Simplifying Technics and Avoiding Complications in

Cataract Extractions
JUSTIN M. DONEGAN, M.D.*

CHICAGO, ILLINOIS

In view of the great number of procedures for

extraction of the cataractous lens that have been
described, one hesitates to suggest another. In fact,

no attempt will be made here to present a new or

original method. Rather, a relatively simple com-
bination of technics will be presented—one which
can readily be carried out with little or no trained

assistance, and which, in our experience, has yield-

ed a high percentage of successes with relatively

few complications.

Throughout the improvement of methods for

prophylaxis against infection, akinesia, delivery of

the lens and closure of the wound, the incidence

of complications has steadily decreased, but the

study of a series of cataract extractions always

reveals some instances of common mishaps, such

as vitreous loss, iris prolapse, hyphema, infection,

flat chamber, iridocyclitis, glaucoma, epithelization

of the anterior chamber, keratopathy and retinal

detachment. It would appear that the methods of

cataract extraction here described compare favor-

ably with similiar reports in the recent literature

as regards the frequency of these complications.

technic of operation

Prior to surgery, each patient has a thorough

general medical checkup, and every possible pre-

caution is taken to eliminate or control hyperten-

sion, diabetes, prostatic hypertrophy, foci of in-

fection, etc. In addition, infection in the con-

junctiva or lacrimal sac, when present, is elim-

inated by appropriate treatment. Even when there

is no evidence of dacrocystitis, one should test the

patency of the lacrimal drainage system by ir-

* From the Presbyterian Hospital.

rigating through the punctum. If there is obstruc-

tion in the naso-lacrimal duct, it is safest to close

the punctae temporarily by the application of

cautery. Though the conjunctiva may appear per-

fectly healthy, it has been our practice to have
the patient instill one of the less allergenic solu-

tions, such as Sodium Sulamyd, in the eye three

or four times daily for ten days before the cataract

operation.

Atkinson 1 has called attention to the importance

of careful psychological preparation of the patient

for operation. A disturbed and apprehensive pa-

tient is much more likely to have complications

than is one who approaches surgery in a good
frame of mind. A few minutes spent in reassuring

him that there will be very little if any pain

associated with the operation and that he will not

have to spend seven or ten days afterward lying

flat in bed with his head encased in sand bags

(as his friends and relatives may have led him to

expect) will usually do much to relieve his fears.

Preanesthetic sedation is obtained by admin-
istering pentobarbital sodium (Nembutal) 0.1 Gm.
(1% gr.) an hour and a half before operation

and a similar dose a half hour before operation.

Smaller doses are prescribed for elderly or de-

bilitated patients, and if the desired sedation has

not been obtained by the time the patient reaches

the operating room, 0.5 gr. of codeine is given by
hypodermic injection. A test dose of pentobarbital

sodium is always given the evening before the

operation.

Local anesthesia is obtained by instilling 0.5 per

cent pontocaine or 4 per cent cocaine, and akinesia

is produced by an injection, after the method of
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Van Lint, of procaine 2 per cent, containing 5

minims of epinephrine 1:1000 and 150 turbidity re-

ducing units of hyaluronidase per ounce. Re-
trobulbar injection of 1 to 1.5 cc. of this solution

is now routinely performed. Several minims of

this mixture are injected subconjunctivally over

the insection of the superior rectus muscle and
adjacent to the limbus at the “6 o’clock” position.

The lids are retracted by means of the Park-
Guyton Speculum, and, if indicated, a lateral

canthotomy is performed. A bridle suture is placed

just beneath the insertion of the superior rectus

muscle.

Eighty-five per cent of the operations in the

present series were performed with fornix-based

flaps, and the remainder were done with limbus-

based flaps. The fornix-based flap is much easier

to prepare and allows for a clearer view of the

limbal area, thus simplifying the section and in-

sertion of the sutures. It is important 'to incise the

conjunctiva as far forward as possible on the

cornea and to leave behind no tags of conjunctiva

attached to the cornea. The conjunctival flap is

dissected upward for six or seven millimeters in

the upper half of the circumference of the globe.

The keratome is inserted at the bared limbus

at “12 o’clock,” and an incision about 4 mm.
long is completed. Corneal scissors are inserted,

and an approximately 1 mm. extension of the in-

cision is obtained temporally and nasally. The cor-

neal edge of the wound is then grasped with a

small forceps near the nasal end of the incision,

and one needle (Greishaber corneal needles are

excellent for this purpose) of a double armed
6-0 black silk suture is passed through the outer

layers of the cornea and then through the same
level of the scleral wound lip. The suture is pulled

through to approximately one half its length, and

the same needle is carried through the conjunc-

tival flap about 3 mm. behind its cut edge. The
other needle of the double armed suture is passed

through the conjunctival flap immediately next to

the first. A similar suture is placed near the tem-

poral end of the incision and is carried through

the conjunctival flap in the same manner. The su-

tures are picked out of the wound with either a

blunted small iris hook or a “pick” and are looped

away from the wound.
After this small section has been made, the

placing of the sutures is relatively easy, and since

the incision is only 5 to 6 mm. in extent when the

sutures are placed, and since the sutures are in-

serted very near the extremities of the wound,

a fairly close approximation of the original an-

atomical relationship of the apposing corneal and

scleral lips can be obtained. Dunnington and Re-

gan2 have shown that sutures too deeply placed

may cause epithelial invasion of the anterior cham-

ber, fistulization, iris incarceration or prolapse,

and hemorrhage into the anterior chamber. It

would seem wise not to insert a corneoscleral su-

ture to a depth greater than one half the depth
of the incision.

With either the straight or the curved Cast-

roveijo corneal scissors, the section is enlarged
to the “three o’clock” and “nine o’clock” merid-
ians. A peripheral iridectomy was performed in

the great majority of the cases in the present
series, but a complete irridectomy is indicated

wherever there is a rigid, non-dilatable pupil. The
round pupil, in addition to having an attractive

cosmetic effect, may aid in the prevention of

vitreous prolapse.

In cases of taut capsules, we have employed the

Bell erisophake, but in most instances the Arruga
forceps (as manufactured by Greishaber) has been
the instrument of choice. The anterior capsule is

grasped well below the anterior pole of the lens,

and the lower pole of the lens is tilted upward,
thus stretching the Zonular membrane taut. The
tip of the muscle hook is then applied to produce
pressure through the cornea at the limbal ring at

“12 o’clock,” and is carried for a short distance

to either side, thus producing a beginning separa-

tion of the Zonular lamella. According to Vail,3

one should exert the pressure backward, in a

stripping fashion, to avoid excessive pull on the

region of the ora serrata, which usually has under-

gone cystoid degeneration in the age group in

which cataract is most frequently found. After

the lower edge of the lens is seen to come for-

ward, the continued pressure below tends to

tuck the cornea under the tumbling lens. This

tucking of the cornea continues until the lens is

delivered, and, as Vail3 has stated, “Its action

is, first, to assist in peeling off the Zonular

membrane, and, second, to prevent the vitreous

from coming forward below the lower edge of the

advancing lens.” As the inferior pole is tumbled

through the wound lips, it usually helps the com-

pletion of the extraction to rotate the lens to one

side by a gentle pull with the forceps.

Following delivery of the lens, the sutures are

pulled down loosely, and the iris is gently stroked

out of the wound lips and reposited. The wound
lips are carefully inspected, so that one can be

sure that no tissue lies between them, and while

the conjunctival flap is stretched down over the

anterior corneal surface, one ties the sutures firm-

ly, being careful not to make them so tight as to

cause any wrinkling of the adjacent cornea. The

iris repositor may again be inserted and the iris

swept inward if there is any unevenness of the

pupil. After a final inspection of the wound lips,

the temporal and nasal wings of the conjunctival

flap are closed with 6-0 black silk sutures.

At this point, a mixture of 100,000 units of

penicillin G and 10,000 micrograms of streptomy-

cin, making a total volume of 0.25 cc„ is injected

under the inferior nasal bulbar conjunctiva. If
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the extraction has been intracapsular, a drop of

1 per cent pilocarpine is instilled, but if extra-

capsular, 1 per cent atropine is used.

Both eyes are usually bandaged for 24 hours,

and then the eye is first dressed. Usually at this

time the badage is removed from the unoperated

eye. The patient’s position in bed for the first 24

hours is only semi-reclining or sitting, and he is

usually up and about on the third or fourth day.

results

The present series consists of 300 consecutive

cases in which a senile cataract was extracted by
the technics described. Omitted from the series are

all instances of congenital and traumatic cataract

and all cases in which other technics, such as no
conjunctival flap, Stallard or Verhoeff sutures,

sliding technics of delivery, etc., were employed.

The majority of these operations were done by

members of the resident staff, who in many in-

stances were just beginning their training in

ophthalmic surgery.

The variations of the technics described are

presented in Table 1. In the last 84 such opera-

tions, hyaluronidase was employed in the retrobul-

bar injection, and it has been our clinical impres-

sion that much softer eyes were produced by

this means. This is too small a number to be

statistically significant, but the incidence of vit-

reous loss was only 1.2 per cent in this group,

as compared with 4.6 per cent in the 216 opera-

tions in which only procaine and adrenalin were

used in the retrobulbar injection.

table i

variations in technic

Number Percentage

Hyaluronidase included in Retrobulbar 84 28
Fornix based Flap 256 85
Limbus based Flap 44 15

Post placed Sutures 252 84

Pre-placed Sutures 48 16

Keratome Scissors 286 95
Knife Scisors 14 5

Peripheral iridectomy 276 92
Full iridectomy 24 8

Capsule Forceps 257 86
Erisophake 43 14

Intracapsular 229 76
Extraeapsular 71 24

Although the number of cases (44) in which a

limbus-based flap and pre-placed sutures were
employed is too few for comparison, it is in-

teresting to note that complications which might

be related to the type of flap and the sutures,

such as hyphema, iris prolapse, and flat chamber,

occurred in a much higher percentage in this

group than in the series done with fornix-based

flaps and post-placed sutures. However, the one

instance of epithelization of the anterior chamber
in these 300 operations followed the use of a

fornix-based flap and post-placed sutures.

Unintentional rupture of the lens capsule oc-

curred in 24 per cent of the entire series of cases,

and although the erisophake was employed in only

43 cases, broken capsules resulted in only 4.6 per

cent when this instrument was used. The uninten-

tional rupture of the capsule was accompanied by
vitreous loss in 7 per cent, whereas vitreous loss

happened in intracapsular extraction in only 3.9

per cent of the cases. All three cases of persistent

postoperative iridocyclitis in the entire series

following unintentional extraeapsular operation.

Needling had to be performed in 16 of the 71

eyes in which the capsule had ruptured.

The various complications which occurred in the

300 cataract extractions included in this report

are listed in Table 2. The percentage of these

complications can be favorably compared with

similar reports in the literature.

TABLE II

COMPLICATIONS

Number Percentage

Vitreous loss 14 4.6
Hyphema 3 1.3

Iris prolapse 5 1.6

Infection 1 .3

Flat chamber 8 2.6

Iridocyclitis 3 1.0

Glaucoma 7 2.3

Epithelial downgrowth 1 .3

Bullous Keratopathy 2 .6

Retinal detachment 2 .6

CONCLUSIONS

A method of cataract extraction which is rel-

atively easy for even inexperienced operators to

perform has been presented. Each portion of the

technic has been described, and the occurrence

of complications in a series of 300 operations per-

formed in this manner has been tabulated.
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OB. & GYNEC. BOARDS

The next scheduled examination (Part I) and
review of case histories for all candidates for the

diplomas of the American Board of Obstetrics

and Gynecology will be held in various cities on
Friday, February 4, 1955. Case abstracts number-
ing 20 are to be sent by the candidate to the Sec-
retary, Robert L. Faulkner, M.D., 2105 Adelbert
Road, Cleveland 6, as soon as possible after re-

ceipt of notification of eligibility for the Part I

written examination.



State University of Iowa College of Medicine

Clinical Pathologic Conference
April, 7 1954

SUMMARY OF CLINICAL FINDINGS:

The 16-month-old male under consideration was
thought to be in perfect health until three months
prior to his admission to this hospital on August
8, 1950. He then had an onset of fever, loss of

appetite, general malaise and a persistent non-
productive cough. The family physician made the

diagnosis of a respiratory tract infection, and
penicillin was given on several occasions.

Ten days prior to admission to this hospital, the

symptoms of disease became more severe, and he
was admitted to the local hospital. The child’s

course in the hospital was unfavorable, as ev-

idenced by progressive lethargy, minimal per-

sistent convulsions, increasing appearance of

rigidity and vomiting. During this period, he re-

ceived chloramphenicol therapy. On the day be-

fore his admission to this hospital, a spinal punc-
ture was done. The examination of the spinal fluid

showed 424 cells, of which 74 per cent were lym-
phocytes and 26 per cent were polymorphonuclear
cells.

At the time of admission to this hospital, the

patient was comatose. He was dehydrated and
lying in the opisthotonos position. Generalized

rigidity of the extremities was present. When a

repeat spinal puncture was done, the cell count

was similar to that reported in the examination
prior to admission. The spinal fluid protein was
39 mg. per cent; the chlorides 547 mg. per cent;

and the sugar 21 mg. per cent.

A chest film revealed “pneumonia in the left

mid-lung field, with some evidence of atelectasis.”

The roentgenogram of the skull showed “prom-
inent sutures, but no evidence of separation.”

The child was skin tested with 0.1 cc. of No.

1 PPD.
During the first four weeks his general clinical

appearance seemed to progress unfavorably. He
remained comatose. He had a daily fever of 105°F

to 106°F., and he remained in severe opisthotonos.

The only improvement noted was a slight increase

in spinal fluid sugar.

The fever decreased during the sixth week to

a near-normal level, but the clinical signs suggest-

ing the persistence of basal adhesions did not

improve.

On February 5, 1951, the patient was presented

to a medical-surgical conference in the College of

Medicine as an example of unfavorable response

to therapy.

The results of the examination of the spinal

fluid obtained at the time of dismissal were within
normal limits. Because the laboratory findings had
improved, it was impossible to state that there
was no chance for improvement. The child was
sent home for a period of custodial care. It was
necessary that he be fed by gastric gavage. It

was anticipated that institutionalization would be
necessary.

The child returned to the Pediatric Out-Clinic

April 22, 1951, for a series of follow-up examina-
tions. On that day he followed light with his eyes,

he said “Mama” and “Daddy,” and he could grasp

offered objects, but he was unable to sit up.

On September 11, 1951, he could sit up with
support, and could pull himself to a standing posi-

tion. His speech was increasing. On the twenty-

first of the same month he could walk with an
unsteady gait and seemed more alert. His speech

was approaching that normally to be expected of

a child his age. On the thirtieth, the residual

physical findings were those related to vestibular

dysfunction. He was then described as “talking a

great deal.”

On March 16, 1953, minimal instability in his

gait persisted. A psychometric examination was
done, showing him to have a mental age of 2 years,

2 months, indicating an IQ of 55. The Vineland

Social Maturity Scale indicated his social quotient

as 74.

The patient was readmitted to this hospital on
May 11, 1953. Ten days afterward, he began
complaining of pain and stiffness in his neck and
back. During the three day period prior to admis-

sion, he had vomited frequently.

The physical examination at that time showed
signs of vestibular dysfunction. In addition, min-

imal nuchal rigidity was described. A lumbar
puncture was done. The spinal fluid protein was 8

mg. per cent; chlorides, 121 mg.; sugar, 63 mg.

A guinea pig inoculation of spinal fluid showed

no growth. The sedimentation rate was 11 mm. in

45 minutes. A chest film on May 12, 1953, was
read as “healthy chest.”

The child was afebrile and ambulatory, although

he seemed irritable and complained of discomfort

in his head.

After an uneventful day, May 16, 1953, the

child was put to bed. He was described by the

nurses as having been lethargic during the early

part of the evening. Although no remarkable signs

were noted during the evening, at 1:00 a.m. he

was found dead.
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CLINICAL DISCUSSION

Dr. Robert L. Jackson, Pediatrics: The patient

for today’s discussion was a 16-month-old child

admitted to the Pediatric Service after being ill

for at least three months. However, the child

wasn’t acutely ill until shortly prior to admission,

at which time he developed definite evidence of

central nervous system involvement. A lumbar
puncture previous to admission showed an ab-

normal cell count. A tuberculin test was done
after admission here, and it was strongly positive.

Guinea pig inoculations with spinal fluid were
done, and a definite diagnosis of tuberculous
meningitis later was established. Immediately after

admission, the child was given streptomycin, both
intramuscularly and intraspinally. In addition, he
was given Promizole. Isoniazid was not available

at that time.

Figure 1 will give you an idea of the severity

of the meningeal involvement by the severity of

the opisthotonos that was present. At that time,

Dr. Honor Smith, in England, was advocating PPD
therapy and had reported very dramatic improve-

ment of patients treated by that method. Dr.

J. C. MacQueen, therefore, treated this child with
PPD because the patient’s condition was progres-

sively deteriorating. He then showed considerable

improvement. However, he still showed signs of

severe involvement of the central nervous system
at the time of his dismissal from the hospital. He
returned for periodic examinations and showed
considerable improvement. All signs of active in-

fection subsided. There was some evidence of

vestibular involvement, but the hearing seemed
to be normal. He was beginning to talk, but he
definitely was somewhat retarded as far as formal

psychometric examinations could indicate. Figure

2 shows him about two years later.

The child was readmitted to the hospital with
symptoms of increased intracranial pressure, and
at the time of his terminal illness he was being

studied to determine whether infection had been
reactivated. This patient was selected for presenta-

tion so as to provoke discussion of what can be
done about adhesions and blocks which form at

the base of the brain to obstruct the flow of spinal

fluid.

Dr. MacQueen, who was to have presented this

child this afternoon, requested Dr. Edith Lincoln,

who, as most of you know, is one of the author-

ities in the field, to give her current opinion of

therapy for preventing or overcoming blocks of

cerebral spinal fluid. This is her opinion, as of

February 1, 1954: “I haven’t found anyone who
has demonstrated the value of PPD by experimen-
tal work. I believe that Dr. Honor Smith’s publica-

tions give the best information to date.” She is

continuing to use PPD routinely in all cases, how-
ever, and similar work is being done in Montreal.

Very few people as yet have been able to duplicate

her excellent results. We have seen partial obstruc-

tion lead to complete obstruction, with subsequent
fatal outcome, but we also have seen partial

blocks resolve spontaneously without PPD or

enzyme therapy. We have not used surgery in our
patients, to date. Sir Hugh Carrans, of Oxford,

Figure 1.
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Figure 2.

published some interesting, but not very success-

ful, results of surgical correction of obstructions.

We have not used trypsin, one of the enzymes
that has been employed elsewhere, because our
pathologist is convinced that he has seen digestion

of the brain substance following its use. We have
been using dornase, developed from pancreas by
Dr. Tillet, which can be given intrathecally or in-

travenously. We feel that this has been successful

in eliminating obstruction in two cases of tuber-

culous meningitis. It is not yet commercially avail-

able, but we are encouraged by our results with
it so far.

Now, I would like to ask Dr. Van Epps to dis-

cuss the films that were taken on this case.

Dr. Eugene Van Epps, Radiology: When this

child was first brought to the X-ray Department,
he was quite ill, rigid and opisthotonic. Only an
AP short-distance film could be obtained. This

demonstrated a pneumonic infiltration in the left

upper lobe, associated with a segmental atelectasis.

The two most common causes of segmental at-

electasis in children are tuberculosis and fibrocyst-

ic disease of the pancreas. Nothing was seen on
the original film to indicate the latter, and there

was no evidence of foreign body, bronchiectasis

or aspiration to account for the finding. At the

same examination, skull films were taken, and
they showed no evidence of increased intracranial

pressure, abnormal areas of calcification, or areas

of bone destruction.

When a radiologist is confronted with a film

of an infant’s or child's chest showing an infiltra-

tion and segmental atelectasis, with increased

spinal fluid pressure and signs of meningitis, he
considers tuberculosis as the etiologic agent. But
this impression must be conclusively established

by other means.

Progress films of the chest were taken ten days

later. Then there was evidence of hilar adenopathy
in addition to the infiltration and segmental at-

electasis involving the lingular division of the left

upper lobe.

A film taken three years later revealed no ev-

idence of infiltration, atelectasis or calcification.

This is not unusual, since tuberculosis in infancy

not infrequently heals completely without roent-

gen evidence of any residual findings, including

calcification. Some small, dense shadows on the

left in the hilar area represented pulmonary artery

radicles seen end-on and did not represent cal-

cification.

If time permits, I should like to mention a case

of miliary tuberculosis in an infant six months
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old with progression of the disease to form
pneumatoceles, a localized tension pneumothorax,
but without clinical evidence of meningitis. That
child recovered completely, with no residuals

demonstrable. She is well today, and one cannot
detect any lesion within either lung.

Dr. Jackson: Dr. Pei ret, would you like to com-
ment?

Dr. George Perret, Surgery: I think that from
the study of this case report we could make a

diagnosis of a meningeal infection, possibly tuber-

culous meningitis, because of the high lymphocyte
count and the very low sugar level in the spinal

fluid. I would like to make a drawing on the

blackboard showing the spinal fluid circulation,

especially in the extracerebral spaces. It may help

us understand the formation of the pathologic

lesion which caused the death of this baby.

In this section of the brain we recognize the

frontal lobe, the parietal lobe, the occipital lobe,

the pons, the medulla oblongata and the cere-

bellum. If we could see through it, we would see

the lateral ventricles communicating with the

third ventricle, then the aqueduct of Sylvius

and the fourth ventricle. In the PA view, the

fourth ventricle is diamond-shaped, and the spinal

fluid escapes through the foramina of Luschka,
situated in the two lateral corners, and the

foramen of Magendie, located at the inferior cor-

ner. The spinal fluid then penetrates into the

subarachnoid space and into the large cistern, the

cisterna magna, which lies at the base of the

cerebellum. From there, a portion of the spinal

fluid escapes into the subarachnoid space along

the spinal cord. Another portion of the spinal

fluid escapes into the subarachnoid space beneath
the medulla oblongata, beneath and around the

pons, and into the large cistern situated beneath
the base of the brain. This large basal cistern

may be divided into its components, which are the

pontine cistern, the interpeduncular cistern and
the chiasmatic cistern. From these, the fluid cir-

culates in the subarachnoid spaces over the

various portions of the cerebral cortex, brain stem
and midbrain. Some accumulates in other known
cisterns, such as the cisterna ambiens situated

between the quadrigeminal plate, the cerebellum

and the uncinate gyri, the interhemispheric cistern

located over the corpus callosum between the two
cerebral hemispheres, and the cisterns located

within the fissure of Sylvius. It is believed that the

spinal fluid is finally absorbed into the venous
circulation over both cerebral hemispheres.

In the case of an inflammatory or infectious

process involving the meninges, and especially in

the case of a purulent process, exudate may cover

the meninges, filling the subarachnoid space. The
exudate may travel with the cerebrospinal fluid.

This explains the formation of adhesions any-

where along the circulation of the cerebrospinal

fluid in the subarachnoid spaces. The basal cistern

is one of the most common sites for the formation

of adhesions and for the accumulation of purulent

exudate, which may completely block the sub
arachnoid fluid circulation around the pons, me-
dulla oblongata and cerebral peduncles. Thus, the

fluid will be unable to reach the hemispheres, and
absorption may not take place. With such a com-
plete blockage of the subarachnoid circulation,

fluid will accumulate eventually in the ventricles

and produce an internal hydrocephalus.

Depending upon the number of adhesions in

the subarachnoid space between the ventricular

system and the subarachnoid system, the hy-

drocephalus may be a communicating hydroceph-

alus if no adhesions are present, or a noncom-
municating hydrocephalus if adhesions prevent

the fluid from entering the subarachnoid spaces at

all. In the presence of an internal hydrocephalus,

whether it be communicating or noncommunicat-
ing, increased intracranial pressure will soon de-

velop, and all the severe signs resulting from the

increased pressure will be associated with it.

Surgical treatment for decompressing the hy-

drocephalus consists of connecting the ventricular

system with other cavities or organs in the body
so that the cerebrospinal fluid can drain. The re-

moval of adhesions over the cisterna magna, which
I have often done in similar cases, may result in

occasional temporary relief, but is usually unsuc-

cessful. Surgically, we are not able to remove ad-

hesions in the basal cistern, and the removal of

adhesions somewhere else still will not permit the

fluid to circulate and to reach the cerebral hem-
ispheres. Furthermore, though arachnoidal ad-

hesions can be removed, they will readily reform.

A ventriculocisternostomy offers no help, for there

is no subarachnoid space into which to drain the

fluid; or, if there is a subarachnoid space in the

cervical region, the fluid will not be able to reach

the cerebral hemisphere for resorption.

The only logical treatment is to anastomose the

ventricles with organs outside the central nervous
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system, such as the ureter, the peritoneal cavity,

or vessels. Several years ago, Dr. O. R. Hyndman
devised another type of operative procedure to

treat internal hydrocephalus in performing a

direct communication between the ventricle and
the cisterna ambiens from which the fluid could

reach the cerebral convexity. This procedure is a

sound one in the cases in which the subarachnoid

spaces over the cerebral convexities have re-

mained patent. I would like to ask Dr. Hyndman
to describe his technique to us.

Dr. O. R. Hyndman, Veterans Administration

Hospital, Iowa City: The technique to which Dr.

Perret has reference is this: if one tears away the

glomus of the choroid plexus, it is relatively easy

to establish a fistula between the pons and the

thalamus—a fistula leading from the lateral ven-

tricle into the cisterna ambiens or the subarach-
noid spaces around the great vein of Galen. That
is known as the cistern of the great vein of Galen,

but it also communicates with the cisterna am-
biens. Once the fluid gains access to those spaces,

it can circulate freely in the subarachnoid spaces

over the cerebrum. Now, this operation is based

on the premise that in a pyogenic infection, or in

an infection where exudate does plug the basal

cistern, as Dr. Perret has pointed out, exudate may
not be so prominent over the upper subarachnoid
spaces. They should be free so that the fluid can
be absorbed. Now, that’s the technic of the opera-

tion, and that’s the premise for it.

About seven years ago, in a child brought to

me with pyogenic meningitis, the infection was
cured, but she had a resultant internal hydroceph-
alus. There was considerable dilatation of the ven-

tricles, and the child was in very bad straits. She
almost died of a complete internal hydrocephalus.

I did this operation on one side and established

a fistula. Two years later the child had made a

complete recovery. We looked at her spinal fluid

pressure, and it was normal.

I think that proves two points: (1) our major
premise is correct that the upper subarachnoid

spaces were in such a state that they could ab-

sorb fluid, and (2) the fistula did not heal, at least

in a two-year period. In response to a follow-up

by letter, we were told somewhat later that the

child was still doing well. I feel that if this

particular operation works, it provides the simplest

and best way of shunting this fluid into the upper

subarachnoid spaces.

Dr. Jackson: Are there any comments before we
show the pathological sections?

Staff Member: Was the spinal fluid pressure

normal at the time of the last admission?

Dr. Jackson: No exact pressure readings are

given in the record. However, there was a definite

flow of fluid reported. The spinal protein content

was markedly lowered, and the sugar content was

also relatively low. The chlorides were reported

in milliequivalents per liter, rather than in mil-

ligrams per cent, as stated in the protocol, and
therefore the value was normal.

Dr. Perret: I took it for granted that the child

had developed a hydrocephalus. However, we have
no clear cut evidence of that.

Dr. Jackson: No, there was no clear cut evidence
of hydrocephalus. The sutures were not separated.

There were no definite signs of intracranial pres-

sure being increased.

Dr. Frederic W. Stamler, Pathology: This child

seemed to be in a very unusual situation, in that

there was complete inactivity of the tuberculous

process, and death was caused by residual effects

of the infection. There was an old, adhesive men-
ingitis consisting of rather dense scar tissue about
the base of the brain, with minimal involvement
over the convexities. There was no evidence of

active tuberculous infection in the tissue, and no
primary tuberculous process was found elsewhere
in the body. The child had hydrocephalus on the

basis of the obstruction of the flow of fluid, as

Dr. Perret indicated. The entire ventricular sys-

tem of the brain was greatly dilated, and there

was evidence that the foramina of Luschka and
Magendie were occluded. In each of the lateral

foramina, there were small outpouchings complete-

ly encased by dense inflammatory adhesions. The
larger cisterns of the subarachnoid space, such as

the cisterna magna and the basal cistern, were
apparently obliterated by fibrous adhesions. The
appearance at the time of autopsy was that of

rather complete obstruction to the flow of cere-

brospinal fluid from the ventricular system. I am
a little at loss to explain how there could be free

flow to the spinal subarachnoid space, for the ob-

struction seemed to be complete in that region.

There was no apparent activity of the meningitis,

and I cannot account for the cells that were found

in the spinal fluid some time before death.

We have here, apparently, a rare case of a cure

of tuberculous meningitis in which the patient

died as a result of the after effects of the infection,

rather than as a result of the infection itself. There

have been many reports published regarding the

findings in tuberculous meningitis and other forms

of tuberculosis following streptomycin and as-

sociated therapies. Almost universally in these

reports, there is evidence that there was residual

active infection. I found one report in the Amer-

ican journal of medicine 1 in which the autopsy

findings in a man four years following a pro-

longed episode of proved tuberculous meningitis

indicated that the infection had been completely

eradicated. That, according to the authors of that

report, is the first such case recorded. I think

this case would fall into that same category. We
found no histological evidence of tuberculosis,

and smears and cultures from the brain and men-

inges were negative. The fact that we found no

1. Jacobson, S. M., and Greene, R. C.: Morphology of

healed tuberculous meningitis following streptomycin ther-

apy. Am. J. Med.. 14:132-136, (Jan.) 1953.



Vol. XLIV, No. 12 Journal of Iowa State Medical Society 571

primary tuberculous focus is a bit unusual, and
although such lesions can be overlooked, we
searched the organs with that in mind. There were
some enlarged mediastinal nodes and some in rela-

tion to the mesentery of the small bowel, but
these could not be shown to have been involved

by tuberculosis. Likewise, the lung tissue was free

of any evidence of a tuberculous lesion, but did

show acute congestion and edema as part of the

terminal course of events.

SUMMARY OF NECROPSY FINDINGS

The principal findings were those of an inactive

tuberculous meningitis of a chronic nature, with

inflammatory adhesions obstructing the medial and
and the lateral foramina of the fourth ventricle.

This had produced a state of advanced hydroceph-

alus, with extreme dilatation of the cerebral hem-
ispheres. There was an associated gliosis indicative

of generalized chronic inactive ependymitis. No
active granulomatous reaction was found, and
smears of the meninges, the ventricular fluid and
the brain substance were negative for tubercle

bacilli. No primary tuberculous lesion was iden-

tified.

Other autopsy findings included generalized vis-

ceral congestion, cardiac dilatation and acute pul-

monary edema.

Death was due to obstructive hydrocephalus

caused by adhesions resulting from tuberculous

meningitis.

NECROPSY DIAGNOSES

Tuberculous meningo-encephalitis, chronic, in-

active

Obstructive internal hydrocephalus, due to oc-

clusion of foramina of Luschka and Magendie by
fibrous adhesions

Acute pulmonary congestion and edema
Cardiac dilatation

Visceral congestion, generalized

Dr. Jackson: The lumbar puncture that was
done at the time of final admission was five days

prior to death. This little boy was running around

the ward and was not thought to be in any im-

mediate danger. Further studies were contem-

plated, but the neurosurgical staff had not yet

been asked to see the child. He was being ob-

served to see whether there was any evidence of

reactivation of the infection and whether or not

we should reinstitute any kind of chemotherapy.

There were no signs or symptoms of pulmonary

involvement reported prior to his death; however,

the postmortem examination showed evidence of

pulmonary edema. I should like to have Dr. Perret

comment as to the possibility that a sudden block

may have had some relationship to the develop-

ment of pulmonary edema.

Dr. Perret: I don’t believe that these blocks oc-

cur suddenly, but with increasing dilatation of

the ventricular system and increasing intraven-

tricular pressure, it is quite possible that medul-

Figure 4. Cerebellum and pons with dilated fourth ven-
tricle. Outpouching fibrous adhesions occlude the foramina
of Luschke.

lary compression and, finally, disturbances in the

blood circulation may produce sudden death. Oc-

casionally we have seen sudden deaths, often dur-

ing sleep, of children who had tumors in the

cerebellum causing internal hydrocephalus. We
believe that the compression of the medulla ob-

longata associated with inadequate arterial flow or

venous outflow is probably responsible for death

in these cases.

Dr. Jackson: We have treated 24 children with

tuberculous meningitis since 1947. Fourteen of

them have died, and ten are still living. Of those

who died, a fair number succumbed one or two
days after admission to the hospital in extremely

poor condition and with histories of infection for

considerable periods prior to admission. The other

patients who died had miliary tuberculosis in ad-

dition, and all were under one year of age. Of the

survivors, four are now under custodial care,

Figure 5. Photomicrograph, basal leptomininges and nerve
ganglion, with fibrosis and obliterative vascular changes of
healed tuberculosis.

three are deaf and one has known hydrocephalus.

Thus, of the patients who are now living, a fair

percentage (eight out of ten) have evidence of

residual involvement of the central nervous sys-

tem. However, in the patients treated more recent-
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ly, to whom we have given isoniazid in addition

to streptomycin, our results are much more en-

couraging. But we have not yet had the patients

under observation for a sufficient period of time

to permit our evaluating this new type of therapy

completely.

At this point, I should like to present a report

on survivals of patients treated for this disease at

another institution.

TUBERCULOUS MENINGITIS SURVIVOR DATA
Herman Kiefer Hospital, 1947-1953

Year Survived
No. %

Expired
No. %

Total

1947 0 9 100 9
1948 12 24.5 37 75.5 49
1949 12 27.3 32 72.7 44
1950 16 37.2 27 62.8 43
1951 23 52.3 21 47.7 44
1952 19 54.3 16 45.7 35
1953* 31 72.1 12 27.9 43

* Through August 26.

“A marked change has occurred in the progno-

sis of tuberculous meningitis since streptomycin

became available for use; other chemotherapeutic

agents have been added subsequently. The table

on Tuberculous Meningitis Survivor Data shows
the experience at the Herman Kiefer Hospital, in

Detroit, where a rather large number of patients

with tuberculous meningitis have been treated

annually. The table differs from the usual com-
pilation of cases and deaths in that survivors in

any given year who die subsequently are allocated

to the years in which they first appeared as cases.

Thus, for the year 1948, in which 49 cases were
initially hospitalized, 37 patients had expired

through August 26, 1953; any deaths subsequent

to 1948 and belonging to the cases first treated in

1948 have been allocated as deaths to that year.

This is done because relapses are notoriously com-

mon for tuberculous meningitis, and five years

should be the minimum period for determining

therapeutic results in cases of this infection. In

the table, only figures for the years 1948 and 1949

fulfill this standard. On a short term basis of

one or three years, there appears to be real prog-

ress in lowering the fatality rate, but three or four

years’ further observation is needed to determine

whether the favorable rate of 52.3 per cent sur-

vival, or the similar rate for 1952, will stand up.

All survivors are followed at the clinic at three-

month intervals, and they are instructed to come
to the hospital at the first sign of a relapse.

“It is interesting that from January, 1947, to

February, 1952, intrathecal therapy was used on

alternate patients admitted to the service. No
significant difference in fatality rate was noted

between the group treated intrathecally and the

group not so treated. Intrathecal therapy was dis-

continued on February 1, 1952. Slowly the method

has found disfavor elsewhere, as is indicated by

recent reports from the Veterans Administration

Figure 6. Photomicrograph, wall of third ventricle, with
gliosis and irregular ependymal proliferation indicative of
healed tuberculosis.

therapy-evaluation group and from the therapy

group of the American Trudeau Society.

“Although some modifications of intrathecal

therapy are being used, therapeutic regimen in

this disease is shifting to the simultaneous use of

streptomycin or dihydrostreptomycin, para-ami-

nosalicylic acid (PAS), and isoniazid.”

—Franklin H. Top, M.D., Head
Department of Hygiene and
Preventive Medicine, SUI

The statistics from Herman Kiefer Hospital,

Detroit, in Dr. Top’s table show considerable im-

provement in the survival of patients treated most
recently. There is no question that we are making
decided progress in the treatment of children with

tuberculous meningitis. We are much encouraged

since isoniazid therapy has been introduced in

conjunction with streptomycin. Half of the strep-

tomycin is being given in the dihydro form, and
there is a suggestion that there is less vestibular

and eighth-nerve involvement if one uses a com-

bination of these drugs. We have discontinued

using para-aminosalicylic acid in our service be-

cause we have had so much gastrointestinal dis-

turbance when doses were given sufficient to sus-

tain a therapeutic blood level. At the present time,

we are using streptomycin in conjunction with

isoniazid, and isoniazid is being given in a dosage

of 8 to 10 mg. per kilogram. Most of the textbooks

advocate 5 mg. per Kg., but we have found that

it takes at least 8 mg. per Kg., and in some cases

up to 20 mg. per Kg. to sustain a blood level as

high as 25 mg. per cent, which is considered

desirable. Intrathecal therapy has been discon-

tinued in the majority of clinics since isoniazid has

become available, and it is hoped that the ad-

verse effects of streptomycin can thus be further

reduced. The patients have not been observed for

a sufficient period of time to warrant our making

any final statements, and the big problem persists

of making an early diagnosis so that therapy can

be effective and complications decreased. How to

deal best with adhesions, when they occur, is still

a problem.
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Dr. Edward E. Mason, Surgery: The presence of

pulmonary edema is rather interesting. It has been
observed that sometimes after head trauma, pa-

tients rather rapidly develop pulmonary edema
and sometimes die of respiratory obstruction from
the pulmonary edema. This observation led Weis-

man 2 (1939) to review a series of autopsies where
either traumatic or spontaneous cerebral hemor-
rhage had occurred shortly before death. In 686

cases, he found that in two-thirds of the cases the

combined lung weight was 900 grams or more,

whereas in a control group of cases only about

two per cent had lung weights as great as this.

Campbell, Haddy, Adams and Visscher3 (1949)

examined this problem in dogs by placing a

balloon outside the dura but inside the cranial

cavity and increasing the intracranial pressure by
injection of fluid into the balloon. They found

that as they increased the intracranial pressure,

a bradycardia occurred, and the animals developed

pulmonary edema. They found that if they in-

creased the intracranial pressure slightly more,

respiration ceased. There was a point at which in-

creased intracranial pressure would cause pul-

monary edema without causing other changes

that would lead to death. It is, therefore, possible

that this child may have had a sudden increase

in intracranial pressure that led to the develop-

ment of the pulmonary edema noted at post-

mortem.
Campbell et al. were interested in the mech-

anism by which increase in intracranial pressure

would cause pulmonary edema. This question had

been investigated before, but the evidence had

been rather inconclusive. They, therefore, cath-

eterized both the arterial and the venous sides

of the pulmonary and systemic circulations and

observed that as they increased the intracranial

pressure, the animals developed a bradycardia.

The pulmonary venous pressure increased on the

average of 10 mm. Hg., the systemic venous pres-

sure increased about half that much, and the

pulmonary arterial pressure increased about 8

mm. Hg. They concluded that this would account

for the pulmonary edema, for it was a sufficient

increase to give a capillary oncotic pressure great-

er than the colloid osmotic pressure of the blood.

They then repeated these experiments, giving

animals atropine in order to prevent the brady-

cardia, which they thought was probably due to

vagal stimulation from pressure on the medulla.

They found that they could prevent both the

changes in pressure and the pulmonary edema

by the use of atropine. Therefore, they suggested

that atropine was indicated in a patient having

increased intracranial pressure, pulmonary edema
and a bradycardia.

Dr. Ferret: I wish you to remember that in-

2. Weisman, S. J.: Edema and congestion of lungs result-

ing from intracranial hemorrhage. Surgery, 6:722-729, (No-
vember) 1939.

3. Campbell. G. S., Haddy, F. J., and Visscher, M. B.:

Circulatory changes and pulmonary lesions in dogs following
increased intracranial pressure, and effect of atropine on
such changes. Am. J. Physiol.. 158:96-102, (July) 1949.

creased intracranial pressure alone does not pro-

duce pulmonary edema, as we might have been

led to believe by one statement of Dr. Mason’s.

We have many patients with increased intracranial

pressure who do not develop pulmonary edema.

I think that intracranial pressure may be a process

that sets off a number of events which eventually

may result in pulmonary edema. Do you agree

with me?
Dr. Mason: I agree absolutely.

P.P.P.P.

“Abandon modesty, all ye who enter here.”

That might well be the inscription over our hos-

pitals today.

What happens to the entering patient? After a

wry smile at the receptionist and a perfunctory

exchange with the admitting clerk, he is taken to

his room, shown his bed, and introduced to an
all-purpose garment of classic design and mono-
lithic simplicity: the hospital gown. Cone-shaped,

billowy and sexless, his gown has a circular aper-

ture at the top, two cylindrical sleeves at the

sides, and a permanent dehiscence posteriorly. In

its pristine state, it covers the anterior portion of

the body from the clavicles to the knees. In its

slightly used state, it has a tendency to creep up
towards the thigh, and after repeated trips to the

hospital laundry it eventually winds up at a point

about three inches above Hunter’s canal in a per-

son of average dimensions.

Now the matter of being in dishabille is of

small moment to the patient who is flat on his

back and has doctor’s orders to stay there. But to

the patient who has instructions to leave his

sickbed and walk to the bathroom, it is a different

thing. Usually, his robe is in a closet at the far

end of the room. Usually, his nurse is busy else-

where. Usually, his roommates are in no position

to help. So what is he going to do? Willy-nilly

he struggles out of bed, pulls down his gown in

a futile effort to make it cover more than it pos-

sibly can, and starts on his mission, absurdly con-

spicuous and painfully embarrassed. Then, just

as his back is turned and he is within arm’s length

of his goal, in walks the nurse to announce a

visitor, or in walks the visitor, or in walks the

doctor. It is an experience just as painful as the

operation, and much more difficult to forget.

The Greek robe is fine for the bed patient. But
for the ambulatory patient, it’s a source of recur-

rent mortification. Why not give the poor fellow

a shirt and a pair of pants? I’ll admit that draw-
strings on hospital pants are no joke either, but

I’ll wager that any patient would rather learn to

master the drawstring than to traipse about his

room in ludicrous negligee.

The plea is to P.P.P.P., and it does not mean
Pass the Pickled Peppers Please, either. It means
Please Put Pants on Patients!

Clifford L. Graves, M.D., in the

SAN DIEGO COUNTY MEDICAL BULLETIN
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FEDERAL HEALTH BUDGET, 1955

A year ago, when we reported the federal budg-
et for health services, the total, $1,775,882,197,

looked pretty frightening. The 1955 figure, $2,141,-

681,661, seems even more so. One should look

farther than the totals, however. The 1955 budget
items include clerical costs and other administra-

tive expenses which were not assigned to the indi-

vidual programs in earlier years. Thus, in actual-

ity, most of the increases are no more than appar-

ent, and provided that no supplemental appropria-

tions are voted, substantial savings will be effected

in some instances.

Yet, however pleased one may be with the

greater frankness of the government’s revised

accounting procedures and with the reductions in

estimated costs of specific programs, he can’t be
satisfied with the present status. Of the $22,000,-

000,000 budgeted for all items other than defense

security, these medical activities are to cost ten

per cent. And $2,141,681,661 is approximately 17

per cent of all the money that will be spent (by

individuals as well as by the government) for

medical and health items, including drugs, dental

care and drugstore sundries, in the United States

during 1955. Thus, dollarwise, health activities in

this country remain 1/6 nationalized and social-

ized.

1955
Department of Health, Education

and Welfare
Division of Hospital Facilities $ 99.100,000

National Institutes of Health . . 81,268,000
Bureau of Public Assistance . . 80,000,000

1954

66 , 100.000
71,153,000
50,000,000

Hospitals and Medical Care . .

.

33,000,000 33,100.000
Children’ Bureau 31,600,000 31,525,000
Office of Vocational Rehabilita-

tion 28,735,000 23,655,500
Assistance to States—General 13,000,000 13,250,000
Tuberculosis Control 6,000,000 6,000,000
Food and Drug Administration 5,100,000 6,250,000
Communicable Disease Control 4,300,000 5,000,000
Engineering, Sanitation & In-

dustrial Hygiene 3,565,000 3,162,500
Venereal Disease Control 3.000,000 5,000,000
Foreign Quarantine Service . . 2,900,000 2,900,000
Office of the Surgeon General 2,780,000 2,900,000
Alaska—Disease and Sanitary

Investigations & Control .... 1,125,000 1,082,000
Reimbursable Health Programs

for other Govt. Agencies . . 281 ,000 ( new category

)

Total 395,754,000 340,553,000

Veterans Administration
In-patient Care in VA Hospi-

pitals 558.000.000 555,000.000
Out-patient Care 82,443,000 92,677,900
New Construction 47.000,000 38,685,664
Domiciliary Care 25,205,696 24,248,200
Contract Hospitalization 17,570,867 20,583,100
Medical Adra. and Misc. Oper-

ating Expenses 6,889,000 7,757.900
Medical Research 5,500,000 5,500.000
Major Alterations, Improve-
ments and Repairs 3,480,000 (new category)

Supply Depot Operations 1,350.000 1,350.000
Medical Education and Train-
ing 1,300,000 1,300,000

Total 748,738,563 747,415,264
Department of Defense
Army Medical Services 325,200,000 238,994,000
Air Force Medical Services . . 280,800.000 132.801,000
Naval Medical Services 239,400,000 161,429,000
Office of Asst. Sec. of Defense

(Health & Medical) 87,500 87,000

Total 845,487,500 533,311,000
Department of State
United Nations Children's Fund 8,300.000 9,814,333
World Health Organization . . . 2,987,667 2,993,400
Pan American Sanitary Bureau 1,320,000 1,320.000

Total 12,607,667 14,127,733
Department of Labor
Bureau of Employees’ Compen-

sation 6,341,000 8,500,000
Bureau of Labor Standards .... 470.000 460,000

Total 6,811,000 8,960.000

Foreign Operations Administra-
tion

Technical Assistance Program 18,752,300 24,500,000
Development Assistance Pro-
gram 6,822,000 (New)

Total 25,574.300 24,500.000
Department of Interior
Bureau of Indian Affairs 22,238,898 21,400,000
Bureau of Mines 5,000.000 5.060,000

Office of Territories 784,600 798,600

Total 28,023,498 27,258,600
Department of Commerce

Civil Aeronautics Administra-
tion 258,533 321.000
Bureau of Standards 19,600 300.000

Total 278,133 621,000
Department of Treasury, Narcot-

ics Bureau 2,770,000 2,790,000
Department of Justice, Prisons

Bureau 1.300,000 1,326.000
National Science Foundation . . . 4,795,000 8.000,000
Federal Civil Defense Adminis-

tration 28,755,000 26,650,000

Atomic Energy Commission 27.000.000 26,565,000

Health Resources Advisory Com-
mittee 95,000 91,000

National Advisory Committee to

Selective Service 190,000 265,000
Panama Canal Zone 5.600.000 5.448,600

Federal Trade Commission 1,000,000 1.000.000

Commission on Intergovernmen-
tal Relations 414,000 500,000

Commission on Organization of
Executive Br. of Govt 130,000 500.000

Federal Employees’ Health Pro-
gram 6,000,000 6,000,000

GRAND TOTAL $2 141,681,661 $1,775,882,197
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We shouldn’t want anyone to get the idea that
we think the whole of federal or other govern-
mental outlay for health services ought to be
eliminated. But we are pleased to note that some
small beginnings are being made toward curtail-

ment at the federal level. The share of his income
that taxes take out of the citizen’s pocket is truly
astounding, and we should like to see greater
progress made toward returning to him the privi-

lege of deciding how he is to spend his own
money.

Federal, state and local taxes, visible and invisi-

ble, amount to $90,000,000,000 a year. A man who
earns $4,500 a year, the California Taxpayers
Association has computed, must spend two hours
and 35 minutes of his eight-hour working day in
earning money to pay his taxes. In contrast, he
spends one hour and 37 minutes daily in earning
food for a family of four, one hour and 24 minutes
paying his rent, 36 minutes paying for clothes and
42 minutes paying for transportation. It takes him
only 20 minutes to earn money for his recreation,
23 minutes for the part of his medical care that
the government still permits him to buy for him-
self and his dependents, and other goods and serv-
ices cost him another 23 minutes of his time.

In other words, the work time that a more-or-
less average American puts in just to pay his
taxes comes within 26 minutes of equaling the
time he spends providing himself and his family
the other necessities of life. And that’s far too
much!

BUREAUCRACY IN MEDICINE

Medicine’s contention as regards the inefficiency
and consequent undesirability of government-
managed patient treatment and care is strongly
supported by some miscellaneous items in the
newspapers that recently have attracted our at-

tention. One of them is a report1 of a sharp upturn
in the demand for individually financed hospital-
ization insurance in Great Britain. Although,
when the National Health Service began, the
insurance men there had conducted obsequies
over the remains of that portion of their business,
they say it is once more alive and kicking. Most
of their 500,000 policyholders have bought during
the past two years, and sales during May, 1954,
exceeded those for the entire year 1947.

The reasons for that revival, quite as should
have been expected, are that under socialized
medicine Britons are getting hospitalization tar-

dily, if at all, that fee-for-service care is more
expensive than it used to be and that it is grow-
ing scarcer. Nursing homes, where less serious
ailments are cared for, aren’t crowded, but gov-
ernment hospitals have long waiting lists for non-
emergency cases. Furthermore, though they are
at present reserving 6,000 of their 200,000 beds for

1.

Veysey, Arthur: Britons now buying hospital policies.
WASHINGTON POST AND TIMES-HERALD, 77:17, (Sept. 25) 1954.

patients willing to pay, they charge 50 per cent
more for them than they used to do, and, some-
time in the not too distant future, they are likely

to stop accepting private patients at all. The Brit-

ish Labor Party decided, on September 30, that

if and when it returns to power, it will abolish

the system under which quick treatment has been
provided—at a price.

2

In the U. S. Veterans Administration hospitals,

America’s gargantuan experiment in socialized

hospitalization and medical care, a closely similar

situation obtains. The VA has several institutions

in nearly every state, and to staff them, doctors

and nurses have been taken from private practice

and from institutions that serve the general pub-
lic, but as of September 1, 1954, according to in-

formation secured by the Florida Medical Associa-

tion,2 there were 19,791 patients awaiting admis-

sion to its hospitals, of whom all but two were
non-service-connected cases. Perhaps the fact that

so few of the men really deserving of government
care were being kept waiting is to the VA’s
credit, but perhaps not. Very likely there would
have been more on both waiting lists if, like the

Britons, they hadn’t despaired of getting atten-

tion there.

What we imagine is a more or less typical VA
hospital situation has been described by Mr. Ed.

Klinger, a staff writer for the evansville press

(Indiana) .

4

An Evansville veteran, crippled for life by a World War II

injury, propelled his wheelchair up to the admitting desk
at the Indianapolis Veterans Administration Hospital.
His wants were simple: A check-up on his condition.
As a veteran injured while in the service of his country

he was entitled to all the medical or surgical care he needed.
Had he been a veteran with an ailment not connected with
his military service, or acquired since the war, he could
have received medical attention by making a statement that
he had no resources to pay for it in a private institution.

Here’s what the Evansville veteran said happened to him:
“The receiving clerk mistakenly thought mine was a non-

service case. He filled out my admission application himself.
Without asking me if I could afford private care he also
filled out the pauper statement.
“The two veterans just ahead of me had come to the hos-

pital for treatment not connected with their military service.
The receiving clerk never bothered to ask them if they
could afford care in private hospitals—he just filled out
their pauper statements.”
The Evansville veteran has been in and out of hospitals

ever since his injury. He knows how long it takes for that
checkup. It takes three days, and he actually doesn’t have
to be in the hospital.
At Indianapolis he was required to take a hospital bed.

And he was there two weeks to take the tests requiring
only three days.
He complained about the loss of time. He was told:

“We’re simply overloaded. We’re processing your checkup
as fast as we can.”
Overloaded with what? The hospital doctors, most of

whom are consultants from private hospitals, didn't know

—

they aren’t required to know. They’re only responsible for
the care of the patients.
The Evansville veteran asked a hospital executive: “How

many of your patients are here for treatment for service-
connected ailments?” The executive didn’t know. He said
they were all veterans so far as he was concerned. He
finally ventured the guess, however, that perhaps a third
of those in the hospital were suffering from service-con-
nected ailments.
The Evansville veteran asked one of the consulting physi-

2. Laborites oppose hospital pay-beds, new York times,
104 :3C, (Oct. 1) 1954.

3. Florida Medical Association: briefs, Number 99, (Oct.
26) 1954.

4. Reprinted from the evansville press in J. Indiana m.
soc., 47:1108-1109, (Oct.) 1954.
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cians if he had any idea how many of the patients he was
treating in his particular specialty had service-connected
ailments. The physician said: “I'd say about one per cent.”
One per cent to 33 per cent is a wide disparity. The

Evansville veteran polled the 24 men in the section of the
ward he occupied. He was the only one of the 24 in the
hospital for a service-connected ailment.
“In fact,” he says, “during my two weeks in that hospital

I was the only service-connected patient I had knowledge
of. There probably were others—I failed to find them.”
One of the patients he queried had developed a tumor

in the leg.

He had gone to a private physician in Indianapolis who
had recommended its immediate removal. It would cost

around $500. In spite of the fact he was perfectly capable
of paying $500, he decided to get it for nothing at the
Veterans Hospital.
Says the Evansville veteran: “This patient was admitted

to a room, although he was perfectly able to be up and
around —and was. He occupied that room for a month before
they got around to performing the operation.”
The Evansville veteran calls the Veterans Administration

hospital program a "political bureaucracy,” and, he says,
“It isn’t any joke.”
“During the remainder of my life I am going to need con-

siderable medical attention if I am to maintain my health
and productiveness,” he says. (He has an important posi-
tion.) “Up to now I have taken care of more than 90 per
cent of the cost myself because I can’t afford to give up
the time to go to a Veterans Hospital to get attention I

know from experience requires only a few hours.
“Not only myself, but thousands of veterans With genuine

service-connected disabilities, which entitle us to free care
under the VA. are faced with a real problem.
“We must take our turn among the many more thousands

who are chiseling on the program with the connivance of
the Veterans Administration.”
He considers it an irony that those who need the care

and are entitled to it, those for whom the VA hospitals
were built, are handicapped by the political aspects of the
program and actually get less care than they’re entitled to.

The story doesn’t end there.
The Evansville veteran has a paraplegic friend whose

wheelchair wore out. He applied to the Veterans Adminis-
tration for a new one. He didn’t get it. What he got instead
was a long letter of explanation why he couldn’t have it.

The Veterans Administration had gone beyond its budget

—

it was broke. Later, perhaps. So the veteran for whom the
veterans’ protective laws were written went without a
wheelchair while the veterans hospitals were loaded up
with non-service-connected cases getting a free ride at
government expense.
Says the Evansville veteran: “The American Legion cries

to high Heaven when any move is made to correct the situa-
tion. I have reluctantly reached the conclusion the Amer-
ican Medical Association is right.
“The AMA has been publicly lamenting this situation

for years, and has received no reward but criticism. It
charges the Veterans Hospital program is being abused.
Tlie AMA calls it creeping Socialism. The AMA is too
mild; it’s worse than that.”

Help Fight TB

1954 U CHRISTMAS X GREETINGS U 1954

Buy Christmas Seals

THE DOCTOR AS BUSINESSMAN

In this issue of the journal, we are beginning
a series of articles about the economics of medical
practice contributed by Mr. Millard K. Mills, gen-
eral manager of Professional Management, Water-
loo. The papers are to be brief, they will be de-

signed to interest specialists and general practi-

tioners alike, and, except for the introductory one,

they will be specific and practical, rather than
general and theoretical.

It is obvious, of course, that this writing Mr.
Mills has undertaken to do for us will constitute

a species of advertising for his firm. But however
that may be, we are confident that the counsel he

will give is sure to constitute a service to the med-
ical profession in Iowa.
We hope that large numbers of doctors look for

it in the successive issues of the journal.

RHEUMATIC FEVER

Recently, a woman of 69 years presented her-
self at the writer’s office with a full blown case of
erythema nodosum. One seldom sees so wide and
dense a distribution of the characteristic lesions
as was present over both her legs and forearms.
When asked whether or not she had ever had
“rheumatism,” she replied, “Yes, and you doc-
tored me.” On referring to an old file, we discov-
ered that she had indeed had “rheumatism”; she
had had a course of rheumatic fever with ery-
thema nodosum in June and July, 1929, Then,
she was 44 years old, and she was treated by
means of bed rest and salicylates, with complete
recovery. In her attack this year, cortone, peni-
cillin and salicylates were combined, and there
has been a rapid regression of her lesions and a

lessening of her fever. Leucocytosis has almost
disappeared in six weeks, but there is still a tachy-
cardia and a low grade fever. It doesn’t seem that

our present treatment has produced results much
better than did the one that we employed 25 years
ago.

That story only goes to emphasize the fact that

rheumatic fever is still a disease about which we
know too little. We have no uniform specific test

on which we can base a diagnosis. At the Second
World Congress on Cardiology, Drs. Kellner and
Robertson presented the theory that rheumatic
heart disease may be caused by an enzyme called

proteinase, which is produced by some strains of

Streptococci. Just as diphtheria toxin has been
recognized as a product of diphtheria infection

and thus has been recognized as the real killer,

so perhaps a toxin produced by certain Strepto-

cocci may be responsible for the heart damage
in rheumatic fever. Injection of this proteinase,

it has been reported, produces marked damage in

the hearts of laboratory animals. Thus we are

encouraged to hope that before long, as with diph-

theria, an antitoxin will be perfected, not to kill

the infection but to neutralize the toxin and fore-

stall cardiac damage.
Dr. Remmelkamp, of Cleveland, thinks that

cortone has some ability to prevent heart injury

in rheumatic fever. Further study will either

prove or disprove his theory.

If one chooses to have faith in some other in-

vestigators, he may rest content in the expectation

that rheumatic fever will shortly die out, more
or less by itself. Drs. T. Duckett Jones and Mau-
rice Campbell, of London, and their fellow panel-

ists at the World Congress already referred to,

reported that the incidence of the disease already

has fallen as much as 200 or 300 per cent. And
they seemed to feel, also, that the course it takes

is now less virulent and of shorter duration.
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Chorea, they say, seems less severe, and bleeding

less frequent.

A decrease in the size of the average family and
improvement in standards of living may have
contributed to these improvements, and the wide-

spread use of penicillin in upper respiratory infec-

tions, in acute cases of rheumatic fever, and as a

prophylaxis against its recurrence has doubtless

been of immeasurable benefit.

But to us here in Iowa, it seems that we are

seeing fully as many cases of rheumatic fever now
as at any time in the past, and we most certainly

cannot lessen our vigilance, for it is still responsi-

ble for more cardiac deaths than any other one
disease that affects people in the younger age

groups.

ABDOMINAL FASCIAL TRANSPLANTS

Fascial transplants have been used, during the

past 30 years, in many surgical specialties, chiefly

general surgery, ophthalmological surgery, plastic

surgery and orthopedic surgery. Particularly in

the latter group, rather spectacular results have
been attained in the victims of acute anterior

poliomyelitis.*

The various uses of fascia fall into three main
types: (1) muscle to bone transplant (the exten-

sion of a connection between a muscle and a bony
attachment by means of a tendinous fascial band,

acting as a motor for the transmission of force),

(2) bone to bone transplant (the passage of fas-

cial strips as supports or slings to prevent the

weight of a part from shifting it into a position

of deformity and to check the unopposed action

of unbalanced, strong opponent muscles), and (3)

muscle to muscle transplant (for the repair of

muscle defects from rupture of fibers or tendons

—such as gastrocnemius, quadriceps or biceps—
or for bridging a functional defect by connecting

a muscle above to one below—such as connecting

the upper rectus abdominus to the sartorius and
tensor fascia femoris in the leg.

Patients with serious extensive involvement of

the lower trunk and abdominal groups, with par-

tial or total involvement of the legs, require

patience, skill and resourcefulness on the part of

all of the therapists, if optimum performance in

the various situations is to be built up. When,
for a considerable period, motion in many parts

of the body has been lost, the patient’s memory
of movement becomes progressively poorer. He
loses muscle sense, position sense and the reflex

registration resulting from motion. Therefore, it

is essential for the therapist to begin with the

muscles and segments that can work and gradu-

ally involve the weaker parts in the pattern of

movement.
If, before operation, the patient can feel only

the twisting of shoulders in his futile efforts to

turn over in bed, and postoperatively can feel the

* Lowman, Charles L. : Abdominal fascial transplants (Ann
Arbor, Edwards Bros., 1954).

lift of the pelvis and the pull on the fascial bands,

his sensory registration of the action of all in-

volved parts broadens. A sense of accomplishment

displaces his former overwhelming discourage-

ment. Since many fascial transplant patients fall

into this group of very narrow performance range,

it is satisfying to the surgeon, the therapist and

the patient to note the changes taking place dur-

ing functional education. When a severely dis-

abled person learns to return himself by his own
power to the erect position after falling, he has

made a real accomplishment.

THE MAN IS GREATER THAN THE MYTH*

A doctor ill? To most of us such news comes as a

shock. It reveals what we all know but are reluctant

to accept: that the doctor, too, is mortal. And because,

in our frailty, we seek a shield against disease and

death, we glorify the doctor, invest him with impos-

sible power.

Ironically, this legend obscures the basic fact that

the doctor is a man who must earn his daily bread.

What is the true picture of the doctor in our soci-

ety?—a man of hope ... a man dedicated to easing

human suffering? Yes! Yet he is more. The doctor is

an economic unit. He is a man who must compete in

the marketplace for business, as we all do, whether

we deal in pills or pants. This does not diminish the

stature of the doctor. On the contrary, it releases him

from the awful burden of saintliless. It establishes him

as a man. Wake him at four in the morning. He is

sleepy. Call him from his meals. He is hungry. Sum-
mon him from his family. He is lonely. Subject to the

laws of biology, he is equally subject to the laws of

economics. The doctor works for a living.

Everyone agrees the doctor is no philanthropist.

Nobody expects medical care without paying for it.

Yet it would astound us (and the doctors themselves)

if we were to tote up the bill the nation’s patients owe
their doctors and compare it with the bill owed
their tailors. Even more outstanding would be the

number of hours doctors spend in clinics, hospitals,

on calls, for which they receive no payment nor ex-

pect any. The doctor deserves no medal for this. But

these unpaid bills and freely given hours can be

translated into lost income . . . income it would be

unseemly for the doctor to insist upon. The legend of

the doctor prevents him.

This incongruous situation becomes even sharper

when viewed against the accepted business practices

in other fields. Do bankers offer their specialized

knowledge and time without expectation of payment?

Do lawyers? Brokers? Accountants? We don’t expect

them to, nor do we think the less of them for it. In

fact, we would think a businessman foolish who did

not seek every profit to which he is entitled. The doc-

tor cannot. There is his legend to be appeased.

It is nothing for a giant to do gigantic things. It is

within his nature to do so. But it is something when
a man transcends his mortality. And this is the secret

of the doctor’s stature. As a mere man he must rise

above his limitations.

This is the American doctor—a man greater than

his myth.

* Advertisement published in Newsweek, October 25, 1954,

p. 99, by Key Corporation (pharmaceuticals), Miami, Florida.
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MINUTES OF MEETINGS OF STATE SOCIETY
OFFICERS AND COMMITTEES

Subcommittee on Mental Health

October 23, 1954

The Subcommittee on Mental Health of the
State Society met in Omaha Saturday morning,
October 23, 1954, with the following members
present: Doctors John I. Marker, of Davenport,
M. B. Emmons, of Clinton, H. C. Merillat, of Des
Moines, J. D. Mahoney, of Council Bluffs and
G. R. Rausch, of Sioux City. Minutes were read
and approved: the report on the television pro-
gram on mental health was given; and legislation

was discussed. The Committee voted unanimously
to endorse legislation setting up a commission to

study the problem of alcoholism, to support the
establishment of a residential treatment center

for emotionally disturbed children at Iowa City,

provided it is put under the same control as the

Psychopathic Hospital, and to try to introduce a

bill for a model commitment law. Subjects for

the journal articles were assigned, and the meet-
ing adjourned about noon.

Subcommittee on Rural Health

October 27, 1954

The Subcommittee on Rural Health of the State

Society met in the central office Wednesday morn-
ing, October 27, with the following persons pres-

ent: Doctors B. F. Howar, of Webster City, S. P.

Leinbach, of Belmond, R. E. Griffin, of Sheldon,

D. G. Sattler, of Kalona, and R. S. Jaggard, of

Oelwein, together with Miss Mary McCord, Com-
mittee secretary. Informal discussion concerned

the stand of the American College of Surgeons,

the problem of interesting more young men in

general practice, the place of the small hospital

in the present hospital-professional relations mat-

ter; constructive publicity; and assistance from

the College of Medicine. The meeting adjourned

about 4: 00 p.m.

Subcommittee on Rehabilitation

November 10, 1954

The Subcommittee on Rehabilitation of the

State Society met in the central office Wednesday
afternoon, November 10, with the following per-

sons present: Doctors C. B. Larson, of Iowa City,

C. O. Adams, of Mason City, D. C. Wirtz and

H. H. Samberg, of Des Moines, E. A. Larsen, of

Centerville, and the Committee secretary, Miss

Mary McCord.
Dr. Larson said that at its last meeting the

Committee had set three goals: a survey of exist-

ing facilities for rehabilitation; a definition of

rehabilitation; and education of the medical pro-

fession and the public as regards what constitutes

rehabilitation. He read some concepts, and the

Committee felt they were very good. Dr. Wirtz

reported on existing facilities; the educational

program was discussed; future activity was out-
lined; and the meeting adjourned about 5:00 p.m.

HYPERTENSION UNAFFECTED BY SALT
REDUCTION AND TOBACCO ABSTINENCE

Individuals over 40 who had decreased their

salt intake for ten years and do not smoke showed
a higher prevalence of hypertension, according
to a preliminary inquiry among 799 persons con-
ducted by C. A. D’Alonzo, M.D., of the E. I. Du
Pont de Nemours & Co. and reported in the No-
vember issue of INDUSTRIAL MEDICINE AND SUR-
GERY.

The study also confirms previous indications

that there is a greater chance of a child’s having
hypertension if one or both of his parents have it,

and it also appears that the child is more likely

to have the difficulty if just his mother, rather
than just his father, has it.

COUNTY SOCIETY P-R MANUAL
A new Public Relations Manual for county medical

P-R chairmen, the first textbook of its kind ever
published, is off the presses and will be mailed from
Chicago to state medical societies very shortly.

The manual will be made available to the county
society people only through the office of the State

Medical Society.

The indexed manual is a complete P-R primer. It

not only reports what other societies have done, but
tells the P-R chairman what his own society can do
and—even more important—how to do it.

Studies by the AMA have revealed eight basic pro-

grams which, if put into operation, will woo the

understanding and confidence of the public. Spelled

out in the manual is the organization and promotion
of: emergency call systems, mediation committees,

press relations, speakers’ bureau, society member
indoctrination, provision of medical care for all, pub-

lic service activities and citizenship activities.

IOWA LAGS BEHIND IN AMEF GIFTS

With only a month left of 1954, Iowa physicians

contributing to the American Medical Education

Foundation, for the private support of medical schools,

number 67 fewer than last year, and the total of their

contributions this year is $4,962 less than it was for

1953. So far, in 1954, 73 doctors have given $4,284.20.

From the country at large, AMEF has fared some-

what better than last year. It has received $1,051,000

from more than 17,000 contributors, reaching those

totals about a month earlier than it did in 1953. But
because its directors, last January, saw the need for

more money than was collected last year and raised

their sights, the Fund is still $149,000 short of its goal.

The following units already have equalled or ex-

ceeded their 1953 totals either in number of contribu-

tions, in amount, or in both: Alabama, Alaska, Ari-

zona, Arkansas, California, District of Columbia, Ha-
waii, Illinois, Louisiana, Massachusetts, Oklahoma,
Rhode Island, South Carolina, Texas, Virginia, Wis-

consin, and Wyoming.



Attorney General Leo A. Hoegh Issues a Second Opinion Upon

The Corporate Practice of Medicine by

Hospitals and the Division of Fees

By Physicians

November 8, 1954

Mr. Louis B. Blair, President

Iowa Hospital Association

Cedar Rapids, Iowa

Wendell L. Downing, M.D., Chairman
Board of Trustees

Iowa State Medical Society

Le Mars, Iowa

Gentlemen:

I have your joint letter dated October 14, 1954, in

which you on behalf of the Iowa Hospital Association

and Iowa State Medical Society request me, as the

Attorney General, to consider additional statements

which had been submitted by each of the above

groups relative to an official opinion issued by this

office on February 19, 1954.

Shortly after that official opinion was issued, a con-

troversy developed between the Iowa State Medical

Society and the Iowa Hospital Association regarding

physician-hospital relationships. During the months of

May through August, 1954, I was requested to have
conferences with the two groups regarding this opin-

ion. Although it is not generally within the province

of the Attorney General to serve as a mediator, I was
glad to offer my assistance in attempting to resolve

the differences between these two groups because of

the serious implications of this controversy for the

public. During conferences, with the two groups, it

was my observation that both groups had dedicated

themselves to the principle of excellent health care

for the people of Iowa, and that each group had the

welfare of the patient in mind. It was also our obser-

vation that this controversy between the two groups

could be resolved without serious difficulty.

In an effort to resolve the differences between the

two groups, our office suggested that each group sub-

mit types of contracts for physician-hospital relation-

ships to us which they thought would be satisfactory.

Each group submitted three contracts. After reviewing

these contracts and carefully considering the conten-

tions of each group, we prepared a compromise con-

tract on July 7, 1954, which complied with the laws

of Iowa. This compromise contract was submitted to

each group and the two groups were asked to confer

in the hope that this compromise contract would serve

as a basis of agreement.

I have been informed that on July 13, 1954, this

compromise contract was discussed at a joint meeting

of representatives of the Iowa Hospital Association

and the Iowa State Medical Society. At a conference

with representatives of these two groups in my office

the following day, representatives of the Iowa State

Medical Society stated that they accepted this contract

and representatives of the Iowa Hospital Association

stated that they accepted 14 of the 17 sections in the

compromise contract. The two groups were urged to

continue their conferences.

Subsequently, on July 20 the Iowa Hospital Associa-

tion, through their attonreys, notified this office that

approval of the three contracts which they had previ-

ously submitted was withdrawn and that approval of

those sections of the compromise contract to which

they had previously agreed, was also withdrawn. At

this same time, the Iowa State Medical Society advised

this office that they still approved the compromise
contract.

At a meeting of the two groups in my office on

August 17, 1954, the Iowa State Medical Society and

its attorneys, advised us again that our Opinion of

February 19, 1954, correctly stated the law. The Iowa

Hospital Association and its attorneys on August 17,

1954, advised us that they now agreed that our opinion

of February 19 correctly stated the law on the basis

of the facts that had been submitted by the Board of

Medical Examiners. They maintained, however, that

we did not have all of the facts pertinent to this sub-

ject of physician-hospital relationships. The Iowa Hos-

pital Association asked for the opportunity to submit

additional facts and then presented a copy of some
additional facts to this office. Copies of these additional

facts were also submitted to the Iowa State Medical

Society. As the Attorney General, I then requested the

attorneys for the two groups to confer for the purpose

of seeing whether they could agree on the validity

of these additional facts.

To date, this office has not received a supplemental

statement of facts which have been agreed to by both

groups, but the Iowa State Medical Society on Octo-

ber 4, 1954, submitted a statement to this office review-

ing the facts which had been presented by the Iowa
Hospital Association on August 17. The additional facts

submitted by the Iowa Hospital Association were con-

cerned with the practice of pathology and contained

no references to the practice of radiology. It must be
concluded, therefore, that the Iowa Hospital Associa-

tion believes that the facts regarding radiology as

submitted originally by the Board of Medical Exam-
iners, were acceptable. The additional facts regarding

pathology as submitted by the Iowa Hospital Associa-

tion were set forth in three sections. These facts were
concerned with the performance of laboratory tests

on hospital patients, the examination of tissue re-

moved surgically, the teaching obligations of patholo-

gists, and the direction and supervision of the labora-

tory incident to the performance of these laboratory

tests and examinations. The statement submitted by
the Iowa State Medical Society regarding these addi-

tional facts was concerned with the role of pathology

and radiology services in the diagnosis and treatment

of disease and the professional training and status of
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physicians who direct and supervise departments of

radiology and pathology where these services are

rendered.

After reviewing these additional facts submitted by
the Iowa Hospital Association and the statement sub-

mitted by the Iowa State Medical Society, it is our

conclusion that laboratory procedures performed in

departments of pathology, and x-ray examinations

pei'formed in departments of radiology, are integral

parts of the diagnosis and treatment of human ail-

ments and therefore constitute integral parts of the

practice of medicine. The fact that some of these lab-

oratory procedures are performed by technicians

under the direction and supervision of a licensed

physician rather than by the physician himself, does

not alter the medical nature of these procedures. This

viewpoint is recognized in Regulation No. 27 of the

Rules and Regulations for Hospitals and Related Insti-

tutions approved by the Hospital Licensing Board of

Iowa as of June 30, 1948 which states, “All laboratory

services shall be under the supervision of a physician,

preferably a clinical pathologist.”
v

We again quote from our original Opinion as fol-

lows: “In the case of State v. Hughey, 208 Iowa 842,

226 N.W. 371, the defendant was prosecuted under
charge of practicing medicine without a license. His

argument was that inasmuch as he gave no medicine,

he could not be guilty of practicing medicine. At page

846 of the Iowa Reports the Supreme Court stated:

“The term ‘practice of medicine' is defined by Section 2538.

It is not confined to the administering of drugs. Under this

statute, one who publicly professes to be a physician and
induces others to seek his aid as such is practicing med-
icine. Nor is it requisite that he shall profess in terms to be
a physician. It is enough, under the statute, if he publicly
profess to assume the duties incident to the practice of med-
icine. What are ‘duties incident to the practice of medicine?’
Manifestly, the first duty of a physician to his patient is to

diagnose his ailment. Manifestly, also, a duty follows to
prescribe the proper treatment therefor. If, therefore, one
publicly profess to be able to diagnose human ailments, and
to prescribe proper treatment therefor, then he is engaged
in the practice of medicine, within the definition of Sec-
tion 2538.

“It is our conclusion that when the physicians in

charge of the respective departments inquired about
do give their opinion as to the condition of the patient

based upon x-ray or laboratory procedures, they are

‘diagnosing human ailments,’ and when they make
themselves available for conference or assist in deter-

mining proper treatment for the condition found to

exist, they are ‘engaged’ in the practice of medicine

and surgery. For additional authority, see 41 Am. Jur.,

‘Physicians and Surgeons,’ page 151, Section 24; State

v. Howard, 216 Iowa 545, 245 N.W. 871; and State ex
rel Bierring vs. Robinson, 236 Iowa 752, 19 N.W. 2d
214.”

There is no reason to change this original Opinion
on the basis of a review of the original facts submit-

ted by the Board of Medical Examiners or on the

basis of the additional facts submitted by the Iowa
Hospital Association or statements submitted by the

Iowa State Medical Society except to elaborate on one
portion used in the original Opinion. In this original

Opinion we stated:

“We do not intend to say that the mere ownership and
operation of a radiology department or pathology labora-
tory by a corporation in and of itself means that they are
engaged in the practice of medicine. Consideration must be
given to the hospital for the use of its equipment and facili-
ties, but in our opinion this can only be done through a
lease arrangement with a licensed member of the medical
profession resulting in a true landlord-tenant relationship
with freedom of complete independent judgment and oper-

ation as the licensed member deems best. Such an arrange-
ment would permit the physician in charge of the depart-
ment to be directly responsible to the patient and make
possible the paying of the fee for professional services direct
to that physician. Under such an arrangement the hospital
could not legally hold itself out to the public as a cor-
poration offering the professional services. This, of course,
is very important in view of the provisions of Section 147.93
quoted above with respect to what constitutes prima facie
evidence of engaging in the practice of the medical profes-
sion. Clearly the type of arrangement just discussed is not
apparent under the provisions of the contracts mentioned
in your statement of facts.”

A supplemental statement regarding this section is

indicated. Although, as stated in the Opinion, a lease

arrangement complies with the law, there are other
types of arrangements which also comply with the
law. The deciding factor as to whether an arrangement
complies with the law or not is whether the arrange-

ments make it possible for the physician in charge of

the radiology department or pathology department
to be directly responsible to the patient on whom
laboratory or x-ray procedures are being performed.
An example of another type of arrangement is the
compromise contract which I submitted to the Iowa
Hospital Association and the Iowa State Medical Soci-

ety on July 7, 1954. This compromise contract stated:

AGREEMENT

THIS AGREEMENT made and entered into this ....

day of , a corporation not for profit, organized,

existing and licensed under the laws of the State of

Iowa, hereinafter called the “Hospital,” and
M.D., hereinafter called the “Doctor,” WITNESSETH:
WHEREAS the Hospital is a non-profit corporation

owning and operating a Hospital in the City of ,

Iowa; and
WHEREAS in connection with the operation of said

Hospital, the Hospital maintains certain pathology and
radiology facilities; and
WHEREAS the Doctor is a physician duly licensed

to practice medicine in the State of Iowa and is a
specialist in pathology or radiology; and
WHEREAS, it is desired that patients in the hos-

pital be assured qualified pathological and radiological

service.

NOW THEREFORE IT IS MUTUALLY UNDER-
STOOD AND AGREED AS FOLLOWS:

1. The Hospital agrees to appoint the Doctor as

Pathologist and Director of the Pathology Department
or Radiologist and Director of the Radiology Depart-
ment upon recommendation of the Medical Staff as

provided in their Constitution and By-Laws effective

on the .... day of
,
1954, for an indefinite period

and the Doctor agrees to serve in such capacity for

such period subject to the terms and provisions of this

Agreement provided, however, that either party here-

to may terminate this Agreement by giving ninety

(90) days written notice by registered mail.

2. The Doctor shall be responsible for the adminis-

tration, supervision and operation of the Pathology
Department or Radiology Department in accordance
with the standards established therefor by the Med-
ical Staff of the Hospital, the administration and in

accordance with generally accepted standards there-

for in hospital pathology or radiology departments of

similar size and character; it being the express desire

of the parties hereto to furnish the community with
pathology or radiology service of the highest possible

quality commensurate with the ability to provide the

same to the general public at reasonable cost.
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3. As Pathologist and Director of the Pathology

Department or Radiologist and Director of the Radi-

ology Department, the Doctor shall prepare the budget

therefor and shall make recommendations concerning

the number and qualifications of the personnel to be

employed in these departments, the compensation to

be paid to such employees, the equipment, material

and supplies needed in the operation thereof. All such

recommendations shall be subject to the approval of

the Hospital Administration provided, however, that

in the event of disagreement between the Doctor and

the Administration, the same shall be submitted to

the Joint Conference Committee for recommendations,

any decisions being subject to final approval by the

Board of Trustees of the Hospital.

4. The Hospital agrees to provide sufficient space,

suitably located, together with the equipment, sup-

plies and personnel necessary to assure the proper

operation of the Pathology Department or the Radi-

ology Department.

5. All employees shall be paid by the Hospital and

shall be employees of the Hospital under the direction

and supervision of the Doctor subject to the Rules

and Regulations of the Hospital applicable to em-

ployees generally.

6. The doctor shall be responsible for the super-

vision of personnel in the Pathology or Radiology

Departments and for the training and instruction

thereof and in the skills required for them work. All

details of the operation of the Pathology or Radiology

Department, the planning, direction and execution of

the work thereof, the hiring and firing and disciplining

of employees shall be the responsibility of the Doctor.

7. The Doctor agrees, as a member of the Staff, to

participate in the Teaching and Training Programs of

the Hospital for nurses, interns, residents and mem-
bers of the Medical Staff of the Hospital, and for any
postgraduate courses that the Hospital Staff wishes to

undertake.

8. The Pathologist or Radiologist agrees to compen-
sate the Hospital for the use of space, equipment and
maintenance thereof, supplies and salaries of person-

nel. Such compensation shall be adequate based upon
sound cost accounting principles.

9. The Doctor will bill in his own name for Pathol-

ogy or Radiology Services. This bill may be rendered

by the Doctor directly or by the Hospital Cashier as

the collection agent for the Doctor.

10. The Doctor agrees to render professional services

of a quality acceptable to the Medical Staff and the

Doctor shall be available so as to insure the proper

operation of the Pathology or Radiology Department.
(Insert appropriate provisions.)

11. It is agreed that the fees charged by the Doctor

for pathology or radiology services shall be reason-

able and in accordance with average fee schedules

for pathology or radiology services in the region. The
fee schedules for pathology or radiology services shall

be subject to review by the Joint Conference Commit-
tee at all times. In case of disagreements which can-

not be resolved by the Joint Conference Committee,
such disagreements should be referred to the Griev-

ance Committee of the County Medical Society.

12. It is agreed that the Doctor may use the Pathol-

ogy or Radiology facilities of the Hospital including

equipment, supplies and personnel for all pathology
or radiology practice in which he may wish to engage
in addition to the normal volume of work originating

at the Hospital provided that the same does not inter-

fere with the normal operations of the Pathology or

Radiology Department, his duties as Pathologist or

Radiologist or his availability for the rendering of

professional services on work originating at the Hos-

pital.

13. It is agreed that the Doctor shall be permitted

a reasonable vacation each year and that he shall be

permitted to attend such scientific or professional

meetings as he would normally be expected to attend

provided that he assumes complete responsibility in-

cluding financial responsibility for professional cover-

age in his absence so as to avoid any interruption cr

interference with the proper functioning of the Pa-

thology or Radiology Department.

14. Whenever used in this Agreement or in the inter-

pretation thereof, the term “professional services”

shall mean those services rendered by the Doctor

in directing, supervising and/or executing the work
of the Pathology or Radiology Departments.

15. It is agreed that such other pathologists or

radiologists, who are members of the medical staff

of the hospital and qualified to practice pathology and
radiology, shall be allowed to practice pathology and
radiology within the hospital.

16. In all matters in connection with this contract

the welfare and interest of the patient shall always

be considered paramount, and particularly as to three

phases, namely (1) reasonable cost for the care within

sound economic principles, (2) a constant endeavor

to improve the care given to the patient, and (3)

under no circumstances shall there be any decrease

in the quality of the care rendered to the patient.

17. Whenever used in this Agreement, “Joint Con-
ference Committee” shall mean the “Joint Confer-

ence Committee” as required by the Joint Committee
on Accreditation of Hospitals.

I have also received an additional statement from
the Iowa State Medical Society in which they have
advised me that in the spirit of trying to settle this

matter by conference they have redrafted sections 8

and 9 which are the particular sections in dispute and
in addition section 11, and I quote herein the revised

sections 8, 9 and 11 as submitted by the Iowa State

Medical Society which are as follows:

“8. Fair and reasonable allocation of the fees charged for
pathological and radiological services shall be made by the
Doctor to the Hospital for the facilities, employees it com-
pensates, and general operating expenses allocable to the
Pathological or Radiological Department, which shall be
.

.
per cent of the fees.

“The fees for pathological and radiological services in the
hospital shall be billed in the Doctor's name. The bill may
be rendered by the Doctor directly or by the Hospital
Cashier as a collection agent. Each party shall be entitled
to payment and accounting on the first day of each month,
and each shall have the right to inspect or audit the books
and records in connection with this income at least once
in every six months’ period.

“9. The Hospital admission agreement signed by the
patient or his legal representative shall contain the follow-
ing: ‘Pathological and radiological services are medical
services performed and supervised by physicians, and the
facilities are furnished by the Hospital for said services,
and I request that the fees for the pathological and radi-
ological services and facilities shall be made in one bill in
the name of the Doctor and consent that an allocation of
the fees may be made by the Doctor to the Hospital.’
“The doctor as radiologist or pathologist and as Director

and supervisor of the Department of Radiology or Pathology
also serves as a consultant to the Medical Staff by rendering
medical diagnosis and treatment through laboratory and
x-ray reports of procedures performed in departments of
radiology or pathology. Such diagnosis and treatment shall
be reported in writing and copies shall be furnished the
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hospital for its records. The radiologist or pathologist shall

be personally and legally responsible to the patient for

such medical diagnosis and treatment.
“11. It is agreed that the fees charged by the Doctor for

pathology or radiology services shall be reasonable and in

accordance with average fee schedules for pathology or
radiology services in the region. The fee schedules for path-
ology or radiology services shall be subject to review by
the Joint Conference Committee at all times.”

In our opinion, these changes suggested by the Iowa

State Medical Society also comply with the law.

One of the points frequently referred to in confer-

ences in my office between the Iowa State Medical

Society and the Iowa Hospital Association had to do

with the operation of pathology and radiology depart-

ments in small hospitals. Regulation 27 of the Rules

and Regulations for Hospitals and Related Institutions

as approved by the Hospital Licensing Board on June

30, 1948, states: “All laboratory services shall be

under the supervision of a physician, preferably a

clinical pathologist.” There are available to all hos-

pitals licensed in the State of Iowa, duly licensed phy-

sicians on the Staff who render medical care to the

patients in the hospitals. Such duly licensed physicians

may practice radiology and pathology just as they

practice obstetrics or surgery. Such physicians may,
therefore, direct, supervise and perform laboratory

procedures and x-ray determinations just as they per-

form other procedures incident to their medical prac-

tice.

The Medical Practice Act of Iowa was originally

enacted for the protection and benefit of the people

of Iowa. In my opinion, the Medical Practice Act still

provides adequate protection for the people of Iowa
and adequately provides for the development of physi-

cian-hospital relationships that will insure the proper

quality of health care for the people of Iowa. It is

also my opinion that this controversy between the

Iowa State Medical Society and the Iowa Hospital

Association can be settled satisfactorily and that the

compromise contract prepared in this office or some
modification thereof, as suggested by the Iowa State

Medical Society or some other type of contract devel-

oped between individuals and physicians in compli-

ance with the law might serve as a satisfactory basis

of settlement. I have urged both physicians and hos-

pitals to recognize their obligations to the public and
to get together in a spirit of cooperation so as to end
this present controversy. I am urging the Board of

Medical Examiners to render all possible assistance

in the bringing of this controversy to an end and am
sending them a copy of this letter.

Very truly yours,

Leo A. Hoegh,
Attorney General of Iowa.

DOUBLE CHRISTMAS SEAL THIS YEAR

The frolicking children dancing across two com-
panion Christmas seals, this year, commemorate a

double anniversary. It is now just 50 years since the

National Tuberculosis Association was founded and
since the first selling of Christmas seals, in Denmark.
The double seal has the added significance that

funds raised through its sale finance the fights against

both tuberculosis and heart disease. Seven Iowa coun-

ties (Linn, Dubuque, Clinton, Scott, Woodbury, John-

son and Cerro Gordo) will have separate Heart Fund
drives during next February.

PROLONGED-ILLNESS INSURANCE RIDER

For an additional premium of $1 a month for

an individual, or $2 a month for a family, Massa-
chusetts Blue Cross and Blue Shield have under-

taken to protect subscribers against the cata-

strophic costs of several chronic or debilitating

illnesses and mishaps.

Blue Shield, in that state, provides medical,

surgical and obstetrical services in the hospital,

and surgical and obstetrical services outside the

hospital. Anesthesia, diagnostic and therapeutic

X-ray, and endoscopy are also covered.

The $12 Blue-Cross contract costs $5 per family

per month, and the Blue Shield contract, under
which families whose incomes are $5,000 or less

get full service coverage, costs $4.75 per family

per month.

For the additional monthly charge, members
are to be protected against most of the costs of

selected illnesses and injuries until out-of-pocket

expenditure would otherwise have amounted to

$2,000 to physicians and $3,000 to all other parties.

These amounts are in addition to benefits pro-

vided under the basic contracts.

Eighteen categories of illnesses and injuries are

to be covered immediately, and others may be in-

cluded later, provided that investigation justifies

the Plans in covering them. Those 18 are (1)

poliomyelitis and its late effects, (2) cancer (in-

cluding disseminated cancer such as lymphoma,
myeloma, leukemia, aleukemia and Hodgkin’s dis-

ease), (3) benign neoplasms of the brain and
spinal cord, (4) subacute combined degeneration

of the spinal cord, (5) cerebral hemorrhage, em-
bolism or thrombosis, (6) coronary embolism or

thrombosis, (7) subarachnoid hemorrhage, (8)

rheumatic fever or chorea, (9) congestive heart

failure, (10) active pulmonary tuberculosis, (11)

ulcerative colitis and regional enteritis, (12) cir-

rhosis of the liver with ascites requiring paracen-

tesis or following a shunt operation, (13) chronic

nephrosis or chronic nephritis with uremia, (14)

pemphigus, (15) myasthenia gravis, (16) ampu-
tations where prostheses are indicated, (17) frac-

tures, and (18) hemiplegia, paraplegia or quad-

riplegia.

Except for extended care in a nursing home, it

is anticipated that the main items of expense con-

nected with prolonged illness will be the hospital

charges and physicians’ fees for services rendered

during hospitalization. Because benefits for the

bulk cf those expenses are already provided for

all Blue Cross-Blue Shield members under their

basic certificates, and because these expenses are

also controlled for the 80 to 85 per cent of the

members who are entitled to physicians’ services

without additional charge under Blue Shield, it is

anticipated that the financial burden placed upon

the prolonged illness contract itself should not be

excessive.
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President’s Page

Now the holiday season nears, and the end of the

calendar year. Much work for the good of Iowa Med-

icine has been done, in 1954, by the officers, the head-

quarters staff, the councilors and the unselfish com-

mitteemen of the Society.

The president takes this opportunity to express his

appreciation to all of them, and to all of the members

of the Iowa State Medical Society. He extends his sin-

cere good wishes for a Merry Christmas and a Happy

New Year.
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COMING PROGRAMS

State

January 20, 1955 Iowa Methodist Hospital, Des
Moines

Program by the staff of Iowa
Methodist Hospital*

Guest speaker: M. Edward
Davis, M.D., Chicago, Illinois

April 24-27, 1955 Veterans Memorial Auditorium,
Des Moines

Annual Meeting of the Iowa
State Medical Society

May 19, 1955 Lederle Symposium on “Heart

Disease”

National

March 28-31,1955 Los Angeles, California

Annual Meeting of American
Academy of General Practice

CEDAR RAPIDS MEETING

The Formal Postgraduate Course held in Cedar
Rapids on November 4 was another highlight in

the series we have been presenting. Dr. Priscilla

White, of the Joslin Clinic, Boston, in her calm,

quiet and positive manner, benefited all of us by
her lectures on diabetes. Dr. Lee F. Hill, of Des
Moines, spoke on subjects in the field of pediatrics

with his usual graciousness. Everyone felt that

his remarks were timely and very instructive.

Mr. Tait Cumins, TV and radio sports director

of WMT and WMTV, was the luncheon speaker.

His talk regarding Iowa football, as well as foot-

ball in general, was punctuated with many laughs

and proved to be the relaxation we all needed.

Even our guests forgot their heavy lecture sched-

ule as they listened to him.

PATIENT RELATIONS

A large, bright neon sign directly inside the

sei vice entrance of a garage, so that it could be

seen by all who came in, provided one of the in-

spirations for this article. It consisted of two

words, “Customer Relations,” and a large red

arrow pointing to a desk. The other was also a

sign—and also in a garage, as it happened—read-

ing “If Service Isn’t Good, It Isn’t Service.”

Though perhaps not by means of flaming displays

in our waiting rooms, the ideas that those signs

convey should be branded upon our minds. PR
(Patient Relations) ought to be one of the most
important concerns of every doctor, for it is essen-

tial that each of us treat his patients as he him-
self would want to be treated.

Good Patient Relations begin in the doctor’s

office, with each individual patient, and flow from
there to the community. From the mishandling
of a single complaint, false impressions regarding

doctors in general, as well as one physician in

particular, can spread throughout a town. Con-
versely, though bad news is said to travel farther

and more rapidly than good, the prompt, compe-
tent and considerate handling of individual cases

is likewise reported by word of mouth and re-

dounds to doctors’ benefit.

There are many things we can do to improve
our PR. The following are but a few.

First. Establish a pleasant office. Effort should

be made to make the patient comfortable. Cheer-

ful surroundings and comfortable furniture, with

good light for reading, are necessary. Careful

selection and training of office personnel are most
important. If the patient is to be successfully

treated, he must be made to feel at ease.

Second. Give enough kindly attention to each

individual so as to make him like you. Explain

so that he can understand. Be sincere, and, above

all, be honest.

Third. Many active physicians find that definite

appointments are a means of avoiding irritation

for both their patients and themselves. When peo-

ple have waited from two to four hours in the

outer office, they are in a disagreeable mood and

are trying to the doctor. The way appointments

are arranged must be worked out to suit each

individual practice. But appointments really work

in a general practice, and people like them.

Fourth. The telephone can do a lot to establish

friendly relations. Be sure that you, as well as

your assistant, are courteous on the telephone.

If your secretary places a call for you, for exam-

ple, be ready to talk at once. The person you have

called may be even busier than you are, or his

time may be more valuable than yours. Doctors

have been known to make people hold the line

for five or more minutes, and that sort of thing

(Continued on page 589)
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THE DOCTOR'S BUSINESS

Finances

MILLARD K. MILLS*

WATERLOO

“The practice of medicine is not a business, but

it should be businesslike.” So states the public

relations manual of the American Medical Asso-

ciation. This principle cannot be emphasized too

strongly. Arguments are all for it; none against it.

Being businesslike does not mean being unchar-

itable, selfish, mercenary or any other such thing.

Being thoughtful of people demands efficiency

in dealing with them!

Possibly you still ask yourself whether it isn’t

harmful to patient relationships to place much
emphasis on businesslike procedures. Years ago,

the doctor was highly revered because of his

careless approach to financial matters. Don’t

patients lose respect for you if your office seems
too businesslike?

The answer is “No!” Times have changed. Peo-
ple have come to expect and demand more effi-

ciency. Years ago, patients knew all about their

doctor and his family history, just as he did about
them and theirs.

Gradually, as the automobile, the train and the

airplane began bringing more and more people
into the cities and caused frequent replacements
among the residents of smaller towns, there was
a greater need for careful, businesslike procedures
in all dealings among people.

YOUR REPUTATION

And as people began to know less about a physi-

cian personally, they became inclined to judge
his ability by his measure of financial success.

Nowadays, if your office is dowdy, if your home
is in a poor neighborhood, if the car you drive

is shabby, people wonder why. They tend to think

that if you were a very good doctor, you’d cer-

tainly be able to afford something better than

that. Naturally, you must be careful not to go to

the other extreme either. But let the appearance
you make be favorable, or your patients and pros-

pective patients will question your ability every
time!

* General Manager, Professional Management.

As a doctor, you are rendering a vital service

to your community. It is important that your
office and your personal finances be handled as

efficiently as possible. You owe this to your
patients, your family and yourself!

First, consider the patient. You want to keep
abreast of all improvements in medicine and med-
ical equipment.

YOUR FAMILY AND YOURSELF

On the other hand, what about yourself? You
are entitled to a just return for the time and
money you put into your education, to say noth-

ing of recompense for your efforts. You deserve

a certain amount of freedom in your life, too, so

that you can enjoy your family and friends. You
want to live comfortably, to provide adequately
for your dependents and to be able to retire when
you feel you should. A well-managed office and
wise financial decisions are essential to your
plans, Doctor.

YOUR FINANCIAL PROGRAM

You should keep currently and accurately

aware of your financial progress, both in your
practice and in your personal life. You need a

monthly report to provide this picture for you,

and should study it carefully and regularly be-

fore making any decisions.

Second, you need expert counsel. No man can
be informed on all subjects. While you might be
particularly interested in some phase of your
business problems, you simply haven’t the time

to accumulate the experience and knowledge to

assure you of right decisions in all matters. You
will be wisest to seek advice from those whose
experience and training best qualify them to

guide you.

Then, with adequate information and counsel,

you can begin to set up a financial program that

will best serve the interests of your patients, your
family and yourself. In subsequent articles, we
shall discuss the ten most important factors to be
considered in this program.
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To All Our Doctor Friends:

The happy holiday season will soon be upon us, along with the closing of another

year of progress.

Through your service to Blue Shield, you have helped many Iowans enjoy a merrier

Christmas. Blue Shield is your way of expressing the spirit of good will toward men.

Your many contributions to the advancement of medicine and prepayment health plans

can only result in better service to the public in the coming year.

On behalf of the Blue Shield employees, we want to thank you sincerely for the many
contributions you have made to advance the success of your plan. Our very best wishes

for a Merry Christmas and a Happy New Year!

Cordially,

Executive Director

Iowa Medical Service

The Christmas season, with its spirit of goodwill toward men, is a wonderful time

to express warm thanks and heartfelt appreciation to you for your support of Blue Cross.

Through your endorsement of the aims, ideals and operations of the Plan, you have

served the public well, and I want to extend sincere appreciation on behalf of our

700,000 members and the Plan itself. With your continued support and cooperation,

we will redouble our efforts to bring a new day in health-care security to every family.

A VERY MERRY CHRISTMAS AND A HAPPY NEW YEAR!

Executive Director

Hospital Service, Inc., of Iowa

At this holiday time it's a real pleasure to express to friends, old and new, our sincere

appreciation for cordial relations enjoyed in the year closing ... A Merry Christmas

to you . . . May your New Year be a happy one.

President

Associated Hospital Service, Inc.
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MENTAL ILLNESS

EARLY SCHIZOPHRENIA

One out of every four of our hospital beds is

occupied by a patient who suffers from schizo-

phrenia. When one realizes the gravity of this

situation, he sees the necessity for our being alert

to the possibility of schizophrenia’s occurring in

children or in adolescents who present definite

behavior problems.

There is no difficulty in establishing a diagnosis
of schizophrenia when the patient is actively hal

lucinated, exhibits very bizarre mannerisms and
is going through gyrations that label him as psy-

chotic. The problem arises in the early or incipi-

ent schizophrenic, however. It is important that

one establish a diagnosis as soon as possible, for

although there is an 80 per cent recovery rate

during the first year of hospitalization, there is

a rapidly diminishing basis for hope thereafter,

and at the end of the second year no more than
40 per cent can be expected to recover.

The schizoid youngster is silent and unsociable,

taciturn, indifferent, indolent, very frequently

jealous, and occasionally quite moody and ill

tempered. His relations with his family are dis-

turbing and unsatisfying. He is described as timid,

shy, self-conscious and lacking in self-satisfaction.

He does not enjoy the rough and tumble games of

his contemporaries, and instead of participating

in those or other youth activities, he adopts extra-

ordinary means for achieving a sense of security.

In many cases, the incipient schizophrenic is

aware of his own deficiencies. He complains of

having no aim in life and of not knowing exactly

where he fits. This dissatisfaction often leads to

panic, in which he correctly complains of fears

of becoming ill. On the whole, his behavior repre-

sents a faulty reaction to a life situation—a mal-

adjustment in which he is unable to handle the

everyday stresses of life. The simple routine of

daily living becomes too difficult for him, and his

personality disintegrates in an early schizophrenia.

At the outset, the patient has vague feelings

of unreality, detachment and lack of spontaneity,

and, as a result, he does not attempt to compete
with other members of his group. He is unap-
proachable, and about this time he begins to won-
der what people are thinking about his particular

activities. His thinking tends to become unrealis-

tic, and he makes no attempt to correct it to con-

form with either the logic of experience or the

demands of the external world. He calls upon fan-

tasy to supply him what real life has denied, and
consequently he begins to develop delusions and
hallucinations. At this point, however, he is still

able to control—and more particularly to cover up
—these abnormal manifestations.

Because of the marked discrepancy between his

thinking and the realities of the external world,

he develops an inhibition of his emotional reac-

tions which later becomes one of the classical

features of all schizophrenics—that is, a shallow-

ness and an inappropriateness of his emotional

reactions.

By this time, you have seen that such a patient

can be helped, for treatment is available, and the

pattern of behavior which this individual is using

to satisfy his needs can be modified so that he can
resume living a normal life. However, if allowed

to persist in this type of behavior without benefit

of therapy, like the majority of other schizo-

phrenics, he will spend the remainder of his life

occupying one in four of our hospital beds.

Iowa Academy of General Practice

(Continued jrom page 586
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is unfair to the one being called, regardless of

who it may be.

Fifth. Fees should be discussed beforehand,
whenever diagnostic aids or treatments will in-

volve more than very ordinary expense. Consulta-

tions, extra laboratory work, X-rays and expensive
prescriptions are all in this category. If you have
told your patient the reason for the extras, and
have forewarned him of the additional cost, he
won’t complain.

Sixth. Business methods should be standardized.

The public complains about the doctor’s bills, the

way he sends them, the form he uses or the time

of month they arrive, much as the doctor himself

complains about the department store bill, the

grocery bill, the drug bill or the garage bill. Prob-

ably the most important step in the right direc-

tion is for the doctor to itemize his statements.

There are different ways in which he can do this,

but his objective should be to let his patients

know just what they are each being charged for.

A large percentage of complaints that come to

Mediation Boards concern fees.

Seventh. In this day of insurance of all kinds,

the doctor needs to help his patients with their

claims. Many agents do not understand the poli-

cies they sell; some of them perhaps don’t want
to do so. Policyholders are even more poorly

informed. If you take time to find out what cover-

ages the patient has and to explain them to him,

the patient will be better disposed toward you,

and toward voluntary health insurance in gen-

eral, than he would be if you left him to discover

the shortcomings of his insurance when he re-

ceived your bill. Most of the time, the quicker

policyholders’ forms are completed, the quicker

the doctor is paid. If possible, have the patient

sign an authorization for the company to pay you
direct. And remember to boost Blue Shield, for it

is still the best insurance.



THE JOURNAL BOOK SHELF

BOOKS RECEIVED
GROWTH AND DEVELOPMENT OF CHILDREN, by Ernest

H. Watson, M.D., and George H. Lowrey, M.D., Second
Edition (Chicago, The Year Book Publishers, Inc., 1954.
$7.00).

THE YEAR BOOK OF OBSTETRICS AND GYNECOLOGY
(1954-1955 Year Book Series), ed. by J. P. Greenhill, M.D.
(Chicago, The Year Book Publishers, Inc., 1954. $6.00).

UROLOGY, by Meredith Campbell, M.D., with the collabora-
tion of 51 contributing authorities. 3 vols. (Philadelphia,
W. B. Saunders Company, 1954. $60.00).

INTERNS MANUAL (Cook County Hospital), by Arthur
Bernstein, M.D. (Chicago, The Year Book Publishers, Inc.,
1954. $3.00).

BOOK REVIEWS
Rheumatic Fever, by Lowell A. Rantz, M.D. (First

issue of disease-a-month, The Year Book Publish-

ers, Inc., Chicago. Annual Subscription $9.00).

Clinical monographs dealing with a single medical
problem are not new in medical journalism, but this

publication introduces a different approach to the

task of keeping the busy practitioner abreast of cur-

rent developments. Monthly, on an annual subscrip-

tion basis, the publishers propose to issue a digest-

sized booklet of 30 to 40 pages by a recognized
authority in the field under discussion. Projected
for the remainder of the first year’s issues are mono-
graphs on urinary tract infections, gastrointestinal

bleeding, heart failure, arterial hypertension, renal
failure, hepatitis, thyrotoxicosis, bronchial asthma,
coronary artery disease, diabetes mellitus and the
anemias.

The first article, on rheumatic fever, represents the
results of Dr. Rantz’s studies with the Army epidemi-
ological board from 1943 to 1946, and his subsequent
investigations on the pathogenesis of the disease. He
makes a strong case for acceptance of the theory that

group A hemolytic Streptococci are etiologically re-

sponsible for rheumatic fever. Somewhat surprising
in his observation that in the last 20 years the dis-

ease has declined in severity and, probably, in fre-

quency. He ventures the prediction that “the continu-

ing barrage of antibiotics given for all types of

respiratory infection may eventually eliminate the

hemolytic Streptococcus as a significant cause of

illness,” and that in that segment of the population
receiving complete medical care, the next 20 years
may see rheumatic valvular heart disease become an
uncommon childhood difficulty.

There is a concise but complete discussion of the

clinical picture during both acute and late phases
of rheumatic fever. Laboratory tests are carefully

evaluated as a diagnostic aid, with emphasis on the

antistreptolysin O titer to exclude rheumatic fever,

rather than as a positive piece of evidence. Treatment
is dealt with rather briefly, the author concluding
that to date the corticosteroids have not proved
superior to salicylate therapy when properly used.
—H. J. Smith, M.D.

Geriatric Nursing, by Kathleen Newton, R.N.,

M.A., Second Edition. (St. Louis, C. V. Mosby Com-
pany, 1954. $4.75).

This small book has accomplished its author’s aim
in pointing up the importance of nursing and related

care for the aged, a problem which is causing increas-

ing concern for all thoughtful persons. While essenti-

ally a handbook for the nursing profession, it is non-

technical enough to be read by laymen faced with the

problem and readable enough to be interesting and
profitable for the physician.

Miss Newton quite properly and in a very satisfac-

tory manner has discussed the emotional needs of

older people in about one-third of her book, without

lapsing into the jargon of either psychiatry or soci-

ology. The thinking is oriented somewhat toward the

situations of urban life rather than toward those of

a predominantly rural state such as Iowa. —J. E. Mc-
Farland, M.D.

The 1954-1955 Year' Book of Medicine, ed. by Paul B.

Beeson, M.D., Carl Maschenheim, M.D., William B.

Castle, M.D., Tinsley R. Harrison, M.D., Franz J.

Ingelfinger, M.D., and Philip K. Bondy, M.D. (Chi-

cago, The Year Book Publishers, Inc., 1954. $6.00).

The 1954-1955 Year Book of Medicine, like its prede-

cessors, is a masterful condensation of the important

contributions to the world literature in the field of

internal medicine during the past year.

The editors have used excellent discretion in their

selection of articles, and the perspective added by the

editorial comment makes for the most profitable and
rewarding reading this reviewer knows of.

The progress in infectious disease, antibiotics, cardio-

vascular disease, hematology, endocrinology and other

aspects of internal medicine is so rapid and the time

required to read all the original articles so excessive

that this book seems a must for the well-informed

internist.

—

Charles H. Gutenkauf, M.D.

Textbook of Pediatrics, ed. by Waldo E. Nelson,

M.D. (Philadelphia, W. B. Saunders Company, 1954.

$15.00).

Again the latest edition of this classic textbook of

pediatrics meets the expectations of the student and
the practicing physician. Dr. Nelson, with seventy

collaborating contributors, continues the fine tradi-

tions of the Griffith, Griffith-Mitchell, and Mitchell-

Nelson series of textbooks in pediatrics.

The illustrations, figures and tables presented with

the text add much to the book. One table that should

serve as a handy reference concerns selection of diag-

nostic microbiologic specimens for many types of

disease states.

The reader must realize that the time involved in

putting such a textbook to press precludes the abso-

lute last-word data in the fast-moving developments

in medicine. Nevertheless, this edition is very well in

line with present day thinking.—M. E. Alberts, M.D.



MEDICAL HISTORY

The First Seventy Years of the Linn

County Medical Society

A Digest of a Manuscript Written in 1932 by

FRANK S. SKINNER, M.D.

MARION

In 1932, Dr. Frank S. Skinner, of Marion, wrote
a history of the Linn County Medical Society and
of other and shorter-lived organizations of physi-

cians that competed with it during the late 1800’s

and at the turn of the century. His unpublished
manuscript contains lists of the Society’s guest
speakers, which, however eminent the men may
have been, need no longer usurp our attention,

but his account of the Linn County group’s early

struggle for life is of some interest in itself, and
his review of the issues with which it was con-

cerned serves to remind us that Medicine’s battle

against socialism has been going on for a very
long time. Besides, it demonstrates that patriotism

and public-spiritedness were outstandingly char-

acteristic of doctors before many of us were born.

IOWA UNION MEDICAL SOCIETY

The Linn County Medical Society was first

organized in 1859, at Mt. Vernon, by Drs. Love,
Ely, Ristine, Carson and Lyon. Its meetings were
suspended during the War Between the States, but
were revived in 1866. In 1873, its name was
changed to the Iowa Union Medical Society, and
as such it drew its membership not only from
Linn, but from Jones, Jackson, Cedar, Johnson
and Benton counties. Scientific sessions were held
twice a year, at which papers were read and inter-

esting cases were presented for study and dis-

cussion.

At that time, long before the automobile and
when roads in Iowa were at times impassable,

many of the doctors who attended underwent
hardships to do so. But they were seeking ad-

vancement in their chosen work through the inter-

change of views and information about the thera-

pies common to medical science at that time.

There were no blood tests or other laboratory

procedures and no x-ray for them to use in diag-

nosis. Decisions in that area rested entirely on
the cleverness and ability of the individual exam-
iner and his consultants. As years passed, Dr.

Skinner says, there developed a loyalty to the

Iowa Union Medical Society which resulted in

opposition to the AMA’s plan for making indi-

vidual counties the basic units of an organiza-

tion that could function through each state society

and thus increase the strength of the national

Association.

NEW ORGANIZATION

To implement the expressed wishes of the

AMA, however, Dr. G. E. Crawford, of Cedar
Rapids, councilor for what was then the Fifth

Congressional District, issued a call to Linn
County physicians, and an organizational meet-
ing was held on September 1, 1903. It was decided
that the members of the Iowa Union Medical
Society resident in Linn County be accepted as

members of the new group and that the names
of other candidates be deferred until a permanent
organization could be effected.

At that same meeting, the newborn Society

took a stand on one of the burning medical issues

of that day by writing the following passage into

its Constitution and By-Laws: “No member of

this Society shall enter into any contract or agree-

ment to render professional services to individuals

or families or the members of any society or fra-

ternity or lodge or corporation for any stipulated

amount for any given time other than the cus-

tomary rates charged by the members of this

Society for like services actually rendered, ex-

cepting salaried appointments in public institu-

tions.” Thus Medicine’s stand against socialistic

tendencies in the health field was initiated, so

far as Cedar Rapids and its environs were con-

cerned. This policy, Dr. Skinner reports, was
adopted without a dissenting vote, in an effort

to prevent local chapters of lodges and other such
brotherhoods from securing medical service on a

contract basis. The fee bill of the Iowa Union
Medical Society was adopted as a guide to mem-
bers in charging for their professional services.

First officers of the Linn County Medical Soci-

ety included Ward Woodbridge, M.D., Central

City, president; G. R. Skinner, M.D., Cedar Rap-
ids, vice-president; H. W. Bender, M.D., Cedar
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Rapids, secretary; the author of the history, F. S.

Skinner, M.D., treasurer; and J. W. LaGrange,
M.D., Marion, John Hamilton, M.D., Cedar Rap-
ids, and A. H. Johnson, M.D., Cedar Rapids, cen-

sors. Dr. G. R. Skinner was named delegate to

the Iowa State Medical Society.

In addition to the men already named, the

charter members of the Society included G. E.

Crawford, M.D., G. P. Carpenter, M.D., H. L.

Walker, M.D., Richard Lord, M.D., F. G. Murray,
M.D., J. R. Jesinski, M.D., Emma Neal, M.D.,

Oldrieh Krejsa, M.D., John C. Petrovitsky, M.D.,

Chester Hubbard, M.D., Mary S. Webb, M.D.,

A. B. Coulter, M.D., W. J. Morrison, M.D., A. B.

Poore, M.D., S. S. Spicer, M.D., H. S. Raymer,
M.D., W. J. Bradley, M.D., John Ristine, M.D.,

Mary L. Neff, M.D., W. Ruml, M.D., G. C. Skinner,

M.D., and J. Lynn Crawford, M.D. (from Cedar
Rapids)

; G. L. Carhart, M.D., and F. L. Sargeant,

M.D. (from Marion); J. A. Lee, M.D>, Jacob F.

Meyers, M.D., Edwin Burd, M.D. (from Lisbon);

J. S. Love, M.D., J. B. Graham, M.D. (from
Springville)

;
and W. J. Netolicky, M.D. (from

Western College). Dr. Skinner says that the

above list is incomplete, but that no other was
available to him when he wrote his account.

The dues for the new Society were three dol-

lars, of which two dollars was remitted to the

State Society.

HARD TIMES

Because membership in the State Society was
available only to members of officially recognized

county groups, enrollment in the Linn organiza-

tion became fairly high almost immediately, but
attendance at its meetings stayed low because
of the doctors’ continued loyalty to the regional

group. Out of a total of 57 members, the average

attendance was 24.

At the program presented on September 13,

1905, a paper was read on a case of appendicitis

treated by the Ochsner method, with recovery of

the patient. Through a misinterpretation of Dr.

Ochsner’s statements, the use of the ice-cap in

acute appendicitis had been heralded as a non-

surgical treatment for all cases. Discussions were
frequent and often heated, Dr. Skinner relates,

and many patients who lived far away from the

nearest hospital were so treated, some of them, of

course, with at least temporary success.

The advisability of chemical analysis of drink-

ing water occupied at least part of the attention

of the Society at that time, and it went on record

as recommending that all private wells be tested.

But socialism, it seems, had again reared its ugly

head. Linn County Medical Society memorialized

the Board of Regents of the State University of

Iowa as follows: “First, that all persons, before

being admitted to the Hospital or Clinics of either

of the Medical Departments of the Iowa State

University, be required to furnish from the Town-
ship Trustees of their place of residence, a cer-

tificate showing that they are unable to pay for

such professional attendance, either medical or

surgical as their condition may require; second,

that no person in the employ of the State of Iowa
shall receive any fee or other compensation for

any consultation, treatment or surgical operation

rendered or performed in any Hospital or Institu-

tion belonging to the State of Iowa.”

In 1906, the following resolution was adopted:
“Resolved: that we encourage the examination
of the milk supply of the City of Cedar Rapids,

believing that a regular chemical and bacteriolog-

ical examination of the milk will accomplish the

following results: A. prevent fraud in the sale of

milk; B. greatly diminish sickness and fatality

among children; C. will be the means of helping

to eradicate the ravages of tuberculosis.” In re-

sponse, the city council formally expressed its

appreciation of the Society’s work in protecting

the public health.

But despite these commendable activities, the

Linn County Medical Society failed to fluorish.

Its membership declined somewhat, and attend-

ance at its meetings was so poor that adjourn-

ments became necessary for lack of a quorum.
The importation of guest speakers was under-

taken for the first time, partially at least for the

purpose of stimulating interest.

In January, 1907, plans were being made for

the entertainment of the State Society in Cedar
Rapids, and the officers circularized the member-
ship to plead for a full attendance at the regular

March meeting that was to precede the state

gathering. But only 20 doctors showed up. Dr.

Skinner fails to mention whether or not that

apparent lack of enthusiasm among the hosts-

to-be resulted in poor entertainment for the physi-

cians from other parts of the state. But he relates

that a committee was subsequently appointed to

consider whether more frequent meetings might

be an answer to the organization’s problems. The
answer brought back was “No.” If more meetings

were scheduled, the committee reasoned, they

would conflict with the sessions of a newly formed
medical group, the Cedar Rapids Practitioners

Club. In consequence, nothing was done, but, sur-

prisingly, inaction brought results. The Practi-

tioners Club had only a short life (Dr. Skinner

offers the perhaps biased opinion that “it accom-

plished very little good.”) and the Linn County
Medical Society survived.

Also in 1907, through its Committee on the

Suppression of Quackery, the Society tried unsuc-

cessfully to prosecute a rather prominent faker

who was doing considerable business. Dr. Skin-

ner’s manuscript reviews no details of the dodge

that the defendant was accused of working.

Rather, it emphasizes the principle on which the

grand jury refused to bring in a true bill against

him. Dr. Skinner must have been a witness for

the state, for he assures his readers he found out
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at first hand that the jurors were willing to con-

sider no question other than one: “Did he do
any good?”

In 1909, the Society entered into a negotiation

with county authorities regarding medical care

for indigents that was destined to drag out for

about 20 years. At much the same time, it under-
took a program of public education on the cause,

prevention and cure of tuberculosis. Members of

the Society lectured to various groups at inter-

vals throughout 1910 and 1911, and they inspected

and endorsed the new state hospital that had been
erected at Oakdale.

BETTER DAYS

During 1912 and 1913, hard times for the Society

came to an end. The Iowa Union Medical Society

still held meetings, but enthusiasm for it was
waning, and a short time later it expired. Dr.

Skinner was not inclined to throw stones at the

Iowa Union. In fact he pays tribute to it for hav-
ing filled a need for postgraduate education at the

turn of the century, but since it failed to fit into

the AMA’s scheme of things and interfered with

the prosperity of the county group with which he
had chosen to identify himself, he certainly seems
not to have mourned its passing. At about the

same time that the old society died, the Linn
County Society had hit upon the time-honored

device of serving refreshments as a means of bol-

stering attendance at its meetings. Buffet lunch-

eons and smokers were provided at the expense of

a committee, the membership of which, necessar-

ily, rotated. “These social hours were a means
of bringing the members of the Linn County Med-
ical Society into a closer fellowship,” Dr. Skinner

tells us.

Beginning in 1914, the Society made rapid

strides toward functioning as Dr. Skinner be-

lieved a medical organization should. It was grow-
ing rapidly, attendance at meetings ranging from
95 to 110, it was taking an interest in national

events and issues, as well as in local ones, and
was concerning itself more and more single-

mindedly in the welfare of the medical profes-

sion. At about that time, the Harrison Uniform
Narcotics Act was evoking considerable discus-

sion. The papers presented at scientific meetings
embraced all branches of medicine, surgery and
the specialties, and the speakers were men of

prominence and marked ability who were brought
from outside the state, as well as from elsewhere

in Iowa.

THE WAR YEARS

At the June, 1917, meeting, following the

entrance of the United States into World War I,

the subjects for discussion were military medicine
and surgery. Everywhere the influence of the

great conflict was paramount. On August 8, 1917,

a special meeting was called so that the Society

could accept the resignations of its president and

secretary, who were about to enter government
service for the period of the war. The Society

subsequently had 14 of its members in active

service: Drs. R. C. Alt, H. R. Conn, G. C. Bair,

W. E. Brown, C. E. Aborn, C. H. Cogswell, Jr.,

J. E. Stansbury, B. R. Johnston, G. C. Skinner,

R. E. Munden, R. A. Vorpahl, A. R. Zuercher,

F. G. Murray, R. K. Keech, S. B. Rybolt and
J. G. Gardner. Other doctors engaged in war
work at the local level or worked for the federal

government out of uniform. Dr. Skinner says, “I

do not know of any other line of business that

gave so much, without thought of financial re-

turns.”

During the rest of the year 1917 and until the

latter part of 1919, there was very little progress

made in medical society work at Cedar Rapids
and thereabouts. The subjects discussed at meet-
ings were, for the most part, the serious influenza

epidemic, disease carriers in general and allied

matters of prophylaxis. Many special meetings
were called on matters pertaining to war work
that needed the cooperation of the Linn County
Medical Society, but many members were absent
or were busy with special duties, and it seemed
impossible for the membership to settle down to

any routine scientific study. Scientific sessions

were held, and their quality continued high, but
they were infrequent.

On January 13, 1920, the first of a series of

joint meetings of the Linn County Medical Society

and the local Dental Association was held to con-

sider the mutually interesting problem of focal

infections. Negotiations with the county govern-
ment on the financing of medical care for the indi-

gent were resumed, but no conclusion was agreed
upon. Guest speakers addressed the Society that

year on topics such as carcinoma of the breast,

borderline cases, intracranial pressure, small

renal and uretral calculi, Hirshsprung’s disease,

blood transfusion, diagnosis of abdominal lesions,

insulin, skin infections, prostatic disease and hos-

pital standardization. But declining interest ap-

parently had once more begun to beset the organ-

ization. Attendance at meetings was down, per-

haps merely because doctors had got out of the

habit during the busy years of the war.

SUCCESS

The period from September, 1924, to Septem-
ber, 1932, Dr. Skinner remembered as one of the

best in the Linn County Society’s history. Per-

haps the fact that, as he wrote his account, that

period was freshest in his mind may have influ-

enced his evaluation. But he singles out a dis-

cussion by Dr. McKimm Marriott on lactic acid

feeding of children and a skin clinic conducted

by Dr. Richard L. Sutton as two of the scientific

sessions that he and his fellow members wouldn’t

soon forget. It was at that time also that the Soci-

(Continued on page 602)



STATE DEPARTMENT OF HEALTH

IMMUNIZATIONS FOR OVERSEAS TRAVEL

Since the State Department of Health fre-

quently receives requests for information regard-
ing immunizations for travel abroad, the follow-

ing summary has been prepared from the last

bulletin issued by the Office of International

Health.

The local physician can do any of the immuniza-
tions except the one for yellow fever, which, be-

cause of the great difficulty of maintaining a

potent vaccine, is given only at the port of em-
barkation, at a U. S. Marine hospital or at other

stations operating under special supervision.

International Certificates of Vaccination. These
are usually procured from the office to which the

traveler makes application for a passport, i.e.,

the office of a Clerk of Federal Court or State

Court authorized by law to naturalize aliens. In-

formation as to which immunizations are required

for travel to a particular country can usually be
obtained from the Passport Division of one of

those offices.

Smallpox. A valid certificate of vaccination

against smallpox is recommended before travel to

any foreign country and is always required for

entry into the United States, except from Canada
and a few other neighboring countries. The small-

pox vaccination certificate is valid for a period of

three years, beginning eight days after the date

of a successful primary vaccination or on the date

of revaccination. Observe and record the reaction

on the third and ninth days. If yellow fever inocu-

lations are to be given, they should be given at

least five days before smallpox vaccine is given.

Cholera. Start immunizations at least two to

three weeks before the individual is to leave the

United States. The standard course is two injec-

tions at a seven to ten day interval. A third injec-

tion is advisable. The cholera vaccination certifi-

cate is valid for a period of six months, beginning

six days after the first injection of the vaccine, or

on the date of reinoculation within such period of

six months.

Typhus. Begin inoculations two to three weeks
before the person is to leave the country. The
standard course is two doses separated by a seven

to ten day interval. Although the certificate is

valid for one year, a booster dose is recommended
at six months if the danger of typhus is still

present.

Yellow Fever. Rather than spend several days

at their port of embarkation, many travelers

would prefer to go to their nearest U. S. Marine

City Station Time Telephone

Los Angeles, Calif. U.S.P.H.S. Outpatient
Clinic. 406 Federal Bldg.

Mon.-Fri.
1:30-2:20 p.m.

Madison 5411, Ext. 100

San Francisco, Calif. U.S.P.H.S. Hospital
15th Ave. & Lake St.

Tues. & Thurs.
1-3 pm. (ex. hoi.)

Skyline 2-1400, Ext. 235

Miami, Florida U.S.P.H.S. Outpatient
Clinic, 365 Federal Bldg.

by appointment 9-5431, Ext. 64 or 59

Savannah, Georgia U.S.P.H.S. Hospital
York & Abercorn Sts.

Mon. & Fri.

8:30-4:30
3-5783

Chicago, Illinois U.S.P.H.S. Hospital
4141 Clarendon Ave.

Mon. & Fri.

9:45 a.nr. (ex. hoi.)

Lakeview 5-6340

New Orleans, La. U.S.P.H.S. Hospital
210 State Street

Tues. 3:00 p.m.
Fri. 11:00 a m.

Tyler 3441

Baltimore, Md. U.S.P.H.S. Hospital
Wyman Park Dr. & 31st

Tues. 10:00 a.m.* Belmont 5-3930

Boston, Massachusetts U.S.P.H.S. Hospital
77 Warren Street

Friday
9:00 a.m. -12:00 m.

Stadium 2-3400

Minneapolis, Minn. Students' Health Serv.
Univ. of Minnesota

by appointment Main 8158, Ext. 168

Kansas City, Mo. Trans-World Airlines, Inc.
10 Richards Road

Mon.-Fri.
8:00-5:00 (ex hoi.)

Norclay 4400

New York City U.S.P.H.S. Outpatient Clinic
67 Hudson St.

Mon.-Fri.
2-3 p.m. (ex. hoi.)

Barclay 7-6150

Cincinnati, Ohio 12th St. Health Center
212 W. 12th St.

Wed. 9:30
by appointment only

Cherry 7676

Brownsville, Tex. U. S. Quarantine Station
Internat. Br. & 14th

Thurs. 9 a.m.-
12 m.* *

Bro. 2-4511

Ft. Worth, Tex. Dept, of Public Health
308 E. Fourth St.

Thurs.
10-11 a.m.

FO 8341

* Group of 5 can be taken any weekday morning.
** Group of 3 can be taken any morning, Mon.-Fri.
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hospital or other approved station for the inocula-

tion. Some of them are tabulated below. Only one
injection is required, but it must be secured at

least ten days before the person leaves the coun-

try. The certificate becomes valid on the eleventh

day, and remains so for six years. Travelers who,
within six days of their arrival in the United
States or other countries, have come from or

passed through an area that is considered infected

with yellow fever are required to present a valid

certificate of inoculation against the disease.

Typhoid and paratyphoid. The standard course

of three inoculations, with a seven to ten day
interval between, should be taken by every per-

son traveling abroad. Annual boosters should be
taken.

Diphtheria. Children under 15 who go abroad
should be immunized against diphtheria. For
travel in some areas of high diphtheria incidence,

adults up to the age of 35 should be immunized
if their Schick tests are positive.

Due to severity of reaction of older persons to

the alum precipitated materials, persons over ten

years should be given the purified diphtheria tox-

oid, rather than the alum precipitated toxoid.

Stamps and seals. These are required for small-

pox and cholera inoculation certificates. After

the physician’s data have been entered, the cer-

tificate must be authenticated by any one of the

following stamps or seals:

The stamp or seal of the state or local health

department of the area in which the physician

practices.

The stamp approved by the U.S.P.H.S. and as-

signed to certain of its physicians.

The impression seal of the U.S.P.H.S. or the

stamp of the Department of Defense.

MORBIDITY REPORT

Disease
Oct.
1954

Sept.
1954

Oct.
1953

Most cases reported
from these counties

Diphtheria . . . 3 0 0 Woodbury 3

Scarlet Fever . . 41 9 38 Buena Vista, Des Moines.
Henry

Typhoid Fever 1 4 2 Woodbury
Smallpox .... 0 0 0
Measles
Whooping

71 84 87 Des Moines, Linn, Scott

Cough 47 36 45 Dubuque, Polk, Scott
Brucellosis . . . 24 22 24 Black Hawk 3, Boone 2,

Johnson 2, Wapello 2.

others scattered—1 to a
county

Chicken Pox . .

Meningococcus

83 26 149 Buena Vista. Hardin, Polk,
Woodbury

Meningitis . . 5 4 1 Henry l.Polk 3, Woodbury 1

Mumps 100 133 104 Black Hawk, Cerro Gordo,
Des Moines, Greene

Poliomyelitis 266 446 69 Black Hawk, Polk, Scott,

Infectious
Hepatitis . .

.

Rabies in

134 174 149 Black Hawk, Jackson,
Marion, Plymouth

Animals .... 20 14 14 Woodbury 2, Wright 2, oth-
ers scattered— 1 to a
county

Tuberculosis 42 50 91 For the state

Syphilis 150 118 188 For the state
Gonorrhea ....

Encephalitis
94
2

61 71 For the state
Pottawattamie

TUBERCULOSIS REMAINS A HEALTH PROBLEM

“If you think tuberculosis in Iowa is licked, you
are mistaken.”

A letter beginning thus went into some 600,000

Iowa homes late in November carrying the tradi-

tional Christmas Seals sold by the Tuberculosis
Association.

To back up this statement, the Iowa Tubercu-
losis and Health Association has this to say about
the disease in this state during 1953:

744 new cases were reported, for a new-case
rate of 28.5 per 100,000 population.

1,522 tuberculosis patients were under care, for

a patient rate of 58.73 per 100,000 popula-
tion.

125 deaths from tuberculosis occurred, for a

death rate of 4.8 per 100,000 population.

1

Another fact is found in Loren E. Chancellor’s

review, “A Statistical Viewpoint of New Tubercu-
losis Cases,” wherein a three year summary of

new cases reported to the Iowa State Department
of Health during 1951-1953 shows 2,345 new cases

of tuberculosis, for a three-year new case rate of

29.8 per 100,000 persons.

-

During the same three years, there have been
3,051 patients under care in state or county sani-

taria, in the tuberculosis wards of VA hospitals

and in the six mental hospitals in the state. This

is a patient rate of 115.34 per 100,000 for three

years.

Iowa had 186 tuberculosis deaths in 1951 and
181 in 1952. Iowans can cite the 125 tuberculosis

deaths in 1953, with a death rate of 4.8, a record

that continued to make the state one of the low-

est tuberculosis death rate areas, as a hopeful

indication. It is gratifying to know that fewer
people are dying of the disease and that it can
now be treated effectively, a development which
is permitting patients to return to productive

places in society.

The falling death rate no longer serves as an

indication of the lessening seriousness of the

tuberculosis problem, however. The number of

new cases reported has taken no such dramatic

plunge.

During the last three years, there have been
more than 2,000 new cases of tuberculosis re-

ported; there have been more than 3,000 patients

under some form of treatment, and there have

been nearly 500 deaths from the disease. It would

seem evident that tuberculosis is not “licked” in

Iowa.

Limited tax funds supporting the Tuberculosis

Division of the Iowa State Department of Health,

1. Tuberculosis in Iowa—1953. Statistical chart of the
tuberculosis problem by county. Published annually by the
Iowa Tuberculosis and Health Association, 2124 Grand
Avenue, Des Moines 12.

2. Chancellor, Loren E., A statistical viewpoint of new
tuberculosis cases. Des Moines, Iowa Tuberculosis and
Health Association, 1954.
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together with public contributions to the Christ-

mas Seal Sale have made possible case-finding

programs bringing to light many of these new
cases.

There must still be pockets of infection—active

undetected cases of tuberculosis—in nearly every

community in Iowa, for new cases, patients, and
deaths come from all of the 99 counties in the

state.

Tuberculosis is not yet so rare as smallpox,

typhoid fever or diphtheria. Since the public is

being educated to expect a chest X-ray as a part

of a complete physical examination, there is a real

possibility that the family physician can find

enough clinical and X-ray symptoms of tubercu-

losis to lead to the discovery and reporting of the

foci of infection.

OXYGEN AND RETROLENTAL FIBROPLASIA

Even though a great deal more work needs to

be done on the etiology of retrolental fibroplasia,

it was the unanimous opinion of the panel assem-

bled to discuss the subject at the recent meeting

of the American Academy of Ophthalmology and

Otolaryngology that routine administration of

oxygen to small premature babies should be dis-

continued, that it should be given only if there is

cyanosis or respiratory disease, that in such in-

stances the concentration inside the incubator

should be kept below 40 per cent, as measured by

an oxygen analyzer, and that oxygen therapy

should be discontinued as soon as respiratory dis-

tress has been relieved. The complete report prob-

ably will be published shortly in the transac-

tions OF THE AMERICAN ACADEMY OF OPHTHALMOL-

OGY AND OTOLARYNGOLOGY.

At the same symposium, studies were reported

showing that there appears to be no difference in

the survival rate of premature infants on a regime

like this, as compared with a group to whom oxy-

gen was freely administered.

Yet, a recent questionnaire to hospitals ap-

proved for residencies in pediatrics showed that

70 of 113 still are giving oxygen routinely to all

premature babies of low birth weight. Of the 70

giving the oxygen routinely, over one third were

giving it in concentrations of 40 per cent or more.

Following is a summary of references concern-

ing the association of high oxygen administration

with the occurrence of retrolental fibroplasia.

Crosse and Evans,1 of Birmingham, England, reported
occurrence of six cases of retrolental fibroplasia during
period when there was much use of oxygen, but no cases

after oxygen administration was curtailed. K. Campbell2

reported a similar observation in Melbourne, Australia.

Patz3 reported that seven cases of advanced irreversible

RLF occurred among 28 infants receiving high oxygen (65-

70 per cent) , contrasted with no such cases among 31 infants

of the same weight group during the same period who
received low concentration of oxygen.
Ashton et al.* found that retinal blood vessels of full

term kittens were in the same stage of development as those
of premature human infants, and found that high oxygen
concentrations (60 to 80 per cent) obliterated developing
blood vessels in the kitten, following which retinal hemor-
rhages sometimes occurred, and retinal detachment.

Patz et al/' produced ocular lesions closely resembling
RLE' in newborn kittens, puppies, rats and mice by placing
them in 70 to 80 per cent oxygen concentrations; litter

mates at room oxygen did not develop such lesions.
Gordon et al reported ten per cent of 80 infants receiving

unscrutinized moderate oxygen developed RLF membranes;
later, 35 per cent of 20 infants on unscrutinized high oxygen
had such membranes; during a transitional period, oxygen
administration gradually was reduced, and 21 per cent of
14 infants had RLF membranes; during the subsequent
period, with oxygen concentrations kept below 40 per cent,
only two per cent of 97 infants developed RLF membranes.
Survival rates were not adversely affected by restriction of
oxygen.
Locke 7 reported that 60 of 160 premature babies who re-

ceived prolonged oxygen therapy at Lincoln and Presby-
terian Hospitals developed acute lesions of RLF; in Mon-
treal, six of 43 prematures on unrestricted oxygen developed
RLF: later, only minimal oxygen was given in Montreal
hospitals with which Locke was connected, and only two
cases occurred among 124 infants.
Lanman et al. H reported on a controlled study at Bellevue

Hospital, where 36 infants received high oxygen (averaging
69 per cent) and 28 low oxygen (less than 40 per cent, and
then only for cyanosis). Eight of the infants in high oxygen
developed cicatricial RLF; none of those in low oxygen
developed the cicatricial stage.
Kinsey0 gave a preliminary report on a cooperative study

among 18 hospitals with randomized controls. All premature
infants weighed less than 1500 Gr. and all were followed
ophthalmologically for at least three months. Of 53 infants
who received prolonged high oxygen, 25 per cent developed
cicatricial RLF; of 245 infants who were in the curtailed
group, only six per cent showed cicatricial RLF. Most of
the risk of developing RLF seemed to occur by exposures
to high oxygen during the first week of life. There was no
significant difference in mortality rates of the two groups
of infants. A. B. Reese, 9 chairman of the RLF panel, recom-
mended that routine administration of oxygen to premature
babies be discontinued, that it be given only if there is

cyanosis or respiratory disease, that in such cases the con-
centration inside the incubator be kept below 40 per cent
as measured by an oxygen analyzer, and that oxygen therapy
be discontinued as soon as respiratory distress has been
relieved.
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STATEWIDE AWARDS ESTABLISHED

Awards, in the names of Dr. W. L. Bierring and
Nurse Frances Brophy, have been established by the

Iowa Tuberculosis and Health Association for the

purpose of recognizing, respectively, to the physician

and to the non-medical volunteer who, it decides, has

done most to control tuberculosis. The awards will be

annual, and the names of the first recipients will be

announced next April. Dr. Bierring is director of the

Division of Gerontology, Heart and Chronic Diseases

of the State Department of Health, and Miss Bronhy
spent many years as a public health nurse in Alla-

makee County and was a national director of Christ-

mas seal sales.
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SERVICES AVAILABLE AT STATE HYGIENIC
LABORATORY, IOWA CITY

The following is a list of the major laboratory

diagnostic services available to Iowa Physicians

as of October 1, 1954:

1. Agglutination Tests

Brucellosis—human and animal
Rocky Mt. Spotted Fever—Typhus group
Salmonella Typhoid—Paratyphoid group
Trichinosis

Tularemia
Leptospirosis* * * *

2. Blood Cultures

Anthrax—human and animal
Brucellosis

Salmonella group (typhoid & paratyphoid)

Miscellaneous (fee commensurate with the

work involved)

3. Cultures

Anthrax—human and animal tissue

Brucella—for species identification

Diphtheria—swabs
Feces—salmonella and shigella group
Food poisoning

Fungi—Ringworm, Histoplasmosis, etc. Pleu-

ral and other body fluids—tuberculosis

Saliva—L. acidophilus count for dental caries

Spinal Fluid—meningitis, brucellosis, etc.

Sputum—pneumococci, tuberculosis

Streptococcus sore throat—swabs
4. Smears

Fungi and yeasts

Gonorrhea
Sputum—tuberculosis
Vincent’s Angina

5. Parasitic Diseases

Blood—Thick & thin films for malaria &
other blood parasites

Feces

Urine
Sputum
Pork tissue—Trichina

Toxoplasmosis*** ****—Sabin or dye test

—

send tube sterile unpreserved clotted

blood

6. Rabies—human and animal
Brain smears for Negri bodies

Mouse Inoculation Test

7. Animal Inoculation Tests—guinea pigs

Anthrax
Diphtheria—virulence test

Tuberculosis material ($5.00 fee charged to

cover actual cost of two animals and food

for six weeks)
8. Serologic and Allied Tests

Infectious Mononucleosis
Heterophile antibody

Syphilis

Blood
Kolmer complement fixation test—quali-

tative & quantitative

VDRL test—qualitative and quantitative

Kline standard test—qualitative only

Filter Paper Microscopic (FPM) blood of

infants only

Spinal Fluid

Colloidal gold

Kolmer complement fixation test—quanti-

tative

9.

Special Complement Fixation Tests* ***

(paired specimens essential, 1st specimen held

until 2nd specimen received)

Amoebiasis*****
Coccidioidomycosis

Histoplasmosis

Virus & Rickettsial Diseases

Encephalomyelitis

Eastern & Western equine
Lymphocytic choriomeningitis

Mumps
St. Louis

Lymphogranuloma venereum
Psittacosis

“Q” fever

Rickettsial Pox
Rocky Mt. Spotted Fever
Typhus Fever
Murine
Epidemic

10. Water Analyses ($2.00 fee)** Specimens fee

exempt only when collected by staff of the

Iowa State Department of Health in checking

sources of illness or health hazards.

Bacterial tests

Chemical tests

Fluoride

Hardness
Iron

Nitrates

Complete chemical analysis:—fee commen-
surate with work involved.

11. Autogenous Vaccine—furunculosis ($5.00 fee)

CONTAINERS DISTRIBUTED
Agglutination tests

Diphtheria—swab
Serologic tests for syphilis

Slide container for G.C. smears, malaria & Vin-

cent’s Angina
Tuberculosis, sputum and animal inoculation

Special—for immediate use only:—
Blood culture

Feces—Typhoid
Feces—parasitic (2 vial method)

Water

* One specimen taken during acute phase and another
10 days to several weeks later depending on the dis-

ease.
** Fee established tentatively due to inadequate legisla-

tive appropriation.
*** Date of illness onset, date of specimen collection, con-

tact source if known, whether 1st or 2nd specimen and
major symptoms to accompany specimen.

**** Limited to suspected congenital toxoplasmosis and/or
mothers of suspected congenital cases.

***** At least two stool specimen results must accompany
blood.
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GREETINGS FROM THE PRESIDENT

A blessed Christmas to you all—friends old and
new in the work of leadership in community
health. Even though the year is near its end, our

work as an Auxiliary has only begup. To relate

all of the many courtesies extended to me and to

your other officers at the many lovely coffees,

luncheons and dinners would be an impossibility.

Iowa’s doctors’ wives are doing a magnificent

job of promoting good public relations for the

medical profession. Many have declared their de-

sire to be identified with our State Auxiliary;

many groups, though small in number, have de-

cided to join hands and meet in order to know
each other better. They will glean much informa-

tion from our state activities and will derive sug-

gestions on projects best suited for their home
communities.

Each county is different from every other one,

and our state program is planned to cover the

needs of them all. Be informed! You can’t buy
what you learn from active participation in the

State and National Auxiliary of the medical pro-

fession. Be alert! From all present indications,

this is no time for complacency. We must do all

we can to help our freedom-loving country main-

tain what is best in health care.

CHICAGO CONFERENCE

A report of the Chicago Conference of State

Presidents and Presidents-Elect, which Mrs.

Charles Flynn and I were privileged to attend,

will appear in the January issue of the woman’s
auxiliary news. Watch for it, for there are new
and significant trends. Read and reread your

woman’s auxiliary news, the bulletin, today’s

health and your year book. Our new year book

is bigger and better than ever, thanks to an effi-

cient and hardworking committee. It will be

mailed to new members as soon as they have sent

their $3.00 dues to the State Auxiliary treasurer.

The State Auxiliary program committee is

planning an exciting annual meeting, which will

be held in Des Moines next April. Read again the

convention rules in your year book. Try to bring

a good exhibit of your chapter’s work for dis-

play. It might win state as well as community

recognition, and as an individual, you too might
be a prize winner. Are you thinking about the

score sheet for achievement awards? See page 30
in the year book.

NURSE RECRUITMENT

The need for more nurses is still a challenge

for the Auxiliary. New Future Nurses Clubs are
being formed, but we haven’t yet begun to exert

our full potential. Many small communities still

need to learn about our nurse recruitment pro-

gram. If yours is to be a strong chapter, you
should study the areas around you, particularly

those which have no resident doctors. Nursing
students could come from them.

Have you read about “Operation Christmas”?

Be sure that your blue Christmas-gift order blank

for today’s health is sent to the central office in

Chicago. You will be a credit to Iowa in your
promotion of good health literature if you send

the only authorized health magazine to your
friends as gifts.

Keep in mind that you and your husband can

give to the American Medical Education Founda-
tion Fund, and the sum which you give can be

deducted from your income tax. This fund helps

our medical schools to remain free from federal

aid and socialism.

My final hope for 1954 is that you who are

starting your first year as an Auxiliary may find

comfort and security in being a part of our great

Auxiliary of privileged women.
Happy holidays to you all!

Mrs. Lester R. Hegg
President

To Iowa physicians, their wives and children:

May the meaning of Christmas be deeper,

Its friendships stronger and its hopes brighter

As it comes to you this year.

Mrs. Charles H. Flynn
President-elect
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BOOST THE BULLETIN

In all of the states this year, great stress will

be laid on increasing the number of subscriptions

to our quarterly bulletin. It carries official pro-

grams of the national organization and valuable

information on both organizational and health

affairs with which every doctor’s wife should be
familiar.

Knowledge of successful activities of county
chapters throughout the United States will be a

motivating force toward increased activities in

your own Auxiliary.

By working conscientiously together, let us

make all of our members bulletin conscious. The
subscription price is only one dollar per year,

and subscriptions may start with any issue

—

August, December, March or May. It is necessary

not only to boast of the bulletin, but to boost

the bulletin!

Mrs. F. B. Leffert

State bulletin Chairman

CERRO GORDO AUXILIARY REACTIVATED

A Dutch treat dinner at Hotel Hanford, in

Mason City on October 27, was the scene of the

reactivation of the Cerro Gordo County Auxiliary.

Newcomers among the doctors’ wives met some
of the older residents, and, with the ladies who
for some time have been members-at-large of the

state Auxiliary, made tentative plans for a “Get-

Acquainted Coffee.”

Mrs. Soren Westly, Sr. accepted the temporary
presidency of the revived county organization,

and Mrs. George T. Joyce was made temporary
secretary and treasurer.

Guests at the meeting included the state Auxili-

ary’s organization chairman, Mrs. Dean H. King,

and two members of the newly organized Wright
County Auxiliary, Mrs. S. P. Leinbach, of Bel-

mond, and Mrs. R. L. Gorrell, of Clarion.

WRIGHT COUNTY ORGANIZES

On Friday afternoon, October 15, Mrs. John R.

Christensen, of Eagle Grove, opened her lovely

home to the doctors’ wives of Wright County so

that they might hold a meeting there for the or-

ganization of a Woman’s Auxiliary chapter.

Mrs. Lester Hegg, president, and Mrs. Dean
King, first vice-president of the state Auxiliary

were present to explain the details of setting up
the chapter and to discuss the objectives of Auxili-

ary work. Another guest, Mrs. James Gannon,
of Laurens, Pocahontas County, became a mem-
ber-at-large of the state group.

After a beautiful tea served from a table deco-

rated in fall colors, six ladies became the charter

members of the Wright County Auxiliary. Like

other doctors’ wives, they all are busy with their

families, church activities, and educational and
health projects in their communities, but all felt

they could find time for Auxiliary work and felt

it was necessary that they do so.

Temporary officers chosen, pending final estab-

lishment of the organization in December, in-

cluded Mrs. Christensen, president; Mrs. R. G.

Bird, Clarion, treasurer; and Mrs. R. L. Gorrell,

Clarion, secretary. The other charter members
are Mrs. M. J. Schaeferle, Eagle Grove, Mrs. E. M.
Smith, Eagle Grove, and Mrs. B. L. Basinger,

Goldfield. Mrs. S. P. Leinbach, Belmond, Mrs.
Charles P. Hawkins, Belmond, Mrs. Robert F. Mc-
Cook Clarion, Mrs. Richard W. Smith, Clarion,

Mrs. Arlo L. Pitcher, Belmond, and Mrs. Glenn J.

Hruska, Belmond, joined subsequently.

DISTRICT MEETINGS

Third

Clay, Sioux, Pocahontas, Palo Alto, Osceola,
O’Brien, Lyon, Emmet and Dickinson counties
were represented at the third district meeting of

the Woman’s Auxiliary, held at the First Congre-
gational Church, Spencer, on October 5. The
speakers were Dr. Thomas L. Ward, of Arnolds
Park, third-district councilor for the Iowa State
Medical Society; Mrs. Lester R. Hegg, Rock Val-
ley, state president; Mrs. Elmer Larsen, Center-
ville, chairman of the state Nurse Recruitment
and Loan Fund Committee; and Mrs. Ralph Moe,
Griswold, chairman of the state today’s health
Committee. Program and arrangements were pro-

vided by Mrs. Dean H. King, Spencer, first vice-

president of the state organization, and Mrs.
Frank Edington, Spencer, the third-district chair-

man.
Miss Ruth Kistner, internationally famous

flower arranger, from the Reynolds School, New
York City, spoke on “Flower Arrangements for

the American Home.”

Eleventh

Members of the Auxiliary to the Pottawattamie
County Medical Society were hostesses to the

Eleventh District Meeting held at Club 64, at

Council Bluffs, on October 19, 1954. There was an
excellent turnout for the meeting.

After being introduced by Mrs. John Krettek,

president of the Pottawattamie County Auxiliary,

Mrs. Dean H. King, first vice president of the

state organization, reported that, with 899 mem-
bers, Iowa’s Auxiliary ranks as twenty-eighth in

the nation. She expressed a desire for 100 per

cent membership in the future. Mrs. Lester Hegg,

state president, stressed the fact that our inter-

ests, as doctors’ wives, should concentrate upon
promoting community health programs and fur-

thering nurse recruitment. She announced that

the National Auxiliary Convention is to be held

in June, 1955, in Atlantic City, New Jersey.
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Mrs. Charles Flynn, president-elect of the state

Auxiliary, expressed appreciation for work done
by a Pottawattamie County member, Mrs. June
Hennessy. Mrs. Flynn said she believes our obli-

gations rank in the following order: (1) home
and family, (2) church, and (3) Auxiliary work.
Mrs. Arnold Wirsig, of Shenandoah, Mrs. Ralph

Moe, of Griswold, and Mrs. Emil Peterson, of

Atlantic, the eleventh-district chairman, also ad-

dressed the meeting.

The members who attended appreciated having
an opportunity to meet the state officers and com-
mittee chairmen.

Mrs. W. Clark Giles

NURSE'S TRAINING LOAN REQUIREMENTS

1. Acceptance into a recognized school of nurs-

ing, preferably in Iowa or in a border city of a

neighboring state, is the initial requirement.

2. The amount of the loan shall not exceed the

amount of tuition required by Iowa schools of

nursing.

3. Payment of the money shall be made directly

to the school. On recommendation of the school

that the trainee is doing satisfactory work and in

all probability will finish her course, a small per-

sonal loan may be paid directly to the applicant

during her second or third year in training.

4. The scholastic standing of an applicant for a

three- or four-year training course must be in

the upper third of her high school graduating

class. Of an applicant for a practical nurse’s

course, this is not required.

5. Recommendations must be secured from (a)

the superintendent, principal or counsellor of the

applicant’s high school; (b) two character refer-

ences; and (c) the president of the county Auxili-

ary or, in unorganized counties, a member of the

Iowa State Medical Society resident in the county.

6. A picture, 2" x 3", similar to a graduation

photograph, must be furnished by the applicant.

7. The applicant must write a theme, in 50 or

more words, explaining “Why I Wish to Become
a Nurse.”

8. The applicant must fill out an application

blank and sign a note for the amount borrowed.

The note must bear the date of her entry into

training, and it must have two co-signers.

9. The final dates for filing applications are

June 1, for entrance in September, and December

1, for spring classes.

10. Interest, at six per cent, begins six months

following the girl’s graduation.

11. Repayment of loan and interest, in monthly

installments of $10.00 or $20.00, is expected to

start as soon as the girl begins employment as a

nurse. Larger payments, of course, will be ac-

cepted at any time.

Each applicant’s file will be dated when all

necessary materials have been filed. Each will be

considered in turn, in cases where there are appli-
cations for more loans than can be granted.
The Committee feels that the responsibility for

the investigation of the girl should rest with the
local Auxiliary. It accepts the recommendation of
the local group, and feels that its responsibility
is limited to seeing that the details of the require-
ments have been met.

EENT SPECIALISTS' COURSE
Dr. P. J. Leinfelder, professor of ophthalmology

at SUI, is to be one of the guest speakers at a

University of Minnesota short course for special-

ists in ophthalmology and otolaryngology, to be
held at the Center for Continuation Study on the
Minneapolis Campus January 31-February 4, 1955.

The other guest speaker in Dr. Leinfelder’s field

is to be Dr. Frank Newell, associate professor at

the Northwestern University Medical School, Chi-
cago. Visiting authorities in otolaryngology will

include Dr. Howard House, associate professor at

the University of Southern California, and Dr.

Peter Pastore, professor at the University of Vir-

ginia. Dr. L. R. Boies, director of the Division of

Otolaryngology at the University of Minnesota
Medical School, is in charge of arrangements.

SPEAKERS' BUREAU SCHEDULES
RADIO

WOI—Ames, Iowa

Thursday at 11:15 a.m.

“Physical Medicine”

December 2 Exercise

December 9 .... Local Applications of Heat and
Diathermy

December 16 Sunlight—Real and Artificial

December 23 Hearing Aids

December 30 Radioactive Substances

WSUI—Iowa City, Iowa

Tuesday at 11:45 a.m.

“Music With Your Meals”

December 7 Nutrition and Health

December 14 .... Foods We Eat and Where They
Come From

December 21 Shopping for Food

December 28 The Champion Breakfast

TELEVISION

WOI-TV—Ames, Iowa

Friday at 9:30 p.m.

December 3 ... .How to Take Care of Your Baby
at Home

December 10 Birth Injuries

The television schedule will be resumed after the

first of the year.



COUNTY SOCIETIES

MEETINGS

Black Hawk

Dr. Ray Bunge, professor of urology at SUI,
addressed the November 16 meeting of the Black
Hawk County Medical Society on “Male Infer-

tility.”

Cerro Gordo

On November 9, Dr. F. E. Donaghue, of the

Mayo Clinic, addressed the Cerro Gordo County
Medical Society on “Esophageal Lesions.”

At the December 14 meeting, to be held at

6:30 p.m. at Costa’s, on Highway 18, west of

Mason City, Dr. Bernard Zimmerman, of the

University of Minnesota, will speak on “Fluid
and Electrolyte Balance, with Particular Refer-
ence to the Problems of the Surgical Patient.”

Des Moines

The Des Moines County Medical Society enter-

tained Dr. Charles W. Mayo at a dinner preceding
his address at the Burlington Birthday Party for

the United Nations, October 29.

Johnson

At the November 3 meeting of the Johnson
County Medical Society, held at Oakdale Sana-
torium, Dr. Hugh M. Wilson, a radiologist at

Washington University, St. Louis, spoke on “Prob-
lems in Roentgen Diagnosis of Bronchogenic Car-
cinoma.”

Linn

Dr. Louis G. Moench, of Salt Lake City, assist-

ant clinical professor of medicine and psychiatry

at the University of Utah, spoke on “Headaches”
at the October 14 meeting of the Linn County
Medical Society. Dr. Adolph L. Sahs, professor

of neurology at SUI, and Dr. Ralph Hunting, Jr.,

a Cedar Rapids internist, led the subsequent dis-

cussion.

At the November 11 meeting. Dr. J. R. Schen-
ken, chairman of the Department of Pathology at

the University of Nebraska Medical School, spoke
on “Leukemia in Children.” His paper was dis-

cussed by Dr. W. M. Fowler, professor of med-
icine, Dr. C. B. May, professor of pediatrics, and

Dr. Margaret Lyman, of the Department of Pedi-

atrics, at SUI.

Page

Dr. John M. Thomas, associate professor of

pediatrics at the University of Nebraska, gave a

discussion of “Behavior Problems of Children” at

the October meeting of the Page County Medical

Society.

Polk

At their meeting on December 15, the members
of the Polk County Medical Society will be guests

of the staff at Mercy Hospital, Des Moines. A
guest speaker and a panel will discuss automo-
bile accident injuries.

Sac-lda

At a joint meeting of the Sac and Ida county
medical societies, held in Odebolt on October 14,

Dr. Kenneth Keane, a Sioux City orthopedist,

spoke on fractures of the hand and wrist. The
next such joint meeting is to be held at Early,

but the speaker and the date have not as yet

been named.

Scott

Professor Arthur A. Leff, who teaches a course

in medical jurisprudence at the College of Med-
icine at SUI, addressed the November 2 meeting
of the Scott County Medical Society. Members of

the Scott County Bar Association were guests of

the Society.

In the election of officers conducted at that

meeting. Dr. J. R. Shorey assumed the office of

president; Dr. H. M. Hurevitz was chosen presi-

dent-elect; Dr. T. W. McMeans was named vice-

president; Dr. A. B. Hendricks was retained as

secretary; and Dr. F. Dale Wilson was reelected

treasurer.

Wapello

The guest speaker at the December 7 meeting

of the Wapello County Medical Society is to be
Dr. James L. Doenges, of Anderson, Indiana, rep-

resenting the American Association of Physicians

and Surgeons.
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Woodbury

At the meeting of the Woodbury County Med-
ical Society held at the Mayfair Hotel on Novem-
ber 18, Mr. Millard K. Mills, general manager of

Professional Management, Waterloo, spoke on

“The Doctor’s Fees and the Patient’s Finances.”

DEATHS

Dr. John T. Dickson, 40, who moved to Fort

Dodge late in October to associate himself in

practice with the Drs. Kersten, died on October 30,

following a heart attack. Burial was at Niagara
Falls, New York.

Dr. James Alois Wagner, 73, of Primghar, died

in a grade crossing accident near there on the

night of October 26. He had practiced in the town
for 30 years, and in the area for upwards of 50

years. Since last summer, when he retired, he had
been living in Omaha.

Dr. Robert Burns Armstrong, 70, who prac-

ticed at Ida Grove from 1919 until 1953, died at

Phoenix, Arizona, on October 6.

Dr. Joshua E. Bacon, Jr., 53, of Dubuque, pres-

ident of the Dubuque County Medical Society,

died at Mercy Hospital there following his second
heart attack within a year, on October 15. A pedi-

atrician, Dr. Bacon had practiced in the city for

26 years.

Dr. William Clarence Kennedy, 68, of Somers,

died there on October 11. He had practiced in the

town for 28 years.

Dr. Henry George DeGarzon, 82, of Everly, died

at the Cherokee hospital on October 12. He had
been in retirement for many years.

Dr. Jean Clements Mendenhall, 68, who until

six months ago was a staff member at the Inde-

pendence Mental Health Institute, died at a hos-

pital in Spencer on October 21, following a cere-

bral hemorrhage.

Dr. Ivan K. Sayre, 65, of Charles City, died at

Iowa Lutheran Hospital in Des Moines, on Novem-
ber 17, of recurrent bleeding ulcer. He was Tenth

District Counselor of the Iowa State Medical So-

ciety from 1951-1954.

Medical History

( Continued from page 593

)

ety first began to exhibit interest in the field of

psychotherapy and to invite authorities to speak

on it.

After years and years of talk on the subject

of medical care for the poor, an agreement on a

fair basis of payment was finally concluded by
the Society and the Linn County Board of Super-

visors. Subsequently, during the Depression, the

Society accepted a cut in fees and also expressed

the willingness and desire of its members to give

medical aid gratis or at reduced rates to the un-

employed. In addition, it sent a memorandum to

the local Red Cross chapter that it was ready to

allocate time and professional service in any
major catastrophe that might occur in the vicinity,

and without financial compensation its members
have cooperated with school boards, parent-teach-

er associations and other organizations engaged
in work of community betterment.

SUMMARY

In his conclusion, Dr. Skinner points out that

during the first 70 years of the Linn County Med-
ical Society’s existence, typhoid fever, diphtheria,

cholera infantum and many other water-bourne
diseases were brought under control, and that the

Society played its part in achieving those vic-

tories. In the field of surgery, particularly in ap-

pendicitis, gall bladder drainage and removal, and
thyroid pathologies, in radiology and in nursing

care, great advances occurred, too. Though the

Linn County Medical Society did not contribute

to those discoveries, the postgraduate education

that it facilitated enabled its members to apply

those advancements in the treating of patients

more promptly than they otherwise would have
been able to do.

As for the future, as Dr. Skinner foresaw it in

1932, socialization of medicine constituted the

greatest impending danger, not only for doctors

but for the public generally. How right he was!

SHORT COURSE IN NEUROLOGY

The University of Minnesota announces a con-

tinuation course in neurology to be presented at

its Center for Continuation Study, in Minneapolis,

February 7-12, 1955. The program, which will be

of interest both to general practitioners and to

specialists in neurology will include addresses by

Dr. G. Milton Shy, of the National Institute of

Neurological Diseases and Blindness, Dr. Howard
Fabing, vice-president of the American Academy
of Neurology, Cincinnati, and Dr. Edward B.

Schlesinger, clinical assistant professor of neuro-

surgery at Columbia University.
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Use of Alidase® in Closed Wounds: Contusions,

Sprains, Dislocations, Simple Fractures

In traumatic surgery

1

where “definitive treatment . . .

is often delayed while the surgeon waits for nature to dispose of

hematoma and oedema” Alidase is an efficient meansL 2

of accelerating dispersion of accumulated fluids.

SwensoiF has described his highly successful results

with. Alidase in various types of closed wounds. He
summarized them as follows:

To remove local fluid accumulations in contusions or

bruises, “The usual dose, 500 viscosity units Alidase®

mixed in a small amount of normal saline, is injected

into the localized fluid. Mixing the hyaluronidase in

1 per cent procaine solution will also produce local

vasodilatation, relief of local pain and more rapid

absorption of the fluid mass. This method can also

be applied to traumatized bursae or synovial spaces

which do not respond to repeated aspirations.”

The point of maximal pain is infiltrated with 10 cc.

of a 1 per cent procaine solution to which 500 vis-

cosity units of Alidase have been added. With this

simple technic, a high percentage of successful results

has been obtained.

Alidase may be used to advantage to produce more

rapidly a short-acting, complete block anesthesia and

to facilitate reduction in subluxation or complete dis-

locations of the interphalangeal joints. When anes-

thesia is required for fracture reduction, local block

anesthesia can be simplified by adding Alidase to the

anesthetic solution. Alidase also tends to decrease

local edema and hematoma formation.

Fluidsadministered with Alidase are rapidly absorbed

from subcutaneous tissue. The simplicity of hypoder-

moclysis avoids the cumbersome arm board, permits

convenient administration with little or no pain or

swelling, is vein-sparing and saves nursing time in

such conditions as burns, postoperative states, tox-

emias and parenteral alimentation.

Alidase (brand of hyaluronidase) is supplied in

serum-type ampuls of 500 viscosity units. It is ac-

cepted by the Council on Pharmacy and Chemistry

of the American Medical Association. G. D. Searle

& Co., Research in the Service of Medicine.

1. MacAusland, W. R., Jr.; Gartland, J. J., and Hallock, H.:
The Use of Hyaluronidase in Orthopaedic Surgery, J. Bone &
Joint Surg. 35-A :604 (July) 1953.

2. Swenson, S. A., Jr. : Minor Surgical Aspects of Closed Wounds,
Am. J. Surg. 57:384 (March) 1954.
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Something NEW

is Cooking
The Month in Washington

MORE INSURANCE NOW AVAILABLE
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WOULD HELP IN PAYING ESTATE TAXES IN

CASE YOU ARE ACCIDENTALLY KILLED . .
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SPECIFIC BENEFITS also for loss of sight.

tIMB OR LIMBS FROM ACCIDENTAL INJURY

HOSPITAL INSURANCE also lor our members
and their families

$4,000,000 Assets

$20,000,000 Claims Paid

52 Years Old

Physicians Casualty & Health Ass’ns.

Omaha 2.. Nebraska

Washington, D. C.—With the change in control

of Congress, there naturally will be a major re-

shuffling of all committees, including those han-

dling medical and health legislation. A new chair-

man moves to the top, and at the bottom a few
Republican members drop off, to be replaced by
an equal number of Democrats. In a Congress so

evenly divided, domination of this committee
machinery is a vital asset.

A majority of the Democrats taking over com-
mittee chairmanships in January will be return-

ing to the same jobs they held when their party

was in power before, but the situation is a little

different on the two committees most important

in health and medical legislation. It will be the

first time either of these chairmen has had the

responsibility of running the full committee, al-

though both have been involved in medical legis-

lation for many years. Both are veteran legisla-

tors and are Southerners. They are Senator Lister

Hill of Alabama, who replaces Senator H. Alex-

ander Smith of New Jersey as chairman of the

Labor and Welfare Committee, and Rep. Percy

Priest of Tennessee, who succeeds Chairman
Charles Wolverton, also of New Jersey, on the

Interstate and Foreign Commerce Committee.

By reason of seniority, Senator James Murray
of Montana is in line for the Labor and Welfare

Committee chairmanship. However, he has an-

nounced that he prefers to run the Interior and
Insular Affairs Committee, thus turning over the

other chairmanship to Senator Hill. As a sponsor

of national compulsory health insurance and as a

chairman and member of its committee that held

such turbulent hearings on this subject, Senator

Murray became well known to the medical pro-

fession.

Senator Hill, the son of a physician, has been in

Congress for JO years—14 in the House, before he

came to the Senate. He was a co-sponsor of the

Hill-Burton hospital construction program, per-

haps the most important piece of medical legisla-

tion enacted since World War II.

Presumably the Senate committee’s Health Sub-

committee again will be headed by Senator Her-

bert Lehman of New York, who handled this

task during the last Democratic Congress, the

82nd. Last session, the Health Subcommittee
chairman was Senator William Purtell of Con-

necticut.

Mr. Priest is a former school teacher and news-

paperman. He has been in the House for seven

uninterrupted terms. In 1951 he was chairman of

the Commerce Committee’s Health Subcommit-

tee; the subcommittee system was abolished by

the committee in 1952. Since then he has taken an
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<V
. . . the gastric secretion is the immediate agent of mucosal

tissue digestion . . . . Opposed to this stands the defensive factor

. . . the two-component mucous harrier
?1

[the protecting layer

of mucus and the mucosal epithelium].

Rotational gastroscopic views showing coating effect 1Yi hours

after administration of Amphojel.2

Causation — key to treatment in peptic ulcer

Through topical action alone, Amphojel

contends with the local causes of ulcer

—

aggressive acidity coupled with impairment

of the wall defenses. Providing a dual ap-

proach, Amphojel combines two aluminum

hydroxide gels, one reactive, one demul-

cent. The reactive gel combats the attack-

ing factor in ulcer by promptly buffering

gastric acid. The demulcent gel promotes

healing of the denuded mucosa by forming

a viscous, protective coagulum.

Amphojel

—

nonsystemic, nontoxic—pro-

vides time-proved fundamental therapy in

peptic ulcer.

* ItiV.'-'lkf i! AMPHOJEL!
ALUMINUM HYDROXIDE GEL

Supplied: Liquid, bottles of 12 fluidounces

Tablets, 5 grain, boxes of 30, bottles of

100; and 10 grain, boxes of 60 and 1000

References: 1. Hollander, F.: Arch. Int. Med. 93:107 (Jan.) 1954

2. Deutsch, E.: Scientific Exhibit, Gastroscopy,

Clinical Meeting A.M.A., St. Louis, December, 1953 Philadelphia 2, Pa.
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Cook County Graduate School of Medicine

INTENSIVE POSTGRADUATE COURSES
Starting Dates, Spring 1955

SURGERY—Surgical Technic, Two Weeks, November
29, 1954, January 24

Surgical Technic, Surgical Anatomy & Clinical

Surgery, Four Weeks, March 7

Surgical Anatomy & Clinical Surgery, Two Weeks,
March 21

Surgery of Colon & Rectum, One Week, November
29, 1954

Basic Principles in General Surgery, Two Weeks,
March 28

General Surgery, Two Weeks, December 6, 1954;

One Week, February 14
Gallbladder Surgery, Ten Hours. April 11

Fractures & Traumatic Surgery, Two Weeks, March
14

GYNECOLOGY—Office & Operative Gynecology, Two
Weeks, February 14

Vaginal Approach to Pelvic Surgery, One Week,
February 7

OBSTETRICS—General & Surgical Obstetrics, Two
Weeks, February 28

MEDICINE—Two-Week Course. May 2

Electrocardiography & Heart Disease, Two Weeks,
March 24 >

Gastroenterology, Two Weeks, May 16
Gastroscopy, Two Weeks, March 21

RADIOLOGY—Diagnostic Course, Two Weeks, Janu-
ary 3

Clinical Uses of Radio Isotopes. Two Weeks, April 25
PEDIATRICS—Intensive Course, Two Weeks. April 4

Clinical Course, Two Weeks, by appointment
Cerebral Palsy, Two Weeks, June 13

UROLOGY—Two-Week Urology Course, April 18
Ten-Day Practical Course in Cystoscopy every two
weeks

Teaching Faculty—Attending Staff of Cook Co. Hospital

Address: Registrar, 707 S. Wood St., Chicago 12. 111.

POSTGRADUATE COURSES
RADIOLOGY AND RADIOACTIVE ISOTOPES

February 14, 15, 16 & 17, 1955

Guest Instructors:

LAUREN V. ACKERMAN, M.D.. Washington Univer-
sity.

WILLIAM H. BEIERWALTES, M.D., University of
Michigan.

CARL C. BIRKELO, M.D., Wayne University.
JAMES W. J CARPENDER, M.D., University of
Chicago.

CARL L. GILLIES, M.D., State University of Iowa.
PHILIP J. HODES, M.D., University of Pennsylvania.
JOHN F. HOLT, M.D., University of Michigan.
B. V. A. LOW-BEER, M.D., University of California.
JAMES STOBER, Physicist, Kelley-Koett X-Ray Corp.

METABOLISM AND ENDOCRINOLOGY
February 24, 25 & 26, 1955

Guest Instructors:

E. PERRY McCULLAGH, M.D.. The Cleveland Clinic.
HENRY T. RICKETTS. M.D., University of Chicago.
EDWARD J. RYAN, M.D., Emporia, Kans.

Faculty also includes Fifteen Members of the
University Staff.

Program emphasizes Ward Rounds and Panel Discus-
sions in addition to the Didactic Lectures.

* * * * *

For program announcement and information, write:

Extension Program in Medicine

UNIVERSITY OF KANSAS SCHOOL OF MEDICINE

Kansas City 12, Kansas

extremely active part in committee work in the

health and medical fields.

The Hill and Priest committee will handle most
health legislation, with the exception of military,

veteran and appropriation bills. For example,

they will be in charge of reinsurance if it is rein-

troduced, as well as most health-medical bills

originating in the Department of Health, Educa-

tion and Welfare.

A number of other committee changes of im-

portance to medical legislation are scheduled. Rep.

Edith Nourse Rogers, of Massachusetts, a vet-

eran of 29 years in the House, loses the chairman-

ship of the Veterans Affairs Committee. She is

being succeeded by Rep. Olin Teague, of Texas,

who was elected to Congress for the first time

while he was completing his six-year Army duty

in 1946.

The House Appropriations Committee chair-

manship goes from Rep. John Taber, of New
York, to Rep. Clarence Cannon, of Missouri; both

have the reputation of being economy-minded.

Of considerable significance in medical appropria-

tions is the change in the chairmanship of the

subcommittee that handles money for the Depart-

ment of Health, Education and Welfare. The chair-

man for the last two years, Rep. Fred Busbey,

of Illinois, carefully scrutinized all health appro-

priations, and effected many reductions. He was
defeated for re-election. The prospective chairman

of the subcommittee, Rep. John Fogarty, of Rhode
Island, repeatedly has intervened in the commit-

tee and on the House floor to restore money that

had been cut out by the subcommittee.

Chairman of the Armed Forces Committee in

the Senate—where medical care for military de-

pendents would be taken up—will be Senator

Richard B. Russell, of Georgia, replacing Sen-

ator Leverett Saltonstall, of Massachusetts. On
the House side, the Armed Forces chairmanship

goes to the veteran Rep. Carl Vinson, also of

Georgia. He replaces Rep. Dewey Short, of Mis-

souri.

Any bills proposing reorganization of the execu-

tive departments will come before Chairman
John L. McClellan, of Arkansas, in the Senate,

and Rep. William L. Dawson, of Illinois, in the

House. They are succeeding Senator Joseph R.

McCarthy, of Wisconsin, and Rep. Clare E. Hoff-

man, of Michigan.

(EDITOR: This summary is, of course, predi-

cated on the Democrats surviving a threatened

recount of the close Senate vote in Oregon and
going ahead with organization of both chambers.)

Plan to attend the Iowa State Medical

Society’s Annual Meeting, April 24-27, 1955,

in Des Moines.
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ANNUAL CLINICAL CONFERENCE
CHICAGO MEDICAL SOCIETY

March 1, 2, 3, 4, 1955
Palmer House, Chicago

DAILY HALF-HOUR LECTURES BY OUTSTANDING TEACHERS AND SPEAKERS
on subjects of interest to both general practitioner and specialist.

PANELS ON TIMELY TOPICS.

MEDICAL COLOR TELECASTS.

TEACHING DEMONSTRATIONS.

SCIENTIFIC EXHIBITS worthy of real study and helpful and time-saving TECH-
NICAL EXHIBITS.

The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE
should be a MUST on the calendar of every physician. Plan now to attend and

make your reservation at the Palmer House.

SAINT BERNARD’S HOSPITAL
Council Bluffs, Iowa

Established 1887 Capacity 200 beds

Under the Supervision of the Sisters of Mercy

An Institution for tlie Study and Treatment

of Nervous and Mental Disorders.

Conditioned Reflex and Antabuse Therapy

for Alcoholism

Affiliated With Creighton University

WILLIAM E. ASH, M.D., Medical Director

JAMES D. MAHONEY, M.D., Associate Director RICHARD B. LEANDER, M.D.



PERSONALS

Dr. Ransom D. Bernard, formerly of Clarion,

who retired from the position of general manager
of the Iowa State Medical Society on January 1

of this year and has since been living in Ames,
suffered a coronary occlusion, with urological

complications, on November 14.

Dr. Leon J. Galinsky, medical director of the

tuberculosis section of Broadlawns-Polk County
Hospital, Des Moines, has been named to the

advisory board of the American Trudeau Society.

Dr. Henry H. Gurau, of Des Moines, has an-

nounced that he is ceasing the practice of otolar-

yngology and proposes, henceforth, to limit him-

self to ophthalmology.

Dr. Mark D. Ravreby, a 1948 graduate of the

College of Medicine at SUI, has joined Dr. John
Parsons in the practice of internal medicine in

Des Moines. Dr. Ravreby was a resident at Bos-

ton City Hospital in 1949 and 1950, and the resi-

dency that he started immediately afterward, but

only just completed, at the VA Hospital in Des
Moines, was interrupted by two years of military

service with the Marines in Japan.

Dr. Walter Block, of Cedar Rapids, helped to

dedicate the new United Cerebral Palsy Center

of Greater Cedar Rapids, on October 27, 1954.

Drs. Nelle S. Noble and S. U. YVykoff, of Des

Moines, returned recently from a European tour,

during which they attended a meeting of the

International Medical Women’s Association, at

Gardone, Italy.

Dr. C. A. Nicoll, of Panora, underwent an ap-

pendectomy early in November.

After having been a patient at University Hos-

pitals for about four weeks, Dr. §. B. Zo ler un-

derwent major surgery on November 8.

has served two years in the Navy since complet-
ing his internship at Tacoma, Washington.

The Air Force ordered Dr. Gerald E. Larson,

of Elk Horn, to report to Gunther AFB, Alabama,
on November 29. After three weeks there, he will

go to the Overseas Medical Replacement Center,

Camp Kilmer, N. J., for assignment.

The Commercial Club of the town of Newell,
where he practices, presented a watch, inscribed

“Mr. Newell, 1954,’’ to Dr. M. A. Armstrong, on
October 23.

The Boy Scouts of Marion County have made
a memorial contribution to the Iowa Heart Asso-

ciation in the name of the late Dr. C. S. Cornell,

of Knoxville, who was of considerable service to

their organization some years ago. Such gifts are

used in research work and in making discoveries

available to physicians.

Dr. John Kuncaitis, a 1947 graduate of the med-
ical school at Heidelberg University, has joined

Dr. W. V. Thornburg in practice at Guthrie Cen-

ter. He was in practice for two years before com-
ing to this country, and just completed a year’s

internship at Iowa Lutheran Hospital, in Des
Moines.

A graduate of the medical school at Howard
University, Washington, D. C., Dr. Douglas B.

Scott, has begun solo practice in Ottumwa. Dr.

Scott served 24 months as a medical officer with

the Air Force in Japan and Korea, and since his

discharge has been a resident physician at Crile

VA Hospital, in Cleveland.

Dr. Baldwin E. Lloyd, a graduate of the med-

ical school at the University of Wisconsin who
just completed a residency in surgery at the Den-

ver General Hospital, has begun practice with the

Surgical Associates, in Mason City.

Approximately 80 physicians attended a Fifth

On November 1, Dr. Lloyd E. Caauve, a gradu- Councilor District gathering in Boone, on October

ate of the College of Medicine at SUI, joined Dr. 12. Speakers included Drs. G. V. Caughlan, Coun-

Burns Byram in practice at Marengo. Dr. Caauve cil Bluffs, president of the State Society; Walter

XXII
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EDUCATIONAL FUND
OF THE
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D. Abbott, and F. C. Coleman, Des Moines; Fred
Sternagel, West Des Moines; and John Conner,

Nevada.

Beginning the third week in October, Dr. Ross
King, of Clinton, spent a month taking postgrad-

uate courses in chest diseases in Chicago.

Dr. Raymond G. Berggreen, a pediatrician on
the staff of the Park Hotel in Mason City, has

reported for military duty at Great Lakes Naval
Training Station, Illinois. He enters service as a

lieutenant, will spend two years in uniform, and
expects to return to Mason City at the expiration

of his tour.

The Iowa Division of the American Cancer Soci-

ety elected Dr. S. F. Singer, Ottumwa radiologist,

president at its eighth annual meeting in Des
Moines early in October. Dr. H. W. Morgan, of

Mason City, was reappointed medical director and
chairman of the Board of Directors.

Dr. Donald V. Hirst, of Council Bluffs, and Dr.

H. Dabney Kerr, head of the Department of Radi-

ology at SUI, were each granted $10,000 by the

division, for research work. Dr. Kerr received

the Division’s award as “the Iowan who contrib-

uted most to cancer control in 1953.”

Dr. D. J. Sullivan, who has practiced at Buf-

falo Center since July, moved to Sutherland on

October 18, where he replaces the late Dr. F. D.

Kas.

In De Witt, Dr. M. S. Esters opened an office

for general practice early in October. He studied

medicine in Berlin and Vienna before World War
II, and practiced in Berlin for eight years and in

West Germany (British Zone) for some time

thereafter before coming to this country. He has

just completed a year’s internship at Iowa Lu-

theran Hospital, in Des Moines.

Dr. Glenn Schrader has opened an office in

Melbourne.

Dr. Paul Ferguson, of Lake City, was stricken

with non-bulbar poliomyelitis on October 6, and

was taken to Iowa Lutheran Hospital in Des

Moines. There were no recognized cases of the

disease in the town at the time that he became
ill, though there have been some since.

Dr. William D. Paul, professor of orthopedic

surgery at SUI, addressed the Third Medical

Conference of the Muscular Distrophy Associa-
tion of America, in New York City on October 8,

on “Clinical Aspects of Contractures in Mus-
cular Distrophy.”

The State Board of Control has authorized the

purchase of a $1,150 soundbeam machine for

Cherokee Mental Health Institute, and has grant-

ed Dr. Willard C. Brinegar, the superintendent
there, permission to extend his investigation of

its use as a substitute for the lobotomy technic.

Dr. Brinegar recently observed sound operations

to relieve the pain of brain cancer patients per-

formed by Dr. Peter Lindstrom, in Pittsburgh,

and he thinks that the beam can be used to inter-

rupt nerve fibers in the brains of schizophrenics

without the danger of inducing hemorrhage.

On October 20, a meeting of physicians in the

Ninth Councilor District of the Iowa State Med-
ical Society was held at Bloomfield. Dr. Paul T.

Cash, of Des Moines, spoke on “Newer Trends in

Psychiatry of Interest to the General Practi-

tioner,” and Dr. S. B. Lindley, chief of profes-

sional service at the Knoxville VA Hospital led

the ensuing discussion. Hon. Karl LeCompte, the

congressman, and Dr. L. A. Coffin, Farmington,

president-elect of the State Society, also spoke.

Dr. Hunter H. Comly, assistant professor of

psychiatry and pediatrics at SUI, reported to a

state meeting on mental health, held at the Uni-

versity on October 22, that through a statewide

investigation he has learned of 199 serious cases

of emotional disturbance in children discovered

by pediatricians, 26 found by district judges, and
151 found by visiting nurses. The State Board of

Education, which governs SUI, reportedly is con-

sidering establishment of a 40-bed residential

treatment center at Iowa City, for the purpose of

diagnosis and treatment of such patients, for

training physicians in the care of mental dis-

orders, and for research. Dr. Fritz Redl, of the

National Institutes of Health, Bethesda, Maryland,

was principal guest speaker at the conference.

Dr. Robert M. Powell, resident physician at the

Psychopathic Hospital at SUI, for the past three

years, has been called to active duty by the Army
and is stationed at Ft. Hood, Texas.

Dr. Robert D. Allbaugh, a graduate of the school

of medicine at Washington University, St. Louis,

who just completed a one-year residency in inter-

nal medicine at Minneapolis General Hospital, is
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THE MEDICAL ASSISTANT

Angel or — ?

—

Give Her a Chance, Doctor!

Teach her how to be effective

The Medical Assistant’s EFFICIENCY Coarse offers

her complete instructions on

TELEPHONE TECHNIQUES

HANDLING APPOINTMENTS
CREDIT AND COLLECTIONS

LETTER WRITING

OFFICE RECORDS AND ROUTINES

PUBLIC RELATIONS

A two-day course of instruction, demonstration and
discussion on all phases of her duties can transform

your assistant and your office! Write for information

on presentation of the Medical Assistant’s EFFI-

CIENCY Course in your area.

404 Insurance Building Waterloo, Iowa

cwid benen

YEARS TREATING ALCOHOL
AND DRUG ADDICTION

In 1897 Doctor B. B. Ralph developed methods of treating alcohol and nar-

cotic addiction that, by the standards of the time, were conspicuous for

success.

Twenty-five years ago experience had bettered the methods. Today with the

advantages of collateral medicine, treatment is markedly further improved.

The Ralph Sanitarium provides personalized care in a quiet, homelike

atmosphere. Dietetics, hydrotherapy and massage speed physical and emo-

tional re-education. Cooperation with referring physicians. Write or phone.

THE RALPH SANITARIUM
A Unit of the Benjamin Burroughs Ralph Foundation for Medical Research

529 HIGHLAND AVENUE TELEPHONE VICTOR 3624 KANSAS CITY 6, MISSOURI

Ralph Emerson Duncan, M.D., Director
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BLOOD DIAGNOSTIC REAGENTS
30-102—Blood Grouping Serum (Set Anti-A and Anti-B),

2 cc. of each Set $2.00
30-105—Blood Grouping Serum (Set Anti-A and Anti-B),

5 cc. of each Set 4.50
35-605—Anti-A, B (Group O) Blood Grouping Scrum,

5 cc Each 2.50
32-102—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 2 cc Each 3.25
32-105—Anti-RHo. (Anti-D) Typing Serum, (Slide or Rapid

Tube Test), 5 cc Each 7.50

SOLUTIONS IN VIALS

50-

100—Physiological Salt Solution,
100 cc Case of 100 35.00

51-

100—Distilled Water (Water for Injection U.S.P.),
100 cc Case of 100 35.00

55-050—Dextrose Injection 50%, 50 cc....Case of 100 30.00

SEILER SURGICAL CO.
Ill So. 17th St. Omaha, Nebr.

Skill and Care!
Are combined with' materials

of highest quality ill all Palm
orthopedic appliances.

abdominal and arch supporters
specialists in braces for deformities

sacro iliac belts

elastic stockings expert truss fitters

crutches for sale or rent

Palm Orthopedic

Appliance Company
1202 Locust Street Telephone 2-6766

The Neurological Hospital

2625 West Paseo

Kansas City. Missouri

A voluntary hospital providing the care

and treatment of nervous and mental

patients and associate conditions.

SECLUSION MATERNITY

Write for information

MRS. EVA THOMSON
4911 East 27th St.

Kansas City, Mo.

FAIRMOUNT

HOSPITAL
For unmarried girls

Est. 1909

Private sanitarium with
certified obstetrician in
charge. All adoptions
arranged through juve-
nile court. Early en-
trance advised.
Rates reasonable. In

certain cases work given
to reduce expenses.

now associated with Dr. James H. Coddington in
practice at Humboldt.

Dr. Emory D. Warner, head of the Department
of Pathology at SUI, led a seminar that was a

principal feature of October 22-23 meeting of the
State Association of Pathologists, at Iowa City.

Dr. J. W. Lawrence, who left Dubuque on Octo-
ber 1 after practicing there for 14 years, is serving
temporarily as director of a three-county unit in

f lorida public health work. His headquarters are
in Arcadia. Following the return of the permanent
director of that unit, who is doing graduate work
at Johns Hopkins University, Dr. Lawrence will

be given the direction of a unit of his own.

Dr. Robert G. Wilson, who practiced for two
years with Dr. F. X. Tamisea at Missouri Valley,

and since then has been stationed at Clovis, New
Mexico, with the Air Force, visited briefly with
his father and friends at Griswold before report-

ing, early in November, at Camp Kilmer, New
Jersey, from whence he will go to Etain, France,
for duty.

On October 17, Dr. and Mrs. R. L. Knipfer, of

Jesup, sailed from Morehead City, North Caro-
lina, on a cruise sponsored by the Academy of

General Practice of that state. Sightseeing at

Caribbean ports was to be interspersed with scien-

tific sessions on shipboard.

Dr. Robert Wilcox, a member of the student

health service staff at SUI, spoke on “Problems in

Counseling of College Students,” and Dr. Paul

Seebohm, associate professor of internal medicine

at SUI, spoke on “Allergy in the College Age
Group,” at a sectional meeting of the American
College Health Association in Decorah, on October

15. Dr. Lois Bouldware, also a member of the med-
ical staff at the SUI student health service and
president of the north central section of the organ-

ization, presided.

Dr. H. L. Ganzhorn, of Mapleton, has been pro-

moted to the rank of lieutenant colonel in the

Army’s active reserve. He is one of the officers

of the unit centered in Sioux City.

While on a hunting trip in South Dakota, Dr.

R. C. Eaton, of Clarion, sustained an injury to one

of his eyes.

Dr. John Heffron, of Anamosa, reported for
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duty with the Air Force, at Gunther Base, Mont-
gomery, Alabama, in November.

Dr. F. L. Knowles, of Ft. Dodge, left during the

last week in October for the Far East, where he
was to lecture on his herniated disc operation

under the sponsorship of the International College

of Surgeons. He was to visit Tokyo, Hongkong,
Bangkok and Manila, and was to speak in each
of those cities.

PERCENTAGE BASIS SET FOR BILLING PATIENTS

On October 1, 1954, a group of more than 100

doctors practicing in San Joaquin County, Califor-

nia, agreed to a schedule of uniform fees that in-

cludes modifications, percentagewise, depending
upon the economic status of the patient. It was the

first of its kind in California, and perhaps any-

where.

For a routine office visit, it was agreed that the

maximum charge will be $5. For house calls be-

tween 7 a.m. and 7 p.m. the top charge is $7.50, be-

tween 7 and 10 p.m., $10, and between 10 p.m. and 7

a.m., $12.50. Tonsillectomy for a patient under 12

years of age, with or without removal of adenoids,

is to cost no more than $60, and for a patient over

12 years old, $75. Appendectomy for adults can

cost no more than $175; obstetrical delivery, with

pre- and postnatal care, $125.

Families with incomes of $4,500 or more a year

are to be billed for the full amounts. Those whose
incomes are between $3,500 and $4,500 will be
charged 75 per cent of the full prices. And those

whose incomes are between $2,500 and $3,500 will

pay 50 per cent.

ROSTER OF IOWA PHYSICIANS IN MILITARY
SERVICE

As of November 10, 1954

Ackerman, J. H., Clarksville

(Baltimore, Maryland), Sr. Asst. Surgeon, U.S.P.H.S.

Arnold, K. E., Sioux City
(Port Hueneme, Calif.) Lt. (j.g.), U.S.N.R.

Berg, J. W., Ames
Berggreen, Raymond G., Mason City

(Great Lakes, 111.) Lt., U.S.N.

Bogle, W. C., Marion
(Minneapolis, Minnesota) Lt., U.S.N.R.

Brennan, J. E., Des Moines
(Camp Pendleton, Calif.) ....Lt., U.S.N.R.

Broman, J. A., Maquoketa
(Ft. Sill, Okla.) . . .

.

Capt., A.U.S.

Cline, H. L„ Iowa City
(Riverside, Calif.) A.U.S.

Cloud, A. B., Guthrie Center
(San Antonio, Texas) A.U.S.

Daut, R. V., Davenport
(Westover Field, Massachusetts) . ...Capt., U.S.A.F.

Davidson, M. C., Emmetsburg
(El Paso, Tex.) Col., A.U.S.

THE NORBURY
SANATORIUM
Established 1 90

1

—Incorporated

Licensed—Jackson ville, Illinois

FRANK GARM NORBURY, A.M., M.D.,

Medical Director

HENRY A. DOLLEAR, M.D.,

Superintendent

FRANK B. NORBURY, M.D.,

Associate Physician

Operating

Maplecrest—
Restful, congenial homelike surroundings

are combined with the most modern diag-

nostic and therapeutic equipment.

Most comfortable homes for individuals

requiring rest, scientific diagnosis and treat-

ment. Fireproof construction.
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Day, R. T., Hampton
(Randolph Air Force Base, Texas) U.S.A.F.

Devine, J. S., Whittemore
(San Diego, California) U.S.N.

Dooly, J. E., Fort Dodge
(Pleasanton, Calif.) Capt., U.S.A.F.

Dunseth, W. R., Kellogg
(APO San Francisco, Calif.) USAF

Eckhardt, R. D., Iowa City
(Portsmouth, Virginia) Lt., U.S.N.R.

Ehmke, Bruce C., Iowa City
(Hot Springs, Arkansas) 1st Lt., A.U.S.

Field, C. A., Cresco
(Manhattan, Kans.) Capt., A.U.S.

Frys, Russell N., Iowa City

Garred, J. L., Whiting
(San Francisco, Calif.) Lt., U.S.N.R.

Garred, W. P., Dow City
(San Francisco, Calif.) Lt. (j.g.), U.S.N.R.

Geist, James H., Iowa City

Giles, Francis E., Cresco
(Fort Bragg, North Carolina) A.U.S.

Gleeson, J. J., Vail *

(Gt. Lakes Nav. Tr. Sta., Illinois) U.S.N.

Godbey, M. E., Mt. Pleasant
(A.P.O. 862, New York City) Capt. U.S.A.F.

Gottsch, Joseph C., Shenandoah
(Goose Bay, Labrador) 1st. Lt., U.S.A.F.

Hanske, Edward A., Des Moines
(Camp Gordon, Georgia) Capt. U.S.A.H.

Haskell, J. G., Reinbeck
(U.S.A.H., Ft. Riley, Kansas)

Hastings, R. A., Ottumwa
(Great Lakes Naval Training Sta., 111.)

Heffron, John F., Anamosa
(Ellsworth AFB, Rapid City, S. D.) 1st. Lt., U.S.A.F.

Hickman, D. M., Indianola
(Alexandria, Louisiana) 1st Lt., U.S.A.F.

Hogenson, G. B., Eagle Grove
(Navy Center, Omaha, Nebr.) U.S.N.

Isham, R. B., Osage U.S.N.R.
Iwen, G. W., Iowa City

(Wabeno, Wise.)
Jenkins, H. F., Ogden

(Randolph A.F.B., Texas) U.S.A.F.
Johnson, M. H., Iowa City

(Manchester, Iowa) Maj., A.U.S.
Johnson, W. A., Emmetsburg

(Corona, California) Lt., U.S.N.R.
Judiesch, K. J., Iowa City

(Ft. Sam Houston, Tex.) 1st Lt., A.U.S.
Knouf, Clare E., Lake City

(519 SW 3rd Ave., Portland, Ore.) ....Lt., U.S.N.R.
Koptik, George Jr., Garwin
Kruse, R. H., Conrad

(Pearl Harbor, T. H.) Lt., U.S.N.R.
Kuehnle, G. R., Dubuque

(Baton Rouge, La.)
Kurth, R. J., Waterloo

(Minneapolis, Minn.) Capt., U.S.A.F.
Larson, Gerald E., Elk Horn
(Camp Kilmer, N. J.) U.S.A.F.

Lawler, Matthew P., Des Moines
(Corona, California) U.S.N.

Lee, R. W., Burlington
Martins, J. K., Waterloo

(Bayonne, N. J.) Lt., U.S.N.R.
Maxwell, J. R., Iowa City
(Camp Stoneman. California) 1st. Lt., A.U.S.

Meyer, Paul G., Manchester
(Ft. Sam Houston, Texas) Capt., A.U.S.

Middleton, W. H., Central City
(Bethesda, Maryland) U.S.N.R.

Montgomery. A. E., Jefferson

(Phoenixville, Pa.) Lt. Col., A.U.S.

Nielsen, G. E., Des Moines
(APO Seattle, Washington) Lt. Col., A.U.S.

Olsen, Max, Minden
(Great Lakes Naval Training Sta., 111.)

Perman, Harvey H., Forest City
(Yokasuka, Japan) U.S.N.

Peterson, L. G., Holstein
(Camp Kilmer, N. J.) A.U.S.

Pfaff, R. A., Dubuque
(Camp Pendleton, Calif.) Lt., U.S.N.R.

Pfeiffer, D. W., McGregor
(Ft. Sam Houston, Texas) A.U.S.

Powell, R. M., Iowa City
(USA Hospital, Ft. Hood, Texas) Capt., A.U.S.

Powers, George H., Shenandoah
(FPO San Francisco, Calif.) Lt., U.S.N.R.

Prendergast, L. J., Iowa City
(Oceanside, California) U.S.N.R.

Province, Wm, Jr., Dubuque
(Long Beach, Calif.) U.S.N.R.

Reading, Donald, Iowa City
(U.S. Army Examining Station, Des Moines)

Rhode, M. C., Iowa City
(Philadelphia, Pa.)

Rogers, Edward A., Anamosa (U.S.P.H.S. Hospital,
Seattle)

Saunders, R. J., Colfax
(Detroit, Michigan) 1st. Lt., U.S.A.F.

Sear, John, Alden
(Brooke Army Med. Ctr., Ft. Sam Houston,
Tex.) A.U.S.

Sears, Richard H., Iowa City
(Jamaica, New York) Lt., U.S.N.R.

Shaffer, F. J., Iowa City Col., U.S.A.F.

Shuldberg, Arthur, Des Moines
(Gunter AFB, Ala.) 1st. Lt., U.S.A.F.

Sinton. D. W., Iowa City
(Colorado Springs, Colorado) A.U.S.

Smith, C. B., Iowa City
(Bowling Green, Ky.) Capt., A.U.S.

Spohnheimer, L. N., Donnellson
(Mountain Home AFB, Idaho) 1st Lt., USAF

Stivers, T. W., Des Moines
(Hutchinson, Kansas) Lt. (jg) U.S.N.R.

Sugioka, Kenneth, Iowa City
(Long Island, N. Y.) A.U.S.

Theilen, E. O., Iowa City
(Washington, D. C.) Capt. A.U.S.

Thompson, J. W., Ames
(Camp Breckinridge, Kentucky) .... Capt., A.U.S.

Thornton, F. E., Des Moines
(Portsmouth, Va.) Lt. Cmdr., U.S.N.R.

Turner, R. M., Armstrong
(Ft. Sam Houston, Texas) A.U.S.

Uchiyama, J. K., Des Moines
(Wichita Falls, Texas) Capt., U.S.A.F.

von Lackum, L. S.. Oelwein
(Great Lakes, 111.) Lt., U.S.N.R.

Voorhees. P. H., Ottumwa
(Jamaica, N. Y.) U.S.N.R.

Wall, J. M., Boone
(Bryan A.F.B., Texas) 1st Lt., U.S.A.F.

Walston, J. H., Graettinger
(Lackland A.F.B.. Texas) 1st Lt., U.S.A.F.

Wilson, Robert G., Missouri Valley
(Etain, France) Flight Surgeon

Witte, H. J., Marathon
(San Francisco, Calif.) Lt. Col., A.U.S.

Workman, R. D., Ruthven
(Omaha, Nebr.) U.S.N.

Zeilenga, R. H„ Orange City

(Madison. Wise.) 1st. Lt., U.S.A.F.

Zoeckler, Samuel J., Des Moines
(Ft. Sam Houston, Texas) Capt., A.U.S.
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40, 86, 138, 181, 232, 266, 309, 401, 448, 488, 535, 594

State University of Iowa College of Medicine Clinical
Pathological Conference ..19, 70. 122, 165, 218, 295, 517, 566

Statewide Awards Established 596
Steps in Expanding the V-A Program 39
Stevens, John D., M.D. (co-author), Lobotomy Program

of the Clarinda Mental Health Institute 252
Stomach Cancer, Curability of. E. E. Mason, M.D 150
Sue Not (for Fees), Lest Ye Be Sued (Editorial) 303
Surgeons’ Meeting Announced 436
Surgery and Cardiac Prognosis (Editorial) 390
Surgical Treatment of Peptic Ulcer, O. H. Wangensteen,
M.D 365

Synthetic Drug Combats Shock 188

T

Taber, Rodman E„ M.D., Arterial Homografts 472
Technologists’ Short Course (Among advertisements in
November issue)

Tentative Approval for Blood Foundation 495
Thanks (Editorial) 173
Thermal Burns, 1st, 2nd. and 3rd Degree, Extensive,
SUI Clinical Pathologic Conference 122

Third Institute on Heart Disease 133
Thorax, Management of Traumatic Lesions of the, H. K.
Gray, M.D 108

Thrombocytopenic Purpura (Editorial) 438
Thrombocytopenic Purpura, Thrombotic (Purpural Ane-
mia), L. D. Amick, M.D 254

Thyroid Function, Laboratory Study of (Editorial) 525
To Cut or Not to Cut (Editorial) 302
Top, Franklin H., M.D., Factors in the Causation of Recog-
nizable Poliomyelitis 379

Tracheo-Esophageal Fistula, SUI Clinical Pathologic Con-
ference 70

Tracheotomy in Bulbar Poliomyelitis, W. C. Boden, M.D. 384
Tracheotomy Tube Marketed 289
Treatment of Dysfunctional Uterine Bleeding, A. W.

Diddle, M.D , and K. A. O’Connor, M.D 543
Trends in T-B Hospitalization 491
Tri-County Meeting 227
Trudeau Society Meeting 485
Tuberculosis Control. Role of the Private Physyician,
K. H. Pfuetze, M.D 555

Tuberculous Meningitis: SUI College of Medicine Clinical
Pathologic Conference 566

Turnover in Clientele (Editorial) 437
Two New Year’s Resolutions (Editorial) 26

U
U of M Dedicates Mayo Memorial Building 491

U of M Offers Short Course and North Woods Vacation . . 420
Underwriters Study Health Insurance Extension 395
Undressed Wounds Heal Satisfactorily 139
Urological Problems in Children, Certain Common, D. E.

Howard, M.D 281
Urology Prize (Among advertisements in October issue)
Uses and Abuses of Carbon Dioxide, S. C. Cullen, M.D. 162

V
V-A Seeks Psychiatrists (Among advertisements in July

issue)
Vaccine Evaluation Needs Doctors’ Help 402
Vander Stoep, H. L., M.D. (co-author), Fascial-Flap Re-

pair of Inguinal Hernia 64
Virus Immunization, Problems and Prospects of, F. S.

Markham, Ph.D 505

W
W.M.A. to Study Industrial Health (Among advertise-
ments in March issue)

Wangensteen, Owen H., M.D., Surgical Treatment of
Peptic Ulcer 365

Webster County Postgraduate Course 455, 496
What Brings Matters Before the Grievance Committee

(Editorial) 438
Williams, L. B.. M.D., Magnetic Extraction of Gastric
Foreign Bodies 213

Willson, J. Robert, M.D., Selection of Patients for Gyne-
cologic Surgery 104

Woman’s Auxiliary News
42, 89, 140, 185, 234, 268, 310. 403, 451, 492, 538, 598

Woods, Arthur D., M.D., Memorialis 440
World Medical Association Needs Money (Editorial) .... 481











13225

Iowa state medical society. Journal]
AUTHOR

v.bh, 195k
TITLE

Iowa state medical society. Journal

v,Ui, 19511-

DATE DUE

*
eR 1 7 W

U3225




